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Preface

| have a confession. | have been practicing, teachinP, and writ-
ing about psychotherapy for over fifteen years and [I'still do not
know how and why it really works. Do not misunderstand me:
| know what to say about therapy to clients and students, who
would be very upset if they thought I could not explain what
| was domgt. | say therapy is a mysterious process. | tell them
it works differently for each person. | explain that it is based
on a trusting relationship in which we explore your life in depth
and help you to come to terms with unresolved issues and make
some decisions regarding where you are headed. We create a
plan to get you what you want _

Most people seem to accegt that explanation. And | breathe
a sigh of relief. 1t took one belligerent client to force this con-
fession out of me. -

“Sir, with all due respect, if that is why therapy works, how
come the previous therapist | saw told me it was because my
family structure needed to be realigned, another 1 consulted said
it empowers me —whatever that means —and still another men-
tioned something about retraining my cognitive patterns?”

Good question, huh? It so happens that | have been asking
myself that very question all these years. | started out in my
professional life as an avid Freudian. I loved the complexity of
psychoanalysis, its poetry, and its regimented system. | felt safe
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Xii Preface

in the company of peers who all spoke the same language and
helped one another stay on track. | felt it worked well, too; it
seemed to help people gain a clearer perspective on their lives.

One influential supervisor urged me to explore more fully
the simplicity of client-centered counseling when Carl Rogers
was the rage. To my utter amazement, | found that deallng with
client feelings was indeed a powerful way to work! | abandoned
Freud (or at least swore off theoretical monogamy) during the
“touchie-feelie” days of encounter grouEs. .

Another mentor introduced me to benavior therapy and the
value of helping clients set realistic goals. If | had reduced at-
tention to the unconscious, defenses, transference, repressed feel-
!nqs, | could be forplven—my clients made definable progress
in leaps and bounds! Although I no longer dealt very much with
Past conflicts, or even present feelings, my clients improved by
ocusing on specific behaviors they wished to change.

In my doctoral program, | took an advanced practicum in
rational-emotive therapy. This was a time when Albert Ellis,
Aaron Beck, and other cognitive-based theorists were makmg
their mark. 1 eventually became a full-fledged disciple. | rea
all the books, went to workshops religiously, and practiced RET
exclusively for over a year. | seemed to thrive on the provoca-
tive confrontational style of countering irrational beliefs —and
so did my clients. I eventually let go of rational-emotive ther-
apy. Although it worked with my clients, | felt so constricted
repeating the same injunctions and interventions over and over.

When Ericksonian hypnosis, strategic therapy, and neurolin-
gmstlc programming Rit the professional scene, they were a

reath of fresh air. How could | have been so negligent all these
years in dealing only with individual issues and ignoring fam-
Ily dynamics and linguistic structures? | attempted to rectify my
lapsés by mastering these new helplnq_strategles and, again to
my delight, discovered they worked like magic.

Was it because | longed for more intimacy in mr work, more
depth to my sessions, that | came full circle back fo an insight-
oriented, existential style? Or was it because once | entered pri-
vate practice, | needed the security of long-term clients? In either
case, | had retained a bit of each of the approaches I had, at



Preface Xill

one time, practiced. | was now more flexible and had more op-
tions. My clients seemed to improve, mayhe even more than
before, but | believe that was more a function of my experience
than of which theory I was pr_actlcm?_. _
1 do not wish to sound cavalier or flippant in my everchang-
ing search for the optimal therapeutic approach. Because | have
intensively studied and enthusiastically practiced a number of
different therapies, | feel motivated to take a step back from
'g_arochlal ideology to find the inlaid patterns hidden from view.

or | am still perplexed by how it is possible that these theories
(and a dozen others), which advocate doing such dramaticall
different things, could all be helpful. How does therapy wor
if it c?an be practiced by competent professionals in such diverse
ways

Contents of the Book

This is a book about what works in psychotherapy. | present
a synthesis of the hest features in most SFSIemS of practice and
a unified portrait of the consummate practitioner that transcends
theoretical allegiances. It is an attempt to find the essence of
what makes a therapist, any therapist, most effective.

This book is the third installment of a trilogy that began with
On Being a Therapist, an exploration of how clinicians are affected
by their work with clients; continues with The Imperfect Therapist,
a study of how clinicians handle feelings of failure; and ends
with the present publication, which examines what consistently
works for successful practitioners. _

Whereas the previous two books in this series have dealt with
many of the stresses and chaIIen%es that are so much a part of
theraloeutlc work, The Compleat Therapist carries a more inspira-
tional message: that it is possible to synthesize what constitutes
“EQOd" therapy and identify the characteristics, qualities, and
skills that are most likely fo lead to positive outcomes.

From questionnaires, in-depth interviews with practitioners,
a comprehensive review of the literature, as well as my own per-
sonal experience, | have attempted to answer several important
questions. What makes a therapist most effective? How can it
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be possible that Fractitioners who seem to be doin? such differ-
ent things are all helpful? What do most successtul clinicians
have in common in terms of their thinking processes, personal
qualities, and skills? What more can we do to pool our knowl-
edge and experience to create a new age of cooperation and syn-
thesis in the practice of psychotherapy? _

The first section of The Compleat Therapist contains three chap-
ters that explore in depth the commonalities of most theraFeu_tlc
approaches. Chapter One describes one of the most perplexing
paradoxes of our Ero_fessmn: how therapists can do distinctly
different things in their work and yet still produce similar results.
The first chapter introduces the major topics of the book, includ-
ing the shared themes that are part of any therapeutic encounter.
~ Chapter Two reviews the historical as well as current efforts
in the field to integrate diverse therapeutic approaches into a
unified model. This perspective helps us to appreciate just how
daunting is the task of trying to reconcile dlscreEant and con-
tradictory variables with a synthesis of what we know and un-
derstand, especially when we cannot even reach a consensus on
language and concepts. Chapter Three operationalizes the work
of e_cleptlc/pragmqtlc/mtegratlve theorists and practitioners b
reviewing the variables that are common to all effective psy-
chotherapies. _ _ y

The second section of the book examines more specifically
the attributes that are part of a_theralms_t’s optimal functioning.
R.e?.ardless of espoused theoretical allegiances, professional dis-
ciplines, or style of operation, effective therapists share certain
qualities (Chapter Four), thinking processes (Chapter Five), and
skills (Chapter Six). These identifiable behaviors and processes
that are part of an%/ effective therapist’s repertoire, regardless
of how they are labeled by various schools, help explain why
so many fine clinicians can appear to be doing such different
thln%s and Yet still help clients to change and grow.

The concluding chapter develops the reader’s ability to per-
sonalize the many ideas contained in this book so that he or
she can maintain the challenges and joys of effective Fractlce.
The comﬂleat therapist, from the archaic version of complete, con-
noting the highest level of attainment in any field, is the ulti-
mate goal to which we all aspire.
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Chapter O ne

How Therapists Can Do
Such Different Things
and Still Get Similar Results

Why are some therapists %enerally helpful and some are not?
Journals and books are full of plausible explanations, ranging
from the frequency of using certain interventions to the pres-
ence of particular interpersonal factors. And yet, while theore-
ticians, researchers, and practitioners argue among themselves
about what exactly makes a difference —which elements, vari-
ables, qualities, processes, concepts, behaviors, and attitudes —
clients are rem arkablr clear about what they want and need in
their helpers. Generally, they prefer someone who is warm and
glpproachable, someone who listens to and understands them.

hey want a professional who is competent and confident, who
gives them a sense of hope. They want an active collaborator
In the process. They want someone who they perceive to be like
themselves, but nof too similar. They favora heIRer_who is also
emotionally healthy. And they prefer an expert who is perceived
as havm% power, ‘status, and prestige. In short, clients have
definite ideas about what they want in their helpers, even if they
do not know what they want in their lives.

A Client Looks at Three Therapists

During the writing of this book 1 experienced what | believe
was a mid-life transition. | began to feel restless with my life,

1
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confused as to what | wanted to do next, and somewhat un-
happy with theJ)rogress | was making on my own. | was feel-
ing anxious, and then once | began exploring options, | started
feeling depressed bK what | perceived were limited possibilities.
What 1 was |IVIn? through had all the hallmarks of what I recog-
nized as a developmental crisis,

| became indecisive. | found it difficult to concentrate. And
yet, | suppose like most prospective consumers of therapy, |
made up a bunch of excuses for why I could handle this on my
own. | am a therapist, after all . .". and a pretty ?ood one. |
should be able to help myself through this, just as I have lived
through it with so many clients. Finally, | rationalized to my-
selfthat this would make good research for the book | was writ-
ing. (What is the use of being a therapist if it does not help us
to invent good rationalizations?) All in the interest of science,
| could visit several different therapists and see what makes them
effective, actually experience the effects of what they do. Hey,
maybe | would even find it personally helpful. o

| scheduled appointments with three different therapists in
the same week, unwilling to trustjust one. I figured | could see
what each of them was like and decide who was the best for me.
My first awareness after takm? this initial step was already how
much better | felt. Clients, of course, have said this to me all
the time, but | had not realized just what they meant. (It has
been many years since my last therapy experience as a client.)
I noticed myselfdoing a lot of rehearsing of how | would present
myself and what | would say. It was hard to sit back, relax,
wait, and trust the process | purport to believe in and teach to
others. It was a test of faith.

Dr. _Gengrhis_. The first therapist was a small man in a cavern-
ous office. Trained originally as a psychiatrist and analyst, Dr.
Genghis’s office had many of the trappings | would expect in
such a setting—big desk, swoon couch, separate entrances. Very
formal. Yet'1 did not for a moment expect | would be seeing
a conventional analyst . . . and | was not disappointed.
Before | even got my bearings and settled in my chair, he
was on me like a predator. He asked me some questions but
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did not like my answers. It took him about five minutes to size
me up and give me his assessment. And it was brutal. | reeled
from the accusation that | was essentially irresponsible. | tried
to process what he was saying, but by then he had leveled several
more rounds. My back was drenched with sweat. | was smiling
like an idiot, stammering out my }t)rotests of disagreement.

“It's simple,” he says. “You dont want to grow up.”

“Well, that could be true, but . .. .

“See, even now you intellectualize. You talk around things.
You don't say what you mean.” .

Gosh, he was right'about that. Maybe the other stuff is true,
too. And if so, then everything | thought about myself is false.
| am not who | am, but someone else I do not know.

1 could see where he was taking me and | did not like it one
bit. If | stayed in treatment with him | would become more
responsible, more like him, and what he views is approErlate
conduct for a man my age. Shame on me for wanting to ¢ an_ﬂe
aspects of m){ life that were not broken —all to placate some silly
dream | will never reach. _

“Kottler, when are you going to stop this nonsense, stop run-
ning away, and start facing yourself?”

| 'was devastated. My knees felt like rubber; 1 could barely
walk. | sat in my car for an hour trying to recover from the
onslaught. In some ways he really had me pegged. But could
it all be true? . . _

Clearly, I was g_enumely maved by this experience. | cannot
recall, ever, spen mg amore frightening hour in my life. | felt
beat up, bruised, and yet it was a “good” ache. | was even tell-
ing myself: “BOK, that was fun!” like a kid who screamed in ter-
ror all the way through a roller coaster ride, stumbles offin tears,
and then sar_s, “Let’s do that again!”
~ The question was, should I go back? A part of me was so
intrigued by his bluntness and assaults on what | thou?ht Was
my reality. And another part of me thought he was a [unatic.
He was everything | have always wanted not to be as a ther-
apist. He was neither warm nor accepting; in fact he was ex-
tremely critical and judgmental. He did not deal with my feel-
ings nor did he work with me in areas that | preferred. He
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ignored my desires. He ridiculed my defenses. He called me
names. He was tiune simply the meanest bastard | had ever
met. So, how could | even dream of going back for more? What
did he do that was so effective? .

It certainly was not his sweet disposition and kindness, He
did not exactly inspire me to trust him. Everything | confided
in him he turned against me. He was, at times, cruel and im-
patient, gom% for the jugular when I was already disoriented
and vulnerable. | did not feel heard or understood.

So what did he do that helped me? And | truly felt helped,
although at the time | could not exactly say how. Obviously,
he was a master at shaking me up, helping me to feel uncom-
fortable with myselfand thereby prodding me. I absolutely loved
his stunning honesty and | appreciated his directness. I also got
a kick out of his eccentric style—he had me enthralled by the
force and power of his personality. Heck, I did not agree with
much of what he had to say, but | liked the show he put on.

I just knew | would Eet my money’s worth with Dr. Gen-
ghis. | liked the way he knew how to get to me so quickly. His
Intuition about some things was remarkable. At one point he
asked me what my earliest memory was. | described, at age
three, carrying my brother home from the hospital after he was
born. He asked me how Ifelt in the memory, and | replied:
terrified. He asked me what | was so afraid of. “Why, of the
res 0n5|b|I|tK: What if | dropped him?”

r. Genghis looked at me with those vulturous, beady eyes
and said, “Of course! Cant you hear yourself? Since age three
you have been terrified of responsibility.” _

Well, whether this interpretation was accurate or not, it sure
got my attention. It got me thinking in new ways. He touched
me in a way that | still cannot forget.

Dr. Glinda. I must say that | was feeling somewhat leery about
showing up for my scheduled appointment with the next ther-
apist the following day. As so many clients say to themselves:
maybe | do not need therapy afterall. | found myself making
up the same feeble excuses I hear every day —that it is too costly,
too time consumin

g, that | am too old to chan(ﬁJe my ways or
too seasoned to fall or the tricks of the trade. T

IS last remark
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was especially revealing of my underlying skepticism and mis-
trust of the ﬁrocess that | have devoted my life to believing
in ... for others. _ o

In spite of my apprehensions, b?w/ this time | really needed pro-
fessional help just to recover from the first experience. Dr. Glinda
was as different from Dr. Genghis as two theraglsts could be.
Everything he was not, she was. And vice versa. She was warm,
approachable, quite loving and caring. | felt unnerved by her
look. It was as If she knew some deep, dark secrets about me
too, but unlike Dr. Genghis, she was not going to share them yet.

We spent most of the session talking about the meaning of
the previous session with Genghis. She asked me how | felt about
changing my basic nature: “How does it feel to have an expert
tell you that you don't know what’sdgood for yourself?”

Dr. Glinda did everything I would” have done for mrself if
| had walked into my office as a client. She listened closely. She
supported me. She reinforced the idea that | did know what was
best. Well, this wasjust what | wanted to hear. Maybe | would
not have to grow up after alll

| found Dr. Glinda to be effective in most senses of what |
would expect from a therapist. She heard me and understood
what | wanted from her at that moment (although she may have
been colluding with my resistance). It certainly was not nearly
as frightening to work with her. | felt safe in her presence. She
seemed to genuinely care about me. She would go at my pace
rather than hers. | decided this was also someone who could
help me, but in a way profoundly different from Dr. Genghis.

Dr. Wright. The first thing that struck me about the third
therapist | consulted was his smile—he seemed so natural and
inviting. Dr. Wright appeared to be the perfect com‘oromlse be-
tween someone who is carln% yet confrontational, low key but
direct. He gave me hope but made no promises. | knew after
five minutes that 1 had found an excellent match.

~Once I had decided in my own mind that this was the profes-
sional I could trust and who | believed could help me, | tried
to figure out what about him seemed most significant. | liked
his calmness. He listened very closely, and proved it by de-
scribing things I said in a way | had never considered before.
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I-fl]e asked me difficult questions that | could not answer. | liked
that.

| think, above all else, | had an image in my mind of who
could help me—and Dr. Wright fit the E[oflle | was Iookm? for,
I enéoye the messages | heard from him —that he would let
me do whatever | wanted and be whoever | am. | realized also
that it was not only important to be heard, but to be responded
fo.

It was frustrating to me that | could not put my finger on
exactly what made this therapist right for me. He was not us-
ing any interventions or techniques that were not part of the
repertoire of others. His approach also seemed to be somewhat
similar to what | experienced before —an insight-oriented style
that was part psychodynamic, part existential, and yet some-
what pragmatic. Yet, as hard as I could try, I could not (and
cannot) put into words what Dr. Wright did that | found so help-
ful. Perhaps that was because it did not matter what he did as
much as how he was with me. He seemed self-assured but quite
modest and low key. He was intense but also relaxed. He was
obviously quite bright but did not feel the need to prove any-
thl\r}\?. In short, Dr. Wright was what | wanted to be.

hat was apparent to me was that he was a desirable model
for me—in fact, he was the “me” I show to clients, although |
rarely get a chance to observe that person. He was intriguing to
me as a human being, someone | looked forward to spen |n_ﬂ
time with. Yet as good as it felt to be with Dr. erﬂht, | sti
walked out of his office confused. For whichever therapist |
stayed with, | felt that | would miss out on what the others could
offer me —whether it was Dr. Genghis’s bone- arrln% confron-
tations or Dr. Glinda’s soothing nurturance. Each of the three
touched a part of me that was responsive to what they were do-
ing and bemg. And yet | felt comtorted with the realization that
| really could not make a mistake: any of the three could help
me grow; it was just a question of which road | wished to take.

Understanding Our Common Language

In their research on how experienced therapists select their own
helpers, Norcross, Strausser, and Faltus (1988) found that de-
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cisions were made primarily on the basis of professional com-
P_etence, experience, and reputation, as well as personal quali-
ies such as warmth, erX|b|I;éy, and ca_rln(]}. Indeed, like the 500
therapists in their study, 1 did not particularly care about which
theoretical orientation mi/ therapist followed, as long as he or
she was an expert at applying it and had the capacity to treat
me with Kindness, compassion, and respect. _

Also evident in mr experiences in search of a therapist are
the major themes explored in this book: (1) there are many differ-
ent ways to be helpful to people, (2) there are some things that
all effective therapists do, and (3) it is Possmle to identify com-
mon therapeutic principles and integrate them into a personally
evolved style of R_ractlce. _ .

What makes this task of searching for common denomina-
tors among diverse theoretical systems so difficult is the exis-
tence of so many distinct languages that are s_ﬁoken among tribal
groups: “If the phenomenologist uses terms like ‘the phenomenal
sense of self,"the psychoanalyst, ‘projection of mental represen-
tations onto others,” and the behaviorist, ‘conditioned stimuli
and responses,” how are we to understand each other and de-
vel\?\}) a common framework?” (Messer, 1986, p. 385).

e have trouble communicating with one another when we
speak different languages and come from different professions,
training programs, philosophical positions, theoretical orienta-
tions, and work settm_?s. And we have little tolerance for col-
leagues who operate differently than we do. What is truly amaz-
ing is that therapists who operate as differently as the three |
consulted could all be effective with their clients. The inescapa-
ble conclusion is that we must have more in common with one
another than we are willing to admit, including the definition
of what constitutes a successful resolution of the client’s present-
ing complaints.

Definitions of Effectiveness

~ What does it mean for a therapist to be effective? Certainly it
Is more than “having an effect,” as the word implies, since effec-
tiveness isjudged principally on the basis of meeting stated goals.
In the case of psychotherapy, we are also concerned with
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the kind of effect we initiate, since our influence can be for bet-
ter or worse. Ineffective therapists may, in fact, produce more
of an effect than those who are most helpful. _
~ If positive outcomes are the criteria b% which effectiveness
isjudged, then who determines whether the results are positive,
and how is this decision made? If it is the therapist, as expert,
who makes this determination when he or she has performed
well, then the evaluation is subject to all of the biases and per-
ceﬂtualldlstortlons that are part of any subjective assessment:
“The client seems better to me, so | guess I've done good work.”
Of course, we are actually a lot more obtuse than that. We
will state essentially the same thing in progress notes, but cloaked
in pseudoscientific jargon to lend credibility to our optimistic
opinions: “There is a significant reduction in the frequency of
depressive symptomalogy.” This evaluation is usually based on
two considerations: first, the observations of the client during
interviews, which may or may not reflect actual functioning in
the outside world; and second, the client’s self-report about how
much he or she has improved. _
~Ultimately, then, bK_dlrect or indirect means, the client de-
cides the degree to which he or she has been helped. This is
true for most other professions as well —it is the physician’s pa-
tient, the attorney’s client, the salesFers_on’s customer who de-
termines the degree to which the professional has been effective
In getting the job done. The effective therapist, therefore, is a
Frofessmnal who produces a high number of “satisfied cus-
omers.”

But this cannot be the whole picture. There are practitioners
who, because of the way they work, are successful in their clients’
eyes, but not necessarily in meeting initial treatment goals. They
may be effective, essentially, in fostering dependencies in their
therapeutic relationships, or creating distortions or denial of un-
resolved issues. One common way this takes ﬁlace IS in the as-
sertion that: “You are better, you just don’t know it yet.”

Just as multiple measures of therapy outcomes (client self-
report, observer ratings, changes in dependent variables) are
used simultaneously in research settings, the clinician relies on
several criteria to measure progress. While the most important
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is the client’s assessment of “feeling better,” we also collect data
from family members, clinical observations, and a “felt sense”
that things have improved. The compleat therapist is skilled not
only in producing consistent positive outcomes, but in assess-
ing all changes accurately and honestly.

Statistically Insignificant but Clinically Meaningful

Research efforts during the past three decades have been de-
voted to figuring out the complex puzzle of which core conditions
of helping seem to be related to positive outcomes. Depending
on which dependent variable is measured (client perception or
observer ratings or frequency of behaviors), it can be found that
variables such as empathy, warmth, and genuineness are im-
P_ortant, are not important, or are sometimes important (Or-
insky and Howard, 1986). Based on empirical research, perhaps
all we can conclude is that empathy may or may not nhelp, but
it does not seem to hurt. _

Allen Bergin, coeditor of the classic research volume Hand-
book of Psychotherapy and Behavior Change (1986), laments his own
frustration with trying to reconcile hundreds of discrepant studies
and somehow integrate them into clinical practice. In an earlier
work on the sgnthems_ of therapeutic theory and research, Ber-
gin (1980, p. 5? advises us to trust our intuition and personal
judgment as well as the findings of empirical research: “The field
of psr_chotherap “is made up of many different kinds of views
and findings. With some we may have a fair degree of con-
fidence, with some we may feel the data point us in one direc-
tion, but just slightly, and in others we may have to conclude
that in the absence of data we are proceeding on what appear
to be reasonable or warranted .hygotheses or assumptions. Fi-
nal answers are simply not available, and we must proceed on
what apﬁears to be the soundest path possible. In some instances,
we can have confidence that our procedures are based on rea-
sonably sound empirical results. In others, we must trust our
own judgment and intelligence, recognizing fully what we are
doing and the hases for our decisions.”

We are left with the realization that research to date has not
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always supported those variables that most of us helieve consti-
tute effective therapy. There are more than a dozen different
studies that show that even the clinician’s level of experience
Is not necessarily a predictor of effectiveness. But, of course,
we know it is, if 1t is the kind of practice that truly qualifies as
“experience”—that is, further exposure to new knowledge, sit-
uations, opportunities that are processed in a way that fosters
growth. The other kind of “experience” measured in these studies
I the kind in which the longer a therapist practices, the more
cynical, lazy, and rigid he or she becomes. .

This lack of consistent, empirical support that can be repli-
cated in a variety of situations over time is what makes the de-
bates over what works best in our profession so intense. There
are studies available to substantiate or refute almost any claim
one would like to make. The behaviorists have convincing evi-
dence that psychoanalgtlc_treatment is nothing but the haphaz-
ard aprpllcatlon of such principles of reinforcement and extinc-
tion. The analysts can demonstrate that the behaviorists are only
dealing with surface symptoms and not getting at the root of
problems. The cognitive therapists can show dozens of studies
substantiating therr claims that all other clinicians are missing
the key to change, as can almost any other school of thought.

It All Looks the Same to Me

A stranger to our culture would be quite puzzled by what all
the fuss is about—this bickering about which therapeutic ap-
proach works best, the conflicts and arguments about what
makes therapy most effective. After all, to even the most astute
observer, thmEs_wouId seem very much the same in offices across
the land. Look in on a therapist, an{ therapist, and we are likely
to see two people sitting comfortably opposite one another. Ba-
sically, the room would be furnished just like any other of its
kind —framed pieces of#)aper and colorful images on the wall,
bookshelves, a desk, a few chairs and a couch, a file cabinet,
and a phone. Usually a Kleenex box. . _

Perhaps this alien visitor would be a little surprised to dis-
cover that in a certain percentage of these offices that also cater
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to little people of our culture, there would also be some toYs
on the shelves. But, basically, the office of any therapist would
look pretty much the same. And so would the procedures.

Our stranger would probabIK_assume that all practitioners
of this profession do the same things. He or she would notice,
for instance, that the two participants appear to like one another,
since they seem at ease, take turns talking, and show caring and
respect for what the other has to say. In fact, the alien would
be surprised to find that this is the one place he or she has visited
where people seem to truly listen to one another. This is obvi-
ous because there are no Interruptions or distractions. Every-
thing is quite private and discreet. They even repeat what the
other says occasionally, just to show they are paying attention.
Further, each member of the partnership seems to be more im-
portant than the other in different ways. At first, the visitor would
assume it is the one who owns the office who is most
important —after all, she occupies the most comfortable chair
and seems to be directing things, even when she is silent. But
then, the observer would notice that the other one —the one who
sometimes cries or displays intense emotional reactions —seems
to be the more important of the two. He is the one who chooses
what they talk about. It is almost as if the other one works for
him, the way she communicates an attitude of “whatever you
want.” And s_tr_angeIK, she does this without appearing subser-
vient or sacrificing her own power.

From these visits to therapists, the alien would have to con-
clude that, while there are some subtle differences in what they
do—some talk a bit more or less, some seem more or less per-
missive—there are few substantial deviations (although at one
strange place the alien saw the therapist molding members of
the same family into frozen positions where they looked like
statues pointing or leaning on one another). The one person,
who seems to need help, walks in, introduces himself, and tells
his story. The other one, offerlng such help, listens very closely,
asks questions, and supports the person to do what he most
wants. Sometimes she offers more direct interventions, explains
thlnFs, reminds him of previous things that were said, even
challenges him to consider other alternatives. But to this innocent
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alien, not concerned with detail or trained to detect subtlety,
it all looks the same. A person feels lousy. He goes to talk to
this professional about what is bothering him. And he leaves
feeling better. . _

It is the premise of this book that not only could an innocent
observer be unable to discern mgnlflcanﬁ differences among most
therapists who are effective, but trained experts have their
difficulties as well. When we filter out the jargon and the super-
ficial concepts, what we have left is a consensus of effective prac-
tice. If we do not get so caught up in which apf)roach Works
best and concentrate instead on what universal and specific
aspects of each approach work best, what we will have is the
essence of effective therapy.

What's the Difference?
In 1980, Herink published an encyclopedia of psychotherapy

approaches that contained more than 250 entries. If we con
sider that in the decade since this publication the trend toward
the proliferation of different therapeutic modalities has continued,
and if we consider that the editor missed many other theories
that are out there, | am certain that the actual number of con-
ceptual frameworks would run into the thousands. Perhaps it
could even be said that for each practitioner of therapy there
is a unique implicit theory of operation that is being applied,
one that reflects the individual personallty,.v_alues, interests,
goals, training, and experience of each clinician. _
~Yet all these diverse approaches produce similar results: satis-
fied clients. Luborsky, Singer, and Luborsky (1975Lcon_ducted
a comparative study of all major forms of therapy then in exis-
tence. They calculated “box scores” from each outcome study
and tallied” the results, concluding that all forms of therapy
studied have demonstrated effectiveness, and no approach to
therapy works better than any other. In an update of this study
completed a decade later, Luborsky and others (19862 concluded
that whatever differences do exist in various types of treatment,
they have little to do with the theory that is applied and every-
thing to do with who the individual therapist is.
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|f we assume that all of the hundreds of therapeutic method-
ologies now in existence continue to flourish because th?% are
helpful with some people some of the time, we are left with the
conclusion that: (15 it does not make much difference what ai)-
Proach is used, or (2) all of the approaches are doing essentially
he same thInHS. . o ]

Even though therapists may be doing different things in their
sessions —interpreting dreams, role plaxlng, reflecting _feelm%s,
disputing irrational beliefs, analyzing themes, reinforcing fully
functioning behaviors, among thousands of other possible tech-
niques—it Is apparent that most seem to be getting thejob done.
What, then, do effective therapists have in common if not a
shared theoretical base or body of interventions? If we assume
the differences are more illusion than reality, or that they are
tangential rather than truly substantive, then perhaps we are
all doing essentially the same things with our clients.

Similarities and Differences

While the premise of this book is that effective therapists have
more in common than would seem apparent from their espoused
differences, it should also be mentioned that there are several
factors that clearly differentiate helpln%l strlesl. In a survey of
attempts to measure differences in theoretical orientations, Sund-
land (1977) described several variables according to which ther-
apists differ—for example, in terms of their activity levels (pas-
sive versus active), directiveness (guiding versus challenging),
structure (spontaneous versus planned), control (permissive
versus limit-setting), temporal focus (past versus present), na-
ture of alliance (authoritarian versus egalitarian), dogma (rigid
versus flexible), and content (cognition versus affect).

Therapists can vary in each of these dimensions and still be
effective. They can work in a highly structured way or a style
that is more intuitive and spontaneous. They can talk a liftle
or a lot. However, in spite of these variances, most effective ther-
apists have a lot in common. Consider, for example, the be-
havior of some of the leaders in our field.

In the second volume in this series (Kottler and Blau, 1989),
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several of the profession’s most prominent therapists described
their experiences with failure, and by so doing, also articulated
what they believe does play the mast significant role in ther-
apy. The following commonalities of what works in therapy can
be constructed from what does not work in the therapy of Ar-
nold Lazarus, Albert Ellis, Clark Moustakas, Richard Fisch,
James Bugental, and Gerald Corey:

1. understanding, accurately and fully, the nature ofthe client’s
presenting complaints. o

establishing aFroduct[ve therapeutic alliance

exhibiting confidence in the methods employed
demonstrating flexibility when and where it'is needed to
alter plans to fit specific client needs

being aware of one’s own limitations and countertransfer-
ence reactions that may be impeding pro%ress_ _
employing specific interventions with a defensible ration-
ale that can be articulated

‘This last area of prescribing specific strategies with different
clients and presenting complaints has been seen by many, such
asJohn Norcross and Arnold Lazarus, as the hallmark of effec-
tive practice. In an invited address at an American Psycholo%l-
cal Association convention, Lazarus (1989) called many of the
conclusions of meta-analysts —and of other writers who believe
that generalized effects of therapy are what make the greatest
difference —utter nonsense! Lazarus explains: “There are those
who have said it’s all in the re_Iatlon_shlp. If you've got a good,
warm, empathic, loving relationship, the rest takes care of it-
self. And if that’s the case, wh)é the hell bother to collect doc-
torates, studx, take courses, ifbeing a nice human being is all
that matters?” _

~Lazarus emphatically states that there are indeed very spe-
cific treatments of choice for specific problems —lithium car-
bonate for hipolar disorders, responsegareventlon for compul-
sive disorders, sensate focus exercises for sexual dysfunctions,
limit-setting for borderline personalities. He believes that all ther-
apists, regardless of training and professional and theoretical
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affiliations, should be able to agree on the most optimal strate-
gies to employ with problems such as these. _
~In spite of a possible reconciliation of viewpoints regarding
situation specific treatment methodologies, there is one bone of
contention between many theoreticians and clinicians; whether
the client or therapist should assume primary responsibility for
therapeutic gains. Whereas some practitioners believe that the
client is the one who directs progress and movement in sessions,
other therapists feeljust as strongly that the therapist is the one
{n charkge. What is so interesting is that both strategies seem
0 work.

N SUﬁpOSG this really is not so extraordinary when we con-
sider that unique styles of practice are part of any profession.
Athletes can perform at their peak by strategies that either em-
phasize regimented, disciplined hard work or a relaxed man-
ner. Consider the performance of baseball players. Some esEe-
cially successful hitters are able to attain their level of skill
through endless Practlce, the scientific study of relevant princi-
ples, and other forms of single-minded determination. These
‘left-brained” professionals are not unlike those therapists who
are highly effective in their structured styles. Yet other *right-
brained™hitters or theraFlsts are able to be just as effective by
rel?/mg on intuition, a relaxed manner, and natural and trained
reflexes. So what is operable is not which style is used; rather
the common variable is that the practitioner has developed a
unique style that feels personally comfortable. And, of course,
anyone who invents a unique theory is going to be even more
at ease practicing what has been custom designed to his or her
own personality, values, and needs.

Yet, another reason why the various forms of therapy are all
effective is not only because theE do the same things, but be-
cause they do different things. Each system relies on distinct
learning principles. These could include mechanisms of trial and
error, experientially based processes, didactic instruction, model-
ing demonstrations, reinforcement principles, gestalt insights,
classical conditioning, gradual learning curves, response dis-
crimination, intuitive sensings, problem solving, or neurochem-
ical information processing.
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Since individuals have distinct Preferences in terms of how
they learn best, therapies that employ some concepts are ?plng
to be more useful to some people than to others. Those clients
who work well with structure and concrete goals are ?om_g to
naturally gravitate toward a therapist who can work well within
those parameters. And others who prefer the realm of the in-
tellectual or the experiential will search until they, too, can find
a good match. And then, of course, there are those who can
adapt quite well to almost any system. But the point is that there
are many ways to accomplish the same thmgs.
| am reminded of a furious dehate that took place at a hear-
ing of a state Board of Licensure in which a number of rule
changes for practice had been proposed. One of these included
adding a mandatory residency requirement in doctoral programs
that would effectively eliminate many alternative schools that
are %_eared to older students who cannot leave or relocate their
families to complete their studies. A representative of one pres-
tigious state university gave an impassioned and quite articu-
late speech about the necessity of continuous, ongoing supervi-
sion and classroom monitoring in the training of a therapist.
He believed that such daily contact with peers and instructors
is critically important in the development of good work habits.
In fact, he could not conceive of training a therapist any other
way, and found it absurd that someone could ever be licensed
as a professional who had not spent prolonged time in residence
at an institution. _

A reFresentatlve from one of the nonresidency programs then
presented an equally compelling argument: “l understand that
you learn best in a formal classroom setting, and perhaps even
the students thatyou have worked with do well in lecture halls
and seminar rooms. I, however, have much preferred concen-
trated periods of interaction with my peers and instructors, with
time in between these meetings to study, read, and practice in-
dependently. So what you are saying is that students who learn
di _fetrently than you do can't possibly learn to be competent ther-
apists.”

_pThere have been endless arguments among the representa-
tives of the various schools of thought as to which approach is
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the best. Both sides level this claim: “You are patently incor-
rect, whereas we have the market on truth cornered. If only
you would do what we do so well, then your clients would make
more real/rapid/lasting changes.” _

~Several things are clear: (1) different therapists do apparently
different things, and (2) except for adopting certain behaviors
that are known to have deleterious effects, no matter what they
do, their clients glet_better anyway. Whether the clinician is fond
of listening or talking, s_upi)ortmg or confronting, reflecting or
advising, clients will typically respond favorably if certain basic
conditions are met. Empirical research cannot yet account for
the paradoxical flndln% that therapists who do different things
get similar results, so that there is something else going on that
we cannot altogether explain.

Shared Themes in the Client’s Journey

There isdoubt in some circles as to whether anything the ther-
apist does makes much of a difference in producing positive out-
comes; rather, it is the client who is effective or ineffective, not
the clinician. This nihilistic perspective was expressed by one
psychiatrist who claimed to have strong reservations with regard
{0 any therapist or th_erapK as being effective: “In my experience
the person ‘Undergoing”therapy is the one who is doing the ‘get-
ting better’and hence he is the one being effective. | know that
many clients object to accepting the credit for their improve-
ment and thez will insist that the therapy has made them bet-
ter. | cannot blame them. It is expensive stuff. Also, if you re-
fuse resp0n3|b|I|t){ for your improvement you can always blame
?trgers or external circumstances if things do not go right in the
uture.”

The perspective revealed by this clinician —that therapists are
neither effective nor ineffective, it is their clients who are —is
somewhat provocative. Yet, it is a shared theme in all thera-
ﬁ!es that the client is the one who does the changing based on

is or her motivation,

Stiles, Shapiro, and Elliott (1986) contend that “there reaIIK
are different ingredients in the different psychotherapies, althoug
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whether these are active ingredients or flavors and fillers remains
to be established” (p. 166). The authors attempt to resolve the
paradox by pointing out methodological Rroblems_lnherent_m
comparative studies of outcome. While they mention that in-
deed common features shared by all therapists (such as warmth
and communication of new perspectives) or therapies (such as
the therapeutic relationship) might override differences in ver-
bal technique, they also propose that perhaps it is not the ther-
apist’s behavior that matters much. Maybe it is the client who
makes all the difference. Those who have positive and realistic
expectations, who are trusting and disclosing, who have acute
problems, no severe personality disturbances, and who are will-
mg| to accept responsibility for their growth, are going to do
well in practically any form of therapy with almost any practi-
tioner.

Even if this were so, effective practitioners are those who can
nurture the right qualities in their clients. Even those clients
who are poor risks because they have negative, unrealistic expec-
tations, chronic problems, and avoidant styles can be helped to
change them. Itisjust in the way this is done—through(ﬁushmg,
shoving, waiting, or mdmgl—that methodologies are different.

To return to the baseba I_metaﬁ_hor: ninety percent of all
professional players can hit a little white ball traveling at 90 miles
per hour to a place where nobody else is standing between 25
and 30 gerce.nt of the time. To the untrained eye, they all _aE-

ear to be doing the same thlndg: standing there swinging a stick.
ut to _anyone who has studied this actlvnty, there are vast differ-
ences in fechnique that are equally effective. One can hit from
the left side, the rlght side, or both, and yet that makes little
difference. Peo%le ave different stances, grips, rituals, train-
ing routines, philosophies, and strategies—and they all work
If certain basics are followed (lightning reflexes, upper body
stren[qth, adaptability, and so on). _

All of these things could be said about compleat therapists.
On the surface, it does appear as if we are doing different things.
Yet a new student of our discipline would have as much trou-
ble seeing these differences as would a first-time spectator at a
baseball game: we all look like we are standing up there with
a stick swinging away.
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There are those who doubt that it is possible to find a com-
mon factor across all therapy. Yet it could be said that the strug-
gle of all human lives comes down to a single story told agialn
and again in our m thologr. In his classic work on prevalent
themes in folklore, Campbell (1968) traces the common threads
found in various cultures since ancient times. These myths are
constructed not as a Fure art form, or as history or entertain-
ment, but they all tell the same story. He sums up (1968, p.
3Lthat “whether we listen with aloof amusement to the dream-
like mumbo jumbo of some red-eyed witch doctor of the Congo,
or read with cultivated rapture thin translations from the son-
nets of the mystic Lao-tse; now and a%am crack the hard nut-
shell of an argument of Aquinas, or catch suddenly the shining
meaning of a bizarre Eskimo fairy tale: it will be always the
one, shape-shifting ret marvelously constant story that we find,
together with a cha Ienglngly persistent su%gestlon of more re-
maining to be experienced that will ever be known or told.”

No matter whether disguised as Apollo, Buddha, Oedipus,
or the Frog King, the legends and myths across time have fol-
lowed similar rites of passage: the hero stumbles on a ma?lcal
world that contains great obstacles to be overcome. These strug-
g_Ig(s“Iead to the crossing of a threshold and the resolution of life’s
riddles.

This journey that is so prevalent in the m%/ths and legends
of all cultures s also a vivid description of what the client ex-
periences v_vhlle_undertakln? almost any therapeutic journey.
Campbell identified the following stages:

Call to Adventure. By some surreptitious event or blunder,
a chﬁjnce encounter opens a window to a new, magical, ominous
world.

Refusal of the Call. There is balking and reluctance to ac-
cept the invitation; fear and apprehension scream out warnings.

Supernatural Aid. For those who venture forward, the first
encounter is with a gwldlng figure (fairy godmother, angel, help-
ful crone, Merlin, Hermes) who gives advice and amulets as
protection against the forces of evil.
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Crossing the Threshold. The hero enters the world of the
unknown, the darkness of uncertainty. He or she steps beyond
the portals of secure ground onto more precarious footing—
one that holds a promise of rewards, but also of danger.

~ The Trials. For a while things look pretty bleak. The hero
is stymied and frustrated by the obstacles that seem insurmount-
able; however, with perseverance and a tireless will, he or she
confronts a series of tests. The hero is supported by a benign
power that cannot be seen. He or she survives the ordeals, wiser,
stronger, carrying the spoils of victory.

~ Refusal to Return. With the mission accomplished the hero
is reluctant to leave the magic kingdom and the benevolent pro-
tector. Yet the hero is commissioned to return to the outside
world to give back what he or she has taken or learned.

~ Rescuefrom Without. The return is not without dangers of
its own. Often assistance is required from someone on the out-
side—either a loved one who is waiting or the prospect of a new
relationship.

Master ofBoth Worlds. The hero attains the status of Master
after being able to travel between the magical land and the world
he or she now resides in—without letting one contaminate the
other. “Even as a person casts off worn-out clothes and puts on
others that are new, so the embodied Self casts offworn-out bod-
les and enters into others that are new. Weapons cut It not; fire
burns It not; water wets It not; the wind does not wither It. This
Selfcannot be cut nor burnt nor wetted nor withered. Eternal,
all-pervading, unchanging, immovable, the Self is the same
forever” (Bhagavad Gita, quoted in Campbell, 1968, pp. 22-24).

If this journey sounds suspiciously familiar, it is because, ac-
cording to Campbell, the usual initiation rites and transitional
rituals have been replaced in our culture by the journey of psy-
chotherapy. This is illustrated in the following example. Brenda
enters the office after a crisis has precipitated panic attacks —
she discovered her hushand is having an affair (Call to Adven-
ture). At first, she was reluctant to confront the issue; maybe
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if she left it well enouqh alone, the relationship would end on
its own (Refusal ofthe Call). But her symptoms only became worse,
disrupting her sleep, her appetite, and the ways she related to
her husband. _

With considerable help from her therapist (SuPernaturaIAid),
Brenda begins to explore not only the dynamics of her marriage,
but also the circumstances that permitted her to feel so vulner-
able and helpless in other areas of her life (Crossing the Threshold).
She attempts to confront her hushand, who denies any indiscre-
tion, claiming it is all the result of her overactive imagination.
Unwilling to Tive any longer with a relationship she now real-
izes has been empty and destructive for quite some time, Brenda
decides to move out on her own (The Trials). Much to her sur-
B[I_Se, although she still feels generally anxious, the original de-

ilitating symptoms of panic have now subsided. She feels re-
solved to continue her efforts at growing. _

Yet Brenda has come to depend on her therapist for support
and guidance (Refusal to Return). How can she ever manage be-
ing_really and truly alone? They begin to work on heIpm% her
to internalize what she has learned and to wean herself from
this transitional dependency. She starts socializing with friends
more often and even starts to date cautiously (Rescuefrom With-
out). She experiments more and more with her sense of power
and self-control. This increased confidence is most evident in
her behavior in the singles group she has joined: she takes a
more active role in helping others be%mnmg the struggles that
she is now completing (Master of Both Worlds).

The shared themes ofmy;holo%lcalltales and the psychother-
apy process highlight the universal variables that have been part
ofadventures in growth for thousands of years. While all com-
pleat therapists (or story tellers) may not do the same things the
same ways, they certainly deal with'similar themes: confusion,
frustration, anger, meaninglessness, loneliness and alienation,
powerlessness, helplessness, and fear and dread.

Toward a Consensus

In 1985 the first “Evolution of Psychotherapy” conference was
held; two dozen of the world’s most prominent therapists were
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invited to present their views and respond to others’ideas. The
stated mission of this auspicious event was to build on one
another’swork and integrate commonalities among the various
ideas. These were, after all, the most brilliant minds in our
profession; surely they could devote their energies toward finding
common ground. . _ .

In reviewing a dialogue hetween object relations theorist
James Masterson and family theraplstJaK Haley at this con-
ference, we are witness to an event that has become so com-
mon in our field: the skewing of one person’s ideas in an effort
to elevate one’s own approach. _ o

Masterson begins with the presentation of his ideas about how
the developmental object relations approach evolved. Haley com-
ments that (1) these ideas have died long ago; (2) the Bhenom_ena
that were discussed do not exist; (3) Masterson’s observations
are cloudy and ill-formed; (4) his attitude is so rigid and fixed
that he cannot see what is really going on; and (5) Haley’s own
ideas make a lot more sense. _ _

Masterson retorts to Haley that (1) he |s_wrong;_52) he is not
reflective and thoughtful; (S{he IS S0 negative, rigid, and fixed
that he cannot open his mind to other possibilities; (4) he mis-
understands Masterson and his ideas; (5) his ideas are hetter
than Haleys. _ _

If we were listening to children on a playground, this would
sound comical. But we are not. These are two of the brl%htest
minds in the field argum%_about who has cornered the truth.
Neither will budge from his position. And we have heard the
same kinds of conflicting claims in thousands of similar debates
over the decades. _ _
~ Now, | have always found this tremendously puzzling—that
Is, why do Masterson’s clients improve while he is working with
their individual dynamics of separation-individuation, and yet
Haley’s clients also improve when he is realigning their family
hierarchies? And if this is not confusing enough, then how do
we account for Rogers’s effectiveness when he Is empathetically
resonating with his clients, or Ellis’s successes bK confronting
irrational beliefs? There are, of course, many other variations
that are equally effective.
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~In his analysis of the trends that emerged during an “Evolu-
tion of Psychqtherapr” conference, Zeig (1986) concluded that
once upon a time, all of the therapists in attendance were con-
sidered mavericks, considerably out of the mainstream in their
thinking. As such, they were forced to limit their focus in at-
tempts to protect their provocative ideas from attack. Now, how-
ever, their theories are the mainstream —and their proselytyz-
ing seems to reflect rigidity and an extreme commitment to their
own perspectives. Zeig sees little chance there will be much con-
vergence among the different therapeutic approaches; he finds
the authors of the various theories to be too stubborn, too com-
mitted to Perpetuatlng their own ideas, too territorial in their
thinking, to be open to greater cross-fertilization.

This, 1 think, is a tragedy. It is time to stop fighting among
ourselves about which theory works best and about which of
us really understands the true nature of reality. To gain greater
respectability, efficiency, and efficacy, we would be much bet-
ter off if we took the advice we give our clients: Let go of rigid
beliefs that keep us from growing. Stay oPen to new possibili-
ties. Create an Individually designed set of values, but one that
fits with what others are doing. Unify our experiences. Synthe-
size what we know and understand into ideas we can use. Inte-
grate the past with the present and future, the person we are
with the person we would like to be. Confront the paradoxes
and polarities of life and resolve them by creating a whole be-
mgrgreater than the sum of its parts,

~The compleat therapist is, most of all, someone who takes
his or her own advice.



Chapter Two

The Struggle to Find Things
Therapists Can Agree On

One would think that the fellowship of professional therapists
would be a fairly cohesive group, unified in the promotion of
services and mutually suPportlve of one another’s efforts. But
this could not be further from the truth. It is the nature of our
species to be territorial, to stake out our boundaries of private
space with fences and other demarcations of ownership. This
is true not only with our land, but with our ideas. Since the
beginning of recorded history, we have evidence that wars over
com#oetmg ideologies, religions, or life-styles are a “natural” way
of life for human beings. And these battles go way beyond ra-
cial, ethnic, or national boundaries. .
~The tribal wars between competing schools of therapy are vi-
cious, but rather than throwing spears at one another, we seek
to discredit our adversaries through more subtle means. Sit in
on the staff meeting of a large clinic and watch everyone go at
it—the psychiatrists versus the psychologists versus the social
workers versus the counselors versus the psychiatric nurses, each
group believing they are truly just and do things the way they
are intended to be done. Then, the ideological armies come into
play, all fighting for dominance and control: The psychoanalysts
ridicule the others for their lack of depth; the behaviorists mount
their attack, accusing the rest of ignoring the most salient features
of client change. The humanistic group sits patiently, planning
their own ambush by reflecting the feelings ofanger and super-
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jority among their brethren, all the while feeling smug that they
really know what is going on. And these “glo aI_Bowers" are
all attacked by the upstart groups, the other 100 tribes who be-
lieve they have found what everyone else has missed.
In a cynical and humorous parody of therapists’ tendencies
to be “groupies” of a particular theoretician in vogue, Cham-
berlain J_l9,9l) offers a steE-_by-step blueprint for how to be the
perfect disciple of Milton Erickson. She provides this advice be-
cause Erickson represents one of the few schools of thought that
still has oFem‘ngs for apostles (this is explained by the fact that
he did not write much himself, and that his work’is so comBIex
that nobody really understands what he d!d?. In order to be a
good Ericksonian, it is suggested that a disciple do the following:

1. Wear lots of purple (that was Milton’s favorite color).

2. Know at least one basic metaphor (it does not have to make
sense —sometimes it is better if it does not).

3. Take vacations in Phoenix (visit all the places Milton used
to hang out; wear lots of purple).

4. Reporta significant life-changing experience as a result of
your contact with Erickson (since he died in 1980, you are
allowed to include the impact of his videotape).

5. Get the jargon down pat (especially useful are induction,
trance, and intercontextural cues) so as to sound as much like
Erickson as possible.

This satire could, of course, be applied to any orthodox ap-
proach currently in practice. Psychoanalysis, behavior therapy,
gestalt, humanistic, rational-emotive, ego psychology, or stra-
tegic family therapy all have their own disciples who pay homage
to their creators, honor their memories, and flock together for
mutual support. While Frow_dmg a degree of comfort to us in
affiliating with a particular tribe, the result of this “theory wor-
ship”is the proliferation of competing schools all v>é|n_g for power,
control, and a chance to be anointed the true heir to truth.

When Less Is More

In Kuhn’sél%zgclassic work on the evolution of scientific dis-
ciplines, he describes a state of existence in which there is no
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singIqueneraIIy accegted view about the nature of a phenome-
non. For example, before Newton and his colleagues in the
seventeenth centur?/,_there were dozens of competing theories
about the nature of light, each of which made sense to experts
at the time. It was Newton who was able to pull together these
diverse schools ofthou?ht into a single organized paradigm with
a set ofhestabllshed rules, standards, and directions for future
research.

Pentony (1981) sugPes.ts that the preparadigmatic stage psy-
chotherapy is current¥ in is remarkably similar to the chaos
of competing schools of physics before the seventeenth century.
He endorses Kuhn’s observations on the development of science
in general to the evolution of psychotherapy in particular—
that is, that in the absence of a unifying paradigm, efforts should
be directed toward developing one that will help to increase
cooperation and decrease competition among scientists and prac-
titioners, Continuing to gather more facts, generating more data,
and proliferating more theories to exglam the nature ofhuman
dysfunction and change only exacerbates the problem of hav-
mg more concepts than we could ever deal with. As Pentony
(1981, p. xiii) explains: “What is called for seems to involve a
special kind of theorizing. ‘Breakthroughs’ in science seem to
come from a way of thinking that penetrates into theory, re-
veals something of the assumptions that are involved in it, and
in doing so opens alternative ways of contemplating the phenom-
ena—ways which at first glance seem strange and unreal but
which, when their implications are reached, seem obvious.”

We do not need more theories of psrchotherapy; we need
fewer of them. We need unifying principles of helping that sim-
plify the confusion of competing concepts, that describe the es-
sence of effective psychotherapy and provide generally accepted
principles that most clinicians could subscribe to. In fact, this
movement has begun in the past decades, most notably by those
such as Gre.gorg ateson and company, who sought to discover
the underlylng asis for human communication; by Carl Rogers,
Robert Carkhuff, and colleagues, who have tried to describe
the core conditions of helping; and finally, through the most
recent efforts by dozens of writers and theoreticians who have
been attempting to reduce the existing chaos.
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There have been a number of systematic attempts to inte-

grate diverse elements of effective psfychotherapy into a unified
effo

system of helping. Some of these
L

fforts are summed up here:

Eclectic models. Eclectic models are presented or critigued
by Wood 51971), Thorne51973), Dyer and Vrlendél 17),
Garfield 2/1 80), Palmer (1980), Goldfried (1982b3, eutler
(1983), Hart (1983%, Driscoll (1984), Held (1984), Prochaska
and DiClemente (1984a), Fuhriman, Paul, and Burlingame
g1986?, Howard, Nance, and Myers (1986), Kanfer and
chefft (1988) and Egan (1990).
Single theories that have synthesized attributesfrom afew other models.
For synthesumq theories, see French g1933), Kubie (1934),
Dollard and Miller (1950), London (1964), Birk and Brink-
ley-Birk (1974}, Kaplan (1974), Watzlawick, Weakland,
and Fisch (1974), Bandler and Grinder 9975)’ Bandura
1977), Wachtel (1977), Lazarus (1981), Fensterheim and
lazer (1983), Murgatroyd and Apter (1986), Erskine and
Moursand 81988), Kahn (1989), and Duncan, Parks, and
Rusk (1990). o
Collections of research on what makes therapy effective. Studies in-
clude Gurman and Razin (1977), Marmor and Woods
1980), Rice and Greenberg %19843, Garfield and Ber%m
1986), Greenberg and Pinso %19 6), Kanfer and Gold-
stein (1986) and Norcross (1986).
The non-specific majorfactor aﬁproach that seeks variables common
to most methodolo%ies. On this approach, see Rosenzwelg
1936), Hobbs 9623, Truax and Carkhuff (1967), Fran
1973), Strug 1973), Marmorﬁ(l976), Cornsweet (1983),
arasu g198 ), Omer (1987), Decker (1988), Mahrer (1989
and Patterson (1989).
Recent integrative approaches to the treatment of specific ﬁr0b|€m5-
To cite only a few examples, integrative ag)e\;oac es have
been applied to anorexia nervosa (Steinlin and Weber, 1989),
bulimia nervosa {Johnson and Connors, 1985?, the child molester
Barnard, Fuller, Robbins, and Shaw, 1989), self-mutilation
Walsh and Rosen, 1988), cocaine addiction (Washton, 1989),
phobias (Wolfe, _19893, suicidal clients (Bongar, Peterson,
Harris, and Aissis, 1989), borderline clients (Kroll, 1988), au-
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tistic children (Konstantareas, 1990), and narcissistic disorders
(Gold, 1990).

It is in this tradition of unification, cooperation, simplifica-
tion, and synthesis that the present work was undertaken. | am
attempting to answer the question, What can we be reasonably
sure makes an effective therapist?

The Advantages of Integration

The search for what makes therapists universally effective is
growmg. The mzyorlty of practitioners, in fact, are undertak-
Ing such a task independently —trying to sort out for themselves
what colleagues are doing and why, and how new learnings from
readings, workshops, conventions, informal discussions can he
integrated into one’s existing practice. Most clinicians are be-
coming more and more uncomfortable with the labels that iden-
tify them as disciples of any Partlcular school, preferring instead
the term eclectic to mean only that they are somewhat flexible.

“In a survey of mental health practitioners representing four
different professions, Jensen, Bergin, and Greaves (199_0(); con-
firmed previous studies that the vast majority of practitioners
%68 percent) describe themselves as eclectic in‘their orientation.

hey also noted that among the 423 therapists in the national
sample the trend seems to be moving toward integrative attempts
between four divergent theories (psychodynamic-humanistic-
cognitive-behavioral combinations, for example) rather than just
combl_nmgi those that are already closely aligned (cognitive and
behavioral, for example). o

It would appear, then, that one of the most significant chal-
lenges for c_ontemporam{ clinicians is neither the mastery of ther-
aiJeutl_c skills nor the learning of new interventions; it is the
blending of what they know, understand, and can do into an
integrated model of practice. Certainly, we are not very well
prepared for such a task. Most of us were indoctrinated into
particular schools of thought when we we_redyoun and impres-
sionable. Our professors and mentors tried hard to influence
our theoretical allegiances along lines compatible with their
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own —and they were largely successful (Sammons and Gravitz,
1990%. We were not adequately instructed in the methods by
which to pull together diverse points of view and conflllctmg
ideas. Instead, we were after simplicity; things were complicate

quite enou%h as they were—trying to staY in the good graces
of our teachers, maintaining the approval of our supervisors,
and not losing too many clients. Adventurism, creativity, buck-
ing the system with too much flexibility might jeopardize our
already vulnerable positions in the professional hierarchy. It was
easier to follow theJJarty line, that is, until we got out into the
field and discovered that our clients did not care what theory
Wwe were using; th.e}/_jus.t wanted results. _

_In spite of the difficulties inherent in trying to reconcile con-
flicting opinions, divergent philosophies, sometimes even radi-
cally different assumptions regarding treatment goals, there are
several reasons why the movement toward integration will only
continue to flourish:

1. If we know what aspects of a therapist’s behavior and be-
|n? are most powerful and influential in promoting success-
ful treatment outcomes, we can concentrate our efforts on
refining skills and sorting out the specific ways in which
they can be more optimally helpful. This can take place
along the usual lines of trying to substantiate these assump-
tions through empirical research, as well as through the
efforts of practitioners who can monitor their methods and
those of their co_IIea?ues to observe common denominators.

2. There is increasing frustration and |mFat_|ence_W|th the bick-
ering that has existed among theoreticians in the field for
the past decades. Each proponent of a particular approach
seeks to convince the world that his or her methods work
better than any other. Too much energy has been invested
in disputing the wrongness of what other professionals do,
rather than in figuring out the rightness of what everyone
seems to be doing. _ . _

3. Itis somewhat embarrassing, when one thinks about it, to
consider that the state of affairs in the therapy profession
is such that there is so little agreement (at least publicly)
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as to what constitutes effective therapy. The prospective
client is faced with the task of choosing a heldp_er among those
who say it is best to address symptoms in a direct way, those
who claim it is better still to examine unresolved conflicts
in the Past! those who favor attention to thinking processes
or to affective states, those who say talking things out is most
important, while others believe that being retrained, recon-
ditioned, or reindoctrinated into new ways of behaving is
most appropriate. The sum total of this chaos is that it does
not seem like we really know why and how therapy works.
There are mounting pressures from third-party reimburse-
ment organizations to produce changes within certain time
parameters. This has forced clinicians to be more adaptive
In their approaches, doing some things with clients who have
the inclination and resources to work in long-term treat-
ment and doing other things with clients who are interested
in different goals (Norcross, 1986). _

Integration means, for Mahrer (1989), reducmg1 the num-
ber of theories in the field to a more manageable number
in order to establish a common marketplace of specific oper-
ations and a shared vocabulary of terms with common
meanmgs. _ _
It would be so much more useful in our teaching and su-
pervising of beginning therapists to focus less on indoctrinat-
Ing them into a specific system, and to concentrate more
on the generic skills (such as em_P_at_hlc resonance) and atti-
tudes (such as multicultural sensitivity) that most often make
a difference. There are, however, many distinct advantages
to affiliating with a particular theoretical approach, the most
important of which is that it narrows the scope of our work
to manageable limits; it is just too overwhelming to keep
up with advances in all the different approaches and it Is
too impractical to maintain competency in all the various
interventions. In other words, I am ur.?[ng greater flexi-
bility in our thinking and a greater willingness to adopt
aspects of competing schools that we might find useful.

As convincing as these rationales are for creating a more in-

tegrative profession, there is also tremendous resistance, espe-
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dally from those theoreticians who are vested in keeping their
own approaches “pure” and undiluted by others” influence. In
a volume devoted to the presentation of the dozen madpr Sys-
tems of eclectic therapy, Dryden (1986) was stunned to discover
that the contributors, who advocated so strongly a cross-fertil-
ization of ideas, did not refer to, or draw on, each other’s work!
Even these eclectic theoreticians, who are committed to the in-
tegration of research, finding commonalities among diverse ap-
proaches, and following a pluralistic, flexible approach, did not
particularly acknowledge the work of colleagues working along
parallel courses.

Eclecticism, Pragmatism, Pluralism

The reduced influence of individual systems is due not only to
the burgeoning number of new additions each year, or to the
fierce debates that are waged between competing schools, but
to skeptics within the ranks. Omer and London %1988) review
three of the main approaches that are being slowly modified
by their own proponents. Within Esychoanalysm, for example,
many clinicians no longer accept Freud’s notions that it is pos-
sible to unearth “truth™ from the client’s memory or that the
analyst should be a completely neutral figure. Among behavior
therapists there is skepticism reﬂardmg the value oflearning theory
in explaining all behavioral phenomena or the appropriateness
of dealing with only observed behaviors. And many cognitive
therapists question the value of denying affective dimensions
in favor of exclusively concentrating on cognitive processes.

The application of specific approaches has evolved into a new
series of schools with different names and broader scopes: tech-
nical eclecticism, pluralism, pragmatism, nonspecific factors,
microinvestigations, and treatment manuals are representative
of the new diversity and synthesis. As Omer and London (1988,
p. 178) explain: “Different responses to the systems’ collapse
chiefly reflect different assumPtlon_s of the systems’era: Eclecti-
cism does away with technical purity; the nonspecific approach
denies the importance of conceptual differences between systems;
pluralism waives exclusivism in favor of relativism; microinves-
tigators dismiss the systems’units of analysis in favor of smaller



32 The Compleat Therapist

and more common units; and the advocates of therapy manuals
renounce therapy training by total commitment and lengthy im-
mersion. The resultm% changes, while profound, are evolution-
ary, not revolutionary. The new clinical and research psychother-
a_ﬁy enterprise which may arise from the present diversity seems
likely, |fanKth|ng, to be that of a maturing scientifically based
art rather than of an ideologically based secretarian mission.”
We have a number of labels describing methodologies of in-
tegration that are similar and yet quite different. The general
term eclectic denotes the “process of selectm% concepts, methods,
and strategies from a variety of current theories which work”
gBrammer and Shostrum, 1982, p. 35). Eclecticism has been
urther demarcated to allow for variations on this theme. For
example, theoretical eclecticism, or the integration of diverse philos-
ophies, is often distinguished from technical eclecticism. Eysenck
(1970, p. 145) called the former “a mishmash of theories, a hug-
germugger of procedures, a gallimaufry of therapies, and a
charivari of activities having no proper rationale, and incapa-
ble of being tested or evaluated,” while Lazarus él986?}beheves
the latter is truly a systematic, empirically based methodology
that employs a variety of technlgues within a theoretical struc-
ture. Thus, Lazarus (1986, p. 67) says, “technical eclecticism
sidesteps the syncretistic muddles that arise when attempting
to blend dlvergient models into a super-organizing theory.”
Unfortunately, the inconsistent labels and language among
those interested in reconciling diverse therapeutic systems con-
tributes even more to the confusion. Norcross and Napolitano
(1986) tried to pin down the label that nonaffiliated practitio-
ners prefer in describing themselves. According to their survey,
roughly half like integrative, one-third prefer eclectic, and the rest
cannot decide. The authors then attempted to add more preci-
sion to the meanings of the two most common terms. Whereas
eclecticism implies an emphasis on the technical, the divergent,
and the practical, as well as selective application of interven-
tions to particular situations, integration is more often associated
with the theoretical, the convergent, and the blending and syn-
thesis of various parts into a unified whole. .
Whatever we are calling it—eclecticism (theoretical, atheo-
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retical, or technical), pragmatism, or pluralism —we are refer-
rmg to the therapist’s personal integration of all he or she knows,
understands, and can do into a unified theory that is adaptable
to change and evolution through experience. Prochaska (1984),
for example, finds an erroneous dualism between the search for
common factors versus prescriptive eclecticism. He points out that
therai)lsts can operationalize the factors common to all systems
and also adapt their interventions to specific clients and situations.

~Millon (1988) has observed that psychotherapists, like the an-
cient Hebrews, have wandered for forty years searching for a
common homeland and an mte?rated god. Yet it was only af-
ter being offered the guidance ofthe Ten Commandments that
the wandering Jews were successful. It is in this spirit of integra-
tion that Millon assumed the mantle of Moses to offer those com-
mandments he feels are necessary so that a unified reconcilia-
tion between approaches can occur. _

True integration is more than eclecticism, pluralism, prag-
matism, or any other buzzword; it is the sincere effort to syn-
thesize all that is known into a body of knowledge that is inclu-
sive, empirically and intuitively derived, and in which the whole
is greater thanthe collection of its parts. Integrative therapy
Is much more than an accumulation of techniques or a merg-
ing of a few theories: it is nothing less than the synthesis of
philosophy and science, empiricism and ghenomenology, re-
search and practice. Millon (1988, p. 211) believes that the con-
ceptual basis for treatments should be no less complex than the
concerns of our clients:

The personality Problems our patients bring to us
are an inextricably linked nexus of behaviors, cog-
nitions, intrapsychic processes, and so on. They
flow through a tangle of feedback loops and seri-
ally unfoldmg concatenations that emer?.e at differ-
ent times in dynamic and changing configurations.
And each component of these configurations has
its role and significance altered by virtue of its place
in these continually evolving constellations.

In parallel form, so should integrative psycho-
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therapy be conceived as a configuration of strate-
gies and tactics in which each Intervention tech-
nique is selected not only for its efficacy in resolv-
ing particular pathological features but also for its
contribution to the overall constellation of treatment
procedures of which it is but one.

This is an ambitious goal, but one that is well on its way to
being reached in a dISCIP|Ine such as medicine, which has ex-
isted a hundred times longer. In such an o_r[qanlze_d world,
therapists —like physicians—would agree philosophically on
basic assumptions of practice. Most doctors concur, for exam-
ple, on diagnastic thinking, surgical %roced_ures, standard office
practices, and even the mechanisms by which most diseases oc-
cur and are cured. That is not to say that they do not have
tremendous arguments, but these occur within a completely
different context from our own debates. While we are still con-
cerned with the meaning and causes of symptomatology, medi-
cine has turned its attention to the structure and mechanisms
of the body’s immune system. Yet, we too are moving in that
direction of looking at the underlying processes of personal
growth and behavioral change.

The History of Therapeutic Integration

Trying to find the essence of what cures emotional suffering is
not just a recent trend. Over 2,000 years ago the first written
accounts ofan integrative system of treating mental illness were
recorded. Hlf)po_crates initiated the field of psychiatry by at-
tempting to classify the various emotional disorders he observed
and surqgested treating them with a unified mind-body approach.
He believed practitioners should be guided by reason and by
inductive methods of diagnosis, and he recognized the value of
dream interpretation. _ .

_In one representative example, Hippocrates treated King Per-
diccas Il using an integrative form o ﬁsychother_apy we would
recognize even today. The king sougnt the services of the re-
nowned physician after all the court’s doctors had been unable
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to relieve his suffering. Hippocrates interviewed him for some
time, gaining his trust. Eventually the king confessed that he
was secretly in love with a concubine who belonged to his re-
cently deceased father. Hippocrates believed that this intense
longing was creating his patient’s suffering and so diagnosed reac-
tive melancholy. He treated the problem partly through dream
interpretation and also by urgln? the king to acknowledge his
feelings and to overcome the malaise of helplessness by acting
on_his convictions. _ _

There was not much advance be_Yond Hippocrates’techniques
until the last century or two. Until recently, a systematic trea-
tise on healing was not considered a matter of great priority.
However, some trends in earlier centuries paved the way for
this development. The Renaissance brought with it many at-
tempts to unify understandmgs in the search for solutions to
human problems. Leonardo da Vinci combined science with
art to understand human reality. Shakespeare created a litera-
ture of complex characters who manifested conflict and suffer-
ing. In the seventeenth century, Descartes attempted to resolve
the dualism between body and mind. Other integrative attempts
that followed —especially b% Sgllnoza, Locke, Klerke?aard, and
Darwin —set the stage for the birth of the mental health sEemaI-
ties. At the beginning of the twentieth century, Sigmund Freud,
William James, and Emil Krapelin all worked mdependently
to create a universal conception of human behavior.

When Freud and his collaborator Breuer stumbled onto the
Fhenomenon that people feel better after talking out their prob-
ems, the profession of psychotherapy was born. A lifetime of
experimentation and further refinement by Freud created the
first comprehensive system of helping people with their emo-
tional problems. Freud was drawn to the past, and this became
the guiding force that led him to invent a method for excavat-
ing relics of the individual soul. Just as the archaeologist col-
lects bits of pottery repr_esentm? a past life, and then attempts
to piece them together in an effort to reconstruct and under-
stand a prior culture that evolved into our own, Freud sought
to unearth the hidden secrets of the unconscious. His many pil-
grimages to Athens and Rome were undertaken to satisfy his
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insatiable curiosity about the historical heritage of culture. And
in his lifetime Freud spent a lot more time and energy studying
archaeology than he did neurology or ps¥ch|_atry. o

Yet Freud was only the first to integrate the diverse disciplines
of medicine, history, archaeology, literature, philosophy, and art
to forge the new discipline of psychotherapy. And at approxi-
mately the same time he was fighting his battles in Vienna to gain
respectability for his new “talking cure,” William James was wag-
ing his own fight at Harvard for psychology as an independent
discipline that would combine both science and philosophy.

Dozens of practitioners who originally followed the tenets of
Esrchoanalysm—among them Fritz Peris, Eric Berne, Albert

llis, Carl Jung, Alfred Adler, and Carl Rogers —broke from
this camp to create their own schools. Of this group, Rogers
was probablr the most successful at distilling the essence of what
empowers all therapy —the therapeutic alliance. He postulated
that the presence of qualities like Penumeness, unconditional
positive regard, and empathy would lead to greater success in
sessions and improvement in clients,

Things, however, are not quite that simple. The search for
truth is an elusive enterprise, one in which we can never be sure
if we have the full picture. As the Russian novelist Turgenev
once explained to his compatriot Tolstoy: “The People who bind
themselves to systems are those who are unable to encompass
the whole truth and try to catch it bY‘ the tail; a system is like
the tail of truth, but truth is like a lizard; it leaves its tail in
your fingers and runs away knowing full well that it will grow
a new one in a twinkling” (Boorstin, 1983, p. 81%. _

In the 1960s many practitioners were convinced they had dis-
covered the most effective way to do therapy by reflecting client
feelings and facilitating growth in the context ofa nurturing en-
vironment. They were only to find that while their relatively
benign interventions did not hurt anybody, neither were they
tremendously helpful for those clients who required more ac-
tive involvement in their sessions or attention to issues other
than their feelings. Also, many therapists abandoned the Rog-
erian method, or at least aug.me_nted It with something else, for
the same reason so many disciples of Freud abandoned psy-
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choanalrsis decades earlier: to satisfy the need to imprint their
own influence on the therapy they were practicing. Thus Adler,
Jung, Reich, and latter-day analysts developed their systems
not only because they felt there was something else out there
that could work better than what they were dom%, but because
they felt a personal need to follow their own path to the truth.

[s it narcissism and inflated ego that prevents us from fol-
lowing someone else’s formulation of truth for very long and
urges us to build our own monuments? Or rather is it that relent-
less human drive to never be satisfied with what we have, but
to always strive for improved functioning and efficiency?

~The ancient Egyptians were ﬁerfectl satisfied with their sun
dial for measuring time, before the Greeks introduced their water
clocks as a way to tell time even on cloudy days. And they too
were content with their devices, although the English preferred
their sandglasses, since water freezes in their colder climate. But
it was the nvention of the mechanical timepiece during the Mid-
dle Ages that made other instruments obsolete. The fifteenth-
century monk must certamlly have felt smug, now that his ap-
pointed prayer intervals could be clearly announced, yet several
centuries later these primitive machines were in turn made ob-
solete by the invention of the pendulum, This brought portable
clocks into being. And when the gear in these clocks was first
cre_atﬁd, people laughed at the primitive nature of swinging
weights.

I?is simply amazing to consider that until the last two de-
cades we had assumed that the closest we would ever get to ac-
curately measuring time is with a $2,000 chronometer. Now,
for less than $10 we can find a digital watch that is accurate
to within a few seconds a month. The lesson here is that each
succeeding generation has been convinced they have finally
found the ultimate truth. And just as we or our parents would
have been truly astonished at the prospect that people would
someday have video recorders and computers in their homes,
what awaits the next generation? .

Actually, the evolution of psychotherapy has been quite slow,
relative to the changes in medicine during the past century.
Many clinicians are essentially doing the same thing that Freud
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was doing a hundred years ago, with certain minor refinements,
It was not until after the Second World War that writers such
as Thorne (1950%atte_mpted to integrate the concepts and meth-
ods of therapy then in practice. He was intrigued by the fact
that so many different treatments could produce satisfying results
and surmised QnIy_two_PossmIe explanations: either similar fac-
tors are operating in ditferent approaches or there is more than
one v_vaﬁ to accomplish the same thing.

It is hardly an either/or Proposmon, since hoth hygotheses
can be true. This was, in fact, the approach Truax and Carkhuff
(1967) took in ferreting out what they believed were the vari-
ables common to all therapeutic systems. By examining the core
elements originally Froposed by Rogers (1942), Truax,
Carkhuff, and their colleagues sou%h_t to identify those variables
that are consistently effective in helping relationships. Accurate
empathy, nonpossessive warmth, and qenumeness became the
watchwords for a generation of counselors and therapists who
were trained accordln? to a skill-development model. Thus
mlcrocounselln%(lvey, 971), interpersonal process recall (Kagan
and Schauble, 1969), and other skill-oriented programs became
relatively atheoretical training approaches that stressed learning-
specific behaviors practiced by all clinicians.

Current Efforts at Integration

Whereas the early twentieth century was devoted to the de-
velopment of the first unified helping system, and the decades
thereafter became a period of experimentation, the 1980s have
been a period of rapprochement, convergence, and integration
(Norcross, 1986). We have now reached a point where roughly
half of all practicing therapists describe themselves as eclectic
in orientation (Norcross and Prochaska, 1982). Never before
has there been such flexibility and willingness on the part of
clinicians to go to any lengths in order to increase their effec-
tiveness. If that means abandoning exclusive allegiance to a sin-
gle school of thought, so be it. Yet even those who function quite
well within the parameters of a single helping model remain open
to the contributions of competing approaches.
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The International Academy of Eclectic Psychotherapists and
the Society for the Exploration of Psychotheraﬁy Integration
were established to create a forum for the exchange of ideas
regarding how dlver%ent methods of treatment could best be
reconciled. London (1986) has characterized himselfand other
members of these organizations as having several beliefs in com-
mon (although as feisty and independent a lot as they are, |
suspect a number of them would object st_ronggy to being clas-
sified with anyone eIseP. These tendencies include a resentment
of orthodoxy in any form, an attitude that is often seen by the
major schools as antiscientific and uncivilized; a commitment
to the scientific method of subjecting any methodology to pub-
lic scrutiny; and the conviction that the nature of clinical work
is so complex that it defies description in any simple language
or single theory. _ _

One of the most comprehensive attempts to integrate the best
of all possible worlds is found in the work of Lazarus (1976,
1981, '1985), who merﬁed the theory of behavior therapy and
cognitive therapy as well as giving some attention to the affective,
sensory, and interpersonal dimensions of human experience.
This approach also recogin_lz_es that human beings are extraor-
dinarily complex and multidimensional, requiring interventions
that are adaptable enough to allow for vast individual differences.

Representative of the most recent attempts at theoretical in-
tegration is the work of Beitman, Goldfried, and Norcross (1989)
and Norcross and Grencavage (1989). They undertake retro-
spective analyses of various approaches to create a framework
that permits greatest flexibility. They attempt to reconcile the
discrepant language used by various theorists (catharsis versus
self-disclosure versus presentation of data)', they also try to blend
processes that are usually expressed as polarities —cognitive or
affective, conscious or unconscious, insight or action, symptoms
or causes, individual or family treatment. Further, they search
for commaonalities in clinical practice that are of pragmatic use
and emphasize “goodness of fit"—that is, the match between
certain client characteristics and presenting complaints on the
onet#ancihand specific approaches that are optimally effective
on the other.
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Current integrative efforts are therefore targeted more toward
a prescriptive eclecticism for practitioners rather than a philo-
sophical melding for theoreticians. London (1988, p. 4) contends
that we are bumbling along into the same archaic metamorphosis
that is usual for a relatively young discipline: “We are enter-
ing, | believe, an era of'sloppy integration’in which psychother-
apists will lack broad theories of personality for elegant systems
of treatment, but will compensate for them with good general
practice done by true eclectics and good specialist practice by
specialists in problem-by-treatment Interactions.”

The voices of clinicians are finally being heard! London and
colleagues such as James Prochaska, John Norcross, Arnold
Lazarus, Larry Beutler, and others—are concentratlnﬁ more
on developing a framework for applying systematic application
of therapeutic technology than on reconciling contradictory the-
oretical orientations. It IS now recognized by many integrationist
theorists and eclectic practitioners that even if we cannot iden-
tify common factors in all therapists, we can at least acknowledge
that there are many different ways to be helpful to clients.

A typical arqgument for the(eragmatlc integration that now
takes place in the thinking and practice of many therapists is
presented by Core (1990% who extracts aspects from each of
seven different models to create his own unique approach. From
psychoanalytic theory, Corey encouragles his clients to talk about
their earliest memories, interprets client reactions to him as
manifestations of other significant relationships, connects present
difficulties to events from the past, and recognizes unconscious
motives. From existential theory, he helps clients to assume more
responsibility for their lives, deals with issues related to fear of
death, and interprets anxiety as a message to face one’s free-
dom and choices. From client-centered theory, he uses himself
and the therapeutic relationship as the major force for_chan%e,
works on trust issues as a core area, and listens really intently,
in a thoughtful, accepting, nonjudgmental manner. From gestalt
theory, he challenges clients fo deal with unfinished business,
asks them to act out their polarities, and stays with his clients
by focusing on the |mmed|ac>{ of their feelings. From transac-
tional analysis theory, he explores earh{ injunctions that led to
scripted internal messages, identifies early decisions clients make
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about their conduct that are still operating, and accesses ﬁar-
ent, adult, and child elements of client functioning. From behav-
loral theory, he uses rehearsal strategies to rqle-ﬂlay behaviors,
helps clients to set specific goals, and believes in the use of home-
work assignments between sessions as a way to facilitate change.
Finally, from rational-emotive theory, he teaches clients they
can change the way they feel by changing the way they think,
challenges clients” irrational thought patterns, and encourages
them to talk to themselves differently. _

| would suspect that Corey’s integration of these various ele-
ments into a personal eclectic style is not much different from
the ways most of us operate. We are the sum total of all the
teachers and mentors we have worked with, all the classes and
workshops we have attended, and all the books we have read,
movies we have watched, and experiences we have lived through.

In areview ofthe literature related to process and outcome vari-
ables in therapy, surveying over 1,100 studies, Orlinsky and
Howard (1986) reiterate the conclusion that has by now become
familiar: there s no consistent evidence that one treatment modal-
ity or approach produces better results than any other. This means
that it makes little difference whether we are doing group versus
individual versus family therapy, whether we are doing daily or
weekly sessions, whether the treatment is time-limited or ongoing,
orwhich one ofthe hundreds of theoretical models we are using.

|f these are the things that are not important, then what is?

1. The therapist should feel comfortable with and have con-
fidence in what he or she is doing. S

2. Acollaborative relationship should be established in which

there is mutual respect, sharing, and bonding between the

Fa_rtl_mpants. _ _

tis important to allow the client to talk, explore ideas and

feelln%s, and experience emotional discharge.

4. The therapist needs to have an adequate level of compe-
tence in applying various skills and interventions that are
believed to be helpful, _

5. Mutual understanding and empathic resonance between
parhmpan}s that allows for risk taking and confrontation
IS essential.
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~ Almost every effective therapist has integrated these factors
into a personal theory of operations —whether it is a single main-
stream approach or an eclectic model. Even those pragmatic
clinicians who claim to follow no_smdgle theory or no fixed meth-
odology nevertheless have or?anlze their knowledge into some
synthesizing structure that allows them to retrieve information,
replicate interventions, and think through problems and conflicts
(Decker, 1988). Most of these |nd|V|duaII¥ designed pragmatic
models of practice, as well as the most orthodox systems, share
several common variables that can be identified in the chapter
that follows.



Chapter Three

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 man.r. 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 pres-
sures 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 agree-
ment 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 b?é
more than 50 percent of respondents: that it is all right to brea
confidentiality if a client is homicidal, and that offering or ac-
cep_tln%a_ handshake is approErlate (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
There is optimism for the future that we are getting closer
to a consensus regarding what are “good” and “bad” moments
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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 prin-
ciples 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, psychophar-
macolo%l_sts have demonstrated that lithium carbonate, alone
or combined with neuroleptics, is strongly indicated. The art
consists of persuading theJ)atle_nt to comply with the medical
prescription, as well as addressing intrapersonal factors or in-
terFersonaI networks that might require attention.”

ndeed the scientific and artistic foundations for psychother-
apy come together not in theoretical structures, but in a con-
sensus of certain practices. In a survey of therapist beliefs about
optimal professional practice, Mahoney, Norcross, Prochaska,
and Missar 51989) found a convergence of Ferspectlves. Al-
though the 500 psychologists who participated in the study
represented the full range of theoretical perspectives ﬁap roxi-
mately 25 percent psychoanalytic, 15 percent behavioral, 10 per-
cent humanistic, 13 percent cognitive, 32 percent eclectic), there
was some agreement about what interventions con5|stentl¥ facili-
tate client change. According to the participants, all effective
therapists foster hope in their clients’ expectations, provide sup-
port and encouragement, and clarify feelings, thoughts, issues,
and themes. o _ _

As much as we might disagree with one another over philo-
sophical 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 de-
termining suicidal risk. Therapists of virtually all allegiances
share a common beliefin the utility of certain te_stlnﬁ 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 rela-
tionship 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
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important has happened. It can be a “felt sense” that something
has changed. There may also be behavioral evidence, charac-
terized by increased intensity in vocal quality, accelerated ac-
tivity, energyr, expressiveness, and involvement (Rice and Wag-
staff, 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 ther-
aPy that are found in the work of most practitioners. These in-
clude the following themes, which are illustrated with represen-
tative client statements:

1. Revealing si?nificant material about self. “I've never really told
anyone before about the wa% 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 meaningfulfeelings. “I know it doesn’t make
sense that | would be so devastated, but ever since | got
the report about my low sperm count I just can't pull my-
self together. It means Il 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! | feel so angry | could explode!”

3. Exploring issues that have previously been warded off. “When you
i)omted out a few weeks a?o how self-obsessed | was, that

couldn't get out of mY stufflong enough to appreciate any-
one else’s BOSItlon, | felt hurt and misunderstood. But | think
Kou are absolutely correct: | have been reluctant to look at
ow self-centered | am.”

4, Demonstratin? 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 theirjob to wake me up every morning
and ?et me ready. The truth is that | use them as an ex-
cuse for my troubles in a lot of areas we have heen 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 1 can do something about it.”

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

6. Sharing strong positivefeelin?s toward the therapist and the way things
areprogressing. “Y ou've helped me so much. I can finally stand
up to people like never before. | don't feel like anKone can
push me around anymore —not my kids, my ex-husband,
or my boss. And yet you've helped me to retain the soft-
ness and sensitivity that is so important to me. | can’t thank
you enough.”

As | read over this list of “good moments” in therapy, | 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 [qood 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
bfcorrtlles abusive, when appointments are canceled without ex-
pianation. : o : .

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 theragles that account for significant client progress, Lam-
bert (1936) calculated the prercentage of improvement that is
a function of each variable. The most important single 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, develop-
mental 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 br client variables ‘that are encouraged and facilitated by
the clinician: expectations, resources, and developmental pro-
Cesses.

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,
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warmth, and risk taking. Finally, only 15 percent of improve-
ment is attributahle to _an)( specific interventions or techniques
that are part of a particular treatment modality. This, there-
fore, 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, B _

_Karasu %1986) has conceptualized the specific techniques of
different schools of therapy as belon%mg to one of three general
change agents that are shared by all models:

_ Affective Experiencing. Whether it is called catharsis, emo-
tional arousal, experiential activities, or the expression of feel-
ings, all therapies deal with and process emotions. Behavior ther-
apists would use roodmdg techniques. Psychoanalysts would use
free association. Shared dialogue, role pIayln?, loenergetics,
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 com-
ponent to most therapies in which clients explore the reasons
and motives underlying their difficulties. There is great diver-
sity, of course, in the way this area is addressed, with psycho-
analysts using interpretation, behavior therapists preferring
thought-stopping, existentialists explorln?_ personal meaning,
and cognitive therapists attacking the belief systems directly.
Nevertheless, almost all theraglsts give some attention to what
and how clients think about themselves and their life predica-
ments. 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 feellng? —are examples of how even a client-centered
clinician would deal with behavioral dimensions.

These three general points of agreement among most effec-
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tive therapists are only the beginning of what may be consid-
ered a consensus. The halance of this chapter is devoted to ad-
dressing more specifically many other factors that are common
to the work of most effective therapists. While hardly an ex-
haustive 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
ﬁllow the therapist to influence the client’s perceptions and be-
avior,

The Therapeutic Relationship

Of all the elements we might name, none receives more
attention —both in theory and in practice —than the alliance be-
tween 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 preregumte for effective psychotherapy (as we cur-
rently know and understand it) to take place.

The Relationship as the Basisfor All Effective Theraﬁy._The
existential or humanistic therapist places primary emphasis on
a relationship with the client that is supportive, authentic, nur-
turing, caring, accepting, trusting, and honest. All other types
of clinicians —regardless of their espoused allegiances or belief
s%stems—_also spend some time developing a relatlonshlﬁ that
they consider to be necessary for anything else they mignt do.
Most contemporary psychoanalysts, for example, no Ionqber
maintain the strict neutrality that was originally advocated by
Freud, but rather seek to establish a more authentic encounter
E)Messer_, 1988). And even those orthodox practitioners who do
elieve 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 analrtlc_work that follows,
Behavior and cognitive therapists will also now readily ac-
knowledge that their interventions are likely to be more effec-
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tive 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). | recall attend-
ing one of Albert Ellis’s “road show_s”durm% the 1970s and listen-
ing to his very strident presentation on the values of rational-
emotive techniques while rldlculm% Carl Rogers’s emlpha3|s 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 pur-
poses, | discovered that although | felt better after my therapeutic
experience, it was not, as Ellis promised, because of his rational-
emotive interventions. What helﬁed me more than anything in
dealing with the |mP¢nd|ng death of my mother was Ellis’s car-
ing 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, | could feel that,
for those few minutes, | was the most important person in the
world to him. | could feel his support and his acceptance.

Yes, he quibbled about the Ianguafge | was using to describe
my plight. And yes, | did find his different perception of what
| was exRerlencmg helpful —but those techniques had a lot less
impact than he thought they did. It was because I felt close to
him, because | felt he cared about me, that | 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 ofEffective Therapeutic Relationships. The therapeu-
tic relationship in rational-emotive, sychoanal¥t|c, behavioral,
or humanistic psychotherapy includes many ot the same char-
acteristics identified by Rogers (1957) in his influential paper
on the subject—that is, a degree of acceptance, respect, and car-
ing. From their review and analysis of the literature related to
rocess variables that operate in therapy, Orlinsky and Howard
F1986) further specified the qualities ofthe therapeutic bond be-
tween client and clinician. They found that the relationship is
most helpful when it consists of the following: (1) an intense
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investment of ener%y by both client and therapist that is un-
related 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. S

.Orllnsk)éand Howard (1986, p. 336? summarize their findings
with the observation that the personal chemistry between ther-
apy partl(:lpants is not unlike the world of molecules —in which
some are attracted to one another, some are repelled, and some
form a bond, depending on their properties: “Our conception
of the therapeutic bond 1s intended to be analogous to a chemi-
cal bond. Some elements form very strong and stable combina-
tions; 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 ther-
apeutic relationships as consisting of three facets: Being In, Being
For, and Being With. The first process, Being In, is Synonymous
with pure em_patm&: 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 pours
forth from the client, with a complete absence of judgment,
evaluation, or anal¥5|s. 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 theraR!st’s presence as an ally and ad-
vocate. 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, know-
ing there is an experienced guide along for the journeg. _

Being With encompasses the two previous processes, but in-
volves recognition of the intrinsic separateness between two peo-
ple. That is, while the therapist can try to understand, to enter
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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—sharm? and explor-
ing together —but sometimes seeing thln%s quite differently. “Be-
ing With certalnl%_me_ans listening and hearing the other’s feel-
ings, thoughts, objectives, but it also means offering my own
perceptions and views” (Moustakas, 1986, p. 102).

Reciprocal Bonds. In their evolutionary theory of psychother-
apy, Glantz and Pearce 1989? have made the compelling ar-
gument that the reason why all therapy works is because it sat-
Isfies a basic need for human contact and 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 blologlchIK
equipped and naturally endowed to function in a world in whic
each person lives as part of his or her tribe, takes care of every-
one else, and is in turn nurtured by all other members of the
group. : e :

Psychotherapy was born at precisely the time in human his-
tory 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 tamilies and those who have
been interconnected to their heritage, With these bonds disin-
tegrated, with people seRarated from their kin, with families and
tribes broken up through recent “inventions” of divorce, job relo-
cation, and transportation that makes mltgrathn S0 easy, many,
if not most people, hunger for closer affiliations to others.

The basis for all therapy is the establishment of a relation-
ship 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 varlouslsupport_?r_oups. In the United States
alone, each week over fifteen million people attend 500,000
different groups for alcoholics, overeaters, sexual addicts, abused
children, disease sufferers, single parents, gamblers, women,
men, and cross-dressers. “All of a sudden, people are pouring
back into churches and synagogues with a fervor that hasn't been



52 The Compleat Therapist

seen since the 50s. It a,opears that a great religious revival is
sweeFmthhe land —until you examine the situation a little more
closely. Then you'll notice the blgigest_ crowds today often ar-
rive in midweek. And instead of filing into the pews, these peo-
ple head for the basement, where they immediately sit down
and begin talking about their deepest secrets, darkest fears and
strangest cravings” 1Leerhsen, 1990, p. 50).

In their essence, all support groups and forms of therapy create
a surrogate environment that resembles the nurturing, sufpport-
ive alliances of our herlta%e. They satisfy the millions of years
of genetic proPrammmg 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 theraf)lst and
client, any number of different methodologies that follow are
likely to be useful.

Self-Exploration Processes
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 h){pnosw in favor of
his “talking cure,” he learned that by simply allowing people
to talk about what is disturbing them, they felt better after releas-
mgFrepressed psychic energy. o

reud, as a neurologist, was fond of hiological metaphors to
explain psychological phenomena. Thus the notion of cathar-
sis, or the release of psychic energy, comes from observations
related to organic physics. Einstein pointed out that even inor-
ganic matteris a form of radiant energy that is released as heat
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and Ii(TJht 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 energg in-
put (food sources) is greater than energy output (exercise), bod
weight increases. The surplus _en_ergK available must be dissi-
gat_ed in some way, even if it is in the production of fat cells.
‘his analogy of dissipating surplus emotional tension is the ba-
sis for understanding the cathartic process.

Now, all practitioners today may not agree with Freud’s ex-
planation for why catharsis processes work, but they would cer-
tainly not dlsFute the value of allowing clients to relate their
stories with all associated Pent-up memories, feelings, dreams,
images, and ideas. Regardless of whether a practitioner believes
in the existence of the unconscious, the libido, or the mecha-
nisms of repression, there is, nevertheless, a fairly universal en-
dorsement 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 interven-
tions 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 en-
courage clients to tell their stories about how they got them-
selves into their Pre_sent predicament. As a primary or second-
ary component of this process, clients are also stimulated to share
their thoughts and feelings about what has occurred. And as
a result, several thmgs are likely to happen: §1% they experience
emotional arousal, ( )theg become aware of thoughts and feel-
ings that were previously buried, (3) they feel better as a result
of.releasm% tension, (4) if they are permitted to tell their story
without detecting critical judgment in the listener, (5) they fegl
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 core of their work,_famlltatm? the
revelation of disguised as well as conscious material. Other ther-
apists have enough respect for what this process can do not to
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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 himselfor herself, walks out of our office
with a lighter step.

Consciousness Raising

Prochaska and DiClemente (1984b) identify consciousness rais-
ing as the most frequently applied process of change that is used
in"some form by virtually every therapeutic system. That is,
the ob%ect of some Bart 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 —
focusm%,_ structuring, interpreting, reflecting, confronting, even
establishing a therapeutic relationship—is done primarily to help
them expand their reI_atlonshlP with themselves. She describes
this phenomenon as it was played out with one client:

Jan was twenty-four when | began working with
her.tvv_o-and.-a-halfKears.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 relation-
ships and was attracted to men who would not meet
her needs. She had tried to attend college unsuccess-
fully while _vvorkmg as a p.hrsmlan’s assistant. Jan
was very frightened but willing to engage in an al-
liance with me. _ _
In addition to fostering a safe and supportive
relationship with Jan, | encourag_ed her to estab-
lish a relationship with herself. 1 did this by assist-
ing her to access her feelings and the well-preserved
conflicts underlying her behavior. We spent time
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explorin%the impact of her father’s early departure
and mother’s desperate clinging to Jan and two
older sisters. We traveled into her self-image, her
sexuality, her “shadow,” her spirituality, her expe-
rience of self, others, and life. At every step, | re-
mained with her in every sense of the word. As our
relationship has evolved, | have also disclosed more
of who I am. . _

~ TodayJan is free of bulimic symptoms, involved
inawarm, loving relatlonshlrp with a man for over
a year, andéust enrolled full time at a university
to'pursue a degree in physical therapy. She attrib-
utes 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 univer-
sal 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 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 prac-
titioners (who echo Milton’s sentiments that mmght Is distract-
ing and even dangerous) will agree that some degree of self-
exploration is generally helpful.

Patterns of Influence
In addition to those asRects of generic therapy that are sup-

portive and largely insignt oriented, there are also a number
of factors that are designed specifically to influence the client’s
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self-perceptions and behavior. These include such things as im-
pacting the client’s expectations for treatment, creating healing
rituals dequned to heighten constructive beliefs, actively rein-
forcing 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 theraines teach people to change what they do not like
about themselves, and to accept what they are unable or un-
willing to change. No matter what the client shares, what he
has done, what he thinks or feels, he will still see the same im-
passive, all-knowing, all-loving face communicating total (or
near total) acceptance. To the client who has just revealed he
has evil thoughts, wicked fantasies, or has committed terrible
acts, the therapist of almost any theoretical school will neverthe-
less res%ond 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 Profou_nd effect on the
client riddled with quilt, shame, and self-loathing: “If this per-
son who seems pretty bright and together doesn't think what
| said was a hig deal, and believes | am a reasonably nice per-
son, maybe | 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. o
_Itis not a deliberate effort on the part of any therapist to in-
itiate 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 um_ve_rsa_llﬁ prac-
ticed. Prominent among these is the notion that it is highly de-
sirable and generally helpful to listen with an open mind, to
suspendjud%ment 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 condition-
ally 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 Eromote heallnlg.and the ability
to inspire this faith in others. Frank (1973), Fish (1973), and
Pentony (1981) have all advocated that inspired positive expec-
tancies are the prlmar% ingredient in most chan?_e 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 stay-
]lcng in treatment, the more likely the results are going to be satis-
Ing.
_)/Ir?ternists often give relatively inert medications to their pa-
tients 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 pa-
tients tend to do much better if they are convinced the sched-
uled operation will indeed relieve their suffering. And all profes-
sionals realize their effectiveness is hased, to a large extent, on
their clients’ positive expectations and trust in their com‘petence.
A universal aspect of therapeutic P_rac.tlce is the establishment
of a setting and aura that fosters belief in the process. All great
P.ractltloners exhibit an image of authority, wisdom, and con-
idence. 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, de-
pending on the |ma%e 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
IonAq time and they are pretty good at it. _ _
nd the “it”doesn’t matter much, Whether the interventions
are medical, systems, or family oriented, or whether they are
co?mtlvely_, behavlloraIIK, or affectively based —if the therapist
believes with all his or her heart they will work, and can con-
vince the client they will work, then there is a great probability
they will indeed be helpful.
[n a major work summarlzmﬁ the current research on placeho
effects, White (1982) found that regardless of what medical
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procedure is used —surger%/, medication, physical manipulation,
or talking—55 percent of therapeutic effects can be attributa-
ble to suggestion. While once the placebo was conceived of as
a distraction and nuisance, Wolberg (1986) states that if capitaliz-
ing on a person’s helief system can have such a profound in-
fluence, much of what all professional helpers do is to promote
the natural healing of the body and mind. _

We send msgwatlonal 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 profes-
sion. And perhaps more than any other single thing that we do
that is helpful to clients, is that we believe In them and we be-
lieve 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 heaI_lng magic appear more powerful and impressive. Fish
(1973) finds these rituals to be the basis for much of the placebo
effect that maximizes positive exi)ectatlons in all therapies. On
an even grander scale, Ca.mFbeI_ (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 stud% of myt .olor];y throughout the ages,
Campbell believes that the use of ritual provides a needed struc-
tHre to life, a symbol of order that repeats our most instructive
themes.

The master of the Japanese tea ceremony uses ritual to per-
fect the harmony between the natural world and the human art
form. Rites of passage for hirth, 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 com-
fort because of the power they have come to symbolize. The
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hypnotist uses rituals to induce an altered state of conscious-
ness that is more susceptible to influence and change. The be-
havioral 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 u_ndergo_lng 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 in-
teraction 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 in-
vitation 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, _ o

Moustakas ((11981, p. 24) describes the uses of rituals in his
work with children. In one case, he was especially struck by the
Powerhc_)lfarltual as a way to make contact with an uncommunica-
ive child:

One ofthe most magnificent experiences | 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 be-
ginning theragy 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 cug of tea. From' this simple re-
quest a process of therapy was initiated which re-
sembled aJapanese tea ceremony —a series of rit-
uals each containing a special and unique meaning,
beginning with the quiet preparations and culminat-
ing in the slow, savoring drinking of the tea. At
these times, when Barbara spoke, her words were
not edgy or agitated. She communicated different
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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 w_eekIY meetings became the pivotal
point of her life. In mgsterlous ways our rituals
awakened her and she began having regular con-
tacts with others in her neighborhood.

Therapeutic rituals are designed, through their elegance and
symbolism and power, to facilitate an altered state of conscious-
ness that helps the client to remain more receptive to the ther-
ai)lst’s influence. The most basic of interventions involves sim-
ply persuading the client she or he really has no problem. When
this strategy is embedded in ritualistic patterns, such as adopt-
ing an authoritative manner and tone of voice the client has come
to alls_solclaéte with wisdom and expertise, influential effects are
multiplied.

A ?vventy-year-old man arrives at the office obviously dis-
traught and embarrassed. He even_tuaIIY_ sputters out that he
believes he may be gay, and since this realization, has been seri-
ously considering suicide. When pressed as to how he arrived
at this conclusion, he told a story ofhaving spent the night with
his girlfriend for the first time. Since both of them were vir-
gins, they consumed quite a bit of wine to appease their mutual
apprehension. When it came time to consummate the act, the
Yo_ung man discovered to his horror that he was unable to main-
ain an erection. His girlfriend, who was also quite inexperienced
and insecure regarding her sexuality, became terribly frustrated
and went into a rage, accusing him ofbeing a homosexual. On
three subsequent occasions he was also unable to become phys-
|caIIK aroused. _ o

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
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previous example, the simple information and reassurance be-
came 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 learn-
ing about self and others. Consistent with such models, ther-
apy follows certain sound principles that operate consistently.
Learning can be defined as any relatively enduring change n
behavior that is not due to instinctual drives, natural growth
and development, or temporar; states induced by drugs or fa-
tigue (Hilgard and Bower, 1975).

Reinforcement. If reinforcement is more broadI?/ defined as
support for some ideas and hehaviors as preferable to others,
then it is clearly a mechanism that is part of all therapeutic en-
deavors. The behavior therapist has in mind quite another idea,
seeing reinforcement as the application of token economies, con-
tingency contracting, punishment, or variable interval sched-
ules 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 e_a3||l:y observed in the phenomenon that Freud-
lan 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 con-
text, it may be readily observed that the client-centered ther-
aplst 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 theraglst gives selective atten-
tion to processes that are believed to be most significant, and
so on. In short, when we like what clients are doing or saying,
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we let them know it. All “unconditional positive regard” means
i that we should avoid the use of punishment when clients say
things we do not want to hear, _

Truax (1966) discovered, after analgzmg Carl Rogers’s be-
havior durlngi_ interviews, that he was definitely more reinforc-
mg{ of some client behaviors than other. Through the use of ver-
bal 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 function-
ing than their previous maladaptive patterns.

Habituated Responses. In Se_IiPman’s g1975) 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 Posstble to break these bad habits
by learning alternative waKs 0 think, feel, or act. Most thera-
pies make use of the idea that fears, anxieties, and other symp-
tomatic 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 system involves providing such knowledge when
it is needed. This can take the form _ofprowdln? eneral infor-
mation about human nature (explaining a normal developmental
stage of growth), about the process of psychotherapy (explain-
mP the concepts of resistance or transference), about concepts
relevant to the client’s presenting complaint (telling a metaphor-
ical tale), or other functions that are situation specific (offering
guidance about where other mformatlon_maK be found). There
IS a part of every therapist’s role in which he or she becomes
a source of knowledge and information.
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Transfer of Learning. Behavior becomes maladaptive when
people attempt to generalize their actions from those few in-
stances 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
on_IK 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 necessarllr_pragmatlc, because in
order to break long-standing patterns of interaction, participants
are encouraged to transfer their Iearnm%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 rehear-
sal, in which clients are engourql%ed to practice new ways of
thinking, talking, feeling, acting. They then receive some degree
of feedback from their therapist that is likely to be helpful when
they attempt to applr 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 under-
stood 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 re-
|ate to authority flgures (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
V\H_” hopefully apply what they have learned to other relation-
ships.

Discrimination Training. Clients are often helped to distin-
guish between those behaviors that are helpful in one setting
or situation, such as the world of commerce, but not necessar-
|I¥ 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
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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)bspe0|f|]g Imstances In which certain strategies are most likely
to be useful.

Task Facilitation

Apart from the learning Principlesjust_mentioned, there are also
many tasks that are usually comgleted in order for lasting change
to occur (Rice and Saperia, 19 42. The therapist’sjob s to aid
the client along this gath —hy of ermg %mdance, 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 brl%ht, attractive, and personable, he
feels stuck and hopeless. He lives with his mother, who has en-
meshed 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 th_eraJ)y for quite some time. In fact, at one point, An-
drew confided with a snicker, his mother was seeing three differ-
ent therapists each week without any of them knowing about
the others’existence. “If my mother has all those therapists bam-
boozled, how am | 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#ob (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
ani/_(.hope for the future.
is 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-depen-
dent tendencies. He could spout thegargon of psychodynamics,
existential philosophy, and a few other systems so well that it
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took me a few weeks before | became convinced he was not a
therapist himself (sent as a spy, | thought in a moment of para-
noia, 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. o

We started small. Very, very small. Since his dependency
was maintained by the complete financial support he was receiv-
ing from his mother (each Monday morning he would find an
envelope in the bathroom loaded with crisp hills), he began to
withdraw a token amount to return to his mother with the cryptic
note: “l don't need this much.” Eventually, he was able to gradu-
ally 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 capacity that required a one-year
commitment in writing. He contracted to attend a lecture ser-
les, 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 m()r way fo work In such a structured, task-
oriented style. In"Andrew’s case, however, structure was exactly
whatthe needed to improve his morale and sense of accomplish-
ment.

There are other, more subtle tasks that are also included in
most therapeutic processes —requesting clients to give vivid and
complete _GSCHF'[IOHS of their problems, including antecedent
events; asking clients to make connections between present con-
cerns and associations with other life themes; and most impor-
tant, helpl_n clients to take risks by experimenting with new
ways of thinking, feeling, and behaving. In fact, most thera-
pies concentrate on creating a climate that is safe and secure
enough for clients to experiment with alternative ways of func-
tioning. Once freed of the fear ofjudgment and ridicule, once
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involved in a relationship with someone who is supportive, nur-
turing, and accepting, it feels safe to try doing things that may
be awkward. S

Therap%, almost by definition, implies the release ofBatterns
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 somethlnﬁ 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
gentl¥ 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 haby step. Still another. Until, finally,
the client can walk, even run, without the need for further support.

Maore .speuflca.llK, therapists are interested in helping clients
to experiment with the following:

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

* When you catch yourself feeling self-inflicted misery, rather
than wallowing 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
gou.typlcally react. .

» Previously, you have viewed the events of your personal his-
tory as having limited you in the options you have for the
futire; the next time %ou 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.

* Ask yourselfwhat 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
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from. You will look for situations you can Lump into, know-
ing you will feel inept in the beginning, but realizing that
Ieven |fy|ou do not live up to your expectations, you can still
earn a lot.

We could, perhaps, lista hundred other ir&junctio_ns by ther-
apists 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 frl%htened_to consider other op-
tions. We are all attempting to shake things up a bit.

Demolition Stage

After the AP_ollo astronauts had tried everything in their power
to fix a million-dollar Hasselblad camera on the blink, an ex-
Pert at Mission Control in Houston yelled out in exasperation
0 the ship circling the globe: “Kick the damn thing!” Which
they did. And it promptly began to function. As therapists, we
are also trz_lng 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 prob-
ing 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) called
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 vulnera-
ble in the therapy and are deliberately encouraged to do so. Dys-
functional character defenses are demolished through the per-
sistent exploration by the therapist of the client’s resistance,
reluctance, passivity, and self-defeating behaviors.

When the demolifion 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.
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Pentony (1981) believes that this demolition stage common
to most therapies is necessary to prepare someone for lasting
change. Once clients are at the point where they have given up
Frevmusly maI_adaPtlve patterns that they now helieve are use-
ess, they are ripe for considering alternatives that include new
perceptions of reality, new strategies for_copln%, new ways of
ahmkbmg and interpreting one’s life situation and what one can
0 about it.

How to OFeratio_naIize 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 prac-
tice. Let us assume, for example, that many of the elements men-
tioned in this chapter—notably the therapeutic relationship, the
placebo effect, catharsis, and various IearnmP principles—are
In fact part of most helping systems. Further, let us assume that
these variables are supported empirically by a number of studies
attestlnﬁ to their influence in promoting mgmﬂcant 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 foothall spec-
tator, | heard a television commentator explain the dramatic
improvement of a F)\/oung quarterback’s performance. Not un-
like the work of a therapist in action, the quarterback must at-
tend to a thousand different variables all at 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, contmgencK plans, and so on. In addi-
tion, he has to memorize several hundred plays, or possible
Scenarios. _ _

The commentator explained that once the coach decided to
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simEIify the ?Iaybook to less than a dozen options, the quarter-
back 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. | feltimmense relief
when I'heard this explanation. It made instant sense to me that
in mg own work in therapy, | often feel overwhelmed by the
number of “plays” that are available to me at any moment in
time. | sometimes spend so much time analyzing the situation,
sorting through options, and tr%mg to remember what | am sup-
posed to do In this situation that | miss a lot of what is gomgi
on. Like the quarterback with an overly complex playbook,
am so concerned with selecting the “right”choice that | am frozen
into inaction. _

| am then reminded of this metaphor: there are not really
a thousand different plays, only a few ?oo_d ones that go by differ-
ent names. And | begin to ask myself silently: “What is it that
really matters? Being with the client, listening hard. Being my-
self, as much as I can, without meeting my own needs. Letting
the client know how I am processing what is happening. Read-
ing 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 sup-
portive. Again. Be really supportive. Let him or her know how
much | care.” _ _

With fewer but more consistent and potent “plays” at our dis-
Bosal, therapy is more focused. Just as the young quarterback

ecomes 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 es-
sences —is only one of the many traits that are consistently found
in the “compleat” therapist.



Chapter Four

What the Best Therapists
Are Like as People

Each of the elements that have been reviewed in the previous
chapter are common to most therapies now in practice. How-
ever, there are also factors that transcend the theoretical basis
of the various approaches and are found in the ﬁersonallty of
the successful practitioner. These are qualities that constitute
the essence of most effective therapists, wherever they work or
however they prefer to operate. _

While we may debate among ourselves whether such attri-
butes are indeed universal, clients have little difficulty identify-
ing what they most prefer in a therapist. “They are the attri-
butes of a good parent and a decent human being who has a
fair degree of understanding of himself and his interpersonal
relations so that his own gr_o lems do not interfere, who is rea-
sonabIK warm and empathic, not unduly hostile or destructive,
and who has the talent, dedication, and compassion to work
cooperatively with others” SStrupp, 1973, p. 2.

While personality style alone can _hardIiQ be considered the
only operative force that facilitates client change, the qualities
and temperament that a therapist demonstrates and models to
clients make a strong impact on maintaining attention and in-
fluencing behavioral and perceptual changes. Whenever we think
back on the people who made the most difference in our lives,
immediately the images of several faces flash by. These were

10
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Pe.ople who were inspirational to us, not only because of the
hings they did to/for us, but also because of their dynamic
charisma. This was cer_ta_mIY true throughout my own career
as a client and student: initially, it was not ideas or theories that
attracted me to a particular path; rather it was the influence
of mentors | gravitated toward because they were like the per-
son | wanted to be. In fact, like so many others in the field,
| became a therapist to be(11|n with because of the impact of a
ﬁractltloner during my early life. | wanted so badIK to be like
er—to appear so together that not only could | help myself
when | was in trouble, but I could even help others.

Modeling Effects of the Therapist’s Personality

Clients want to grow up and be like their therapists, They
want the serenity, the wisdom, the self-control, the confidence
thez see so effectively demonstrated before their eyes. They want
to know what their therapists can understand, and they want
to do what they see them do. They unconsciously adopt their
therapist’s speech patterns, mannerisms, and style. Their basic
values change in a direction that more closely parallels those
of their mentors. _

Modeling effects are treated by most therapy systems in some
form or another. Social learning theorists use modeling to pro-
mote vicarious learning processes. Behaviorists use modeling
to reinforce imitative learning. Psychoanalysts capitalize on iden-
tification processes that occur as part of the positive transfer-
ence. Cognitive therapists model specific methods of self-talk,
just as existential therapists try to present those authentic qual-
ities in themselves that they wish their clients to adopt.

If clients stay with any therapist for very long, they do so
not only because theK like the results they have seen in them-
selves, but because they like the clinician as a Person as well,
And the whole structure of therapy is designed to capitalize on
these modeling effects. o

In the classic “Gloria” film a young woman was interviewed
the same day by Carl Rogers, Fritz Peris, and Albert Ellis to
demonstrate their divergent approaches. And indeed there were
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marked differences in their st?{Ies, especially with regard to their
operatmgfremlses, personalities, degree of directiveness, and
type and frequency of verbalizations. Bergin (1980) felt con-
fused by the relatively universal effectiveness of all three the-
oreticians and felt challenged to try and figure out some com-
monalities _am_on? their approaches. He noted that all three
therapists did, in fact, share several significant ingredients. They
were all acknowledged experts and authorities in the field, and
therefore wielded a certain amount of influence in the eyes of
the client. They were all passionately committed to their point
of view and felt quite strongly that it was helpful. While all of
them did somewhat different things, the client found each of
them to be effective in his own unique way.

In @ comparison between prominent ps choanalfysts and be-
havior therapists, Sloane and others (1975) also found a sur-
prising commonality among them. Their results were also con-
sistent with Schon’s (19833 observations that there is often a
difference between espoused theories (what practitioners say they
do) and theories in use (what practitioners actually do behind
closed doors). In fact, what the researchers discovered was that
clients perceived therapists of both groups as having similar qual-
ities, and considered these same attributes to be necessary for
successful therapy to take place. The)(_ saw effective therapists
as: (1) having an attractive personality (something the psy-
choanalysts would deny is important), and (2) being helpful in
facilitating some degree of self-understanding Ssomethlng.the
behavior t eraplsts would not consider important). In addition,
they deemed it very important that a good theraflst be an un-
derstanding Person, be highly confident and skilled, and help
them gradually to have more confidence in themselves.

On the hasis of this and other studies that confirm the exis-
tence of universal therapeutic principles operating in all the-
ories, Bergin (1980) stated that while therapists think the tech-
niques they are using are all-important, their clients are much
more concerned with their personal qualities. “Thus,” he pointed
out (1980, R 140), “it is conceivable that many differently desig-
nated psychotherapies use many similar procedures or interac-
tions which have an influence on the client, although they are
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either not emphasized or not attended to in the formal account
of therapy.” _ .
~ Most effective theraﬁlst_s present an image of someone who
is genuinely likable, who is safe and secure, and who is attrac-
tive and approachable: “The modeling performed by the effec-
tive psxchotheraplst, then, appears to involve, first and fore-
most, the steady presentation of a caring figure, whose positive
regard will gradually be internalized by the self-critical patient;
second, and simultaneously, the presentation of a strong, wise
f‘copl_ng’) figure, whose competent characteristics will be simi-
arly internalized; and third, the transmission to the patient of
a new value system helpful in dealing constructively with life
problems” (Decker, 1988, p. 60). _ _
~ The power of modeling effects thus helgs to explain how it
Is possible that practitioners as diverse as Sigmund Freud and
Fritz Peris could both be helpful to their clients. And if both
ofthem were effective as therapists, it is not surprising that Ellis,
Satir, Rogers, and Frankl can also be helpful, even though what
they do seems so diametrically op?osed. The question 1s, why
do people get better when you reflect their feelings, but they
also do so when you dispute their irrational beliefs, or interpret
their dreams, or role-play unresolved conflicts, or reinforce cer-
tain behaviors, or reorganize family structures? _
Clearly, the answer Is not totally confined to what effective
therapists do, but also involves who they are. The common thread
running through the work of all great therapists is the force of
their personalities and the power of their personas. They are
the kinds of people who radiate Eosmve_energy. They are up-
beat, enthusiastic, witty, and quick on their feet. They have good
voices and are highly expressive in usmF them. Most of these
highly successful practitioners are slmp% interesting and fun
to be around. And they exhibit qualities that other people want
for themselves. _ .

_The identification process is, of course, facilitated somewhat
differently among the various therapeutic systems. Sometimes
it is a planned intervention, such as a demonstration by the ther-
apist of a particular behavior durln? a role play, or-as part of
a desensitization program. More often, modeling is simply a
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natural part ofa learning relationship in which the client respects
and admires the mentor. The client observes how assertive the
behavior therapist is in stating positions clearly and unequivo-
cally, and so experiments with being this way in his or her own
world. The existential therapist discloses feelings about what
it is like to be with the client, and so promotes greater_openness
on the part of the other. The rational-emotive therapis sLJeaks
in a deliberate manner avoiding the use of certain words {snould,
must, and so onJ while choosing other phrases (“I made myself
upset ... " and, lo and behold, the client be?ms do_lngi the same
thing. The Ericksonian hypnotist spins a metaphorical tale, and
thereby helps the client to identify with the protagonist resolv-
ing a parallel struggle. Yet even apart from these specific appli-
cations of modeling principles, there is a more generalized iden-
tification process i which the client becomes more like the
therapist in those dimensions he or she most admires.

The Fully Functioning Therapist

There is some empirical evidence (Luborsky and others, 1971;
Garfield, 1980; Lambert, Shapiro, and Bergin, 1986) and cer-
tainly much intuitive reason to believe that the most effective
therapists are likely to be those who are mentally healthy and
skilled at_resolvm? their own personal problems. This personal
mastery is helpful not only in presenting oneself as a positive
model for the client to emulate —a Pers_on who is confident, se-
cure, and well grounded —but is also imperative in providing
the basis for the self-restraint that is required during sessions.

It takes a tremendous amount of willpower for the therapist
to avoid meeting his or her own needs or acting self-indulgently
with clients. This could take the form of somethmg_relatlvel?/
benign such as asking a question irrelevant to the client’s wel-
fare merely to satisfy one’s own curiosity, or run the gzamut_to
excessive self-disclosure, or even acting out inappropriate erotic,
manlf)ulatlve, or hostile impulses.

Self-control is required th_rou%hout.every_ facet of the ther-
apeutic encqunt_er—monl_torm% ehavior, sifting through and
often censoring inappropriate thoughts, speaking concisely and
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to the point, and resisting the tendency to put the focus on one-
self. And to exercise this self-discipline requires a high degree
of emotional stability and personal effectiveness.

Because effective therapists are, first of all, effective human
beings, they are able to function well in a variety of situations,
demonstrating their ability to practice what they preach to others.
In a classic statement on the importance of therapists belng fully
functioning human beings, Carkhuff and Berenson (1977, p.
272) present their credo: “In order to make demands of our-
selves and subsequently of others, we must have ourselves ‘to-
gether,” physically, emotionally, and mtelle_ctuallr. Function-
Ing on any one of these dimensions is ultlmatex related to
functioning on the others. At the highest levels, these dimen-
sions are integrated in a fully functioning person, who is more
than the sum of these dimensions. He or she is a full and moral
being who is buttressed by a working cosmology that guides his
or her dev_eloi)ment and directs his or her world. If he or she
IS not Phgsmal y strong, he or she cannot protect his or her loved
ones. Ifhe or she |snotemo_t|onaIIY sensitive, he or she cannot
stand for what he or she believes. 1f he or she is not intellectu-
ally acute, he or she cannot advance his or her cause for the
actualization of people’s resources.” _

|t has become increasingly clear to me that it hardly matters
which theory is applied or which techniques are selected in mak-
ing a therapy hour helpful. Effective practitioners represent every
known thera‘oeutlc model. There Is evidence supporting the
efficacy of almost any set of interventions, techniques, and
strategies —from hypnotherapy and hioenergetics to the most
classical application of psychoanalxsw. o

|t does not seem to matter as much as we think it does whether
attention is devoted to presenting symptomatology or to under-
lying psychodynamics, whether the focus is on behavior, cog-
nition, or affect, or whether the therapist talks a lot or a little.
What does matter is who the therapist Is as a human being —for
what every successful healer has had since the beginning of time
Is charisma and power. He or she is perceived by others as in-
spirational and captivating. This is why “therapists” from the
era of Hippocrates and Socrates to the most influential practi-
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tioners of the past century have all demonstrated their effective-
ness by aprarentlydo!ng different things. In fact, Freud, Jung,
Adler, Sullivan, Reich, Lacan, Kohut, Ellis, Rogers, Peris,
Wolpe, Lazarus, Berne, Frankl, May, Erickson, and Haley have
all been dom? essentially the same things —that is, being them-
selves and allowing the force and power of their personalities
to guide what they do. All of the theorists invented styles that
made it possible to play on their strengths. All of them felt re-
stricted or dissatisfied by the methodologies they trained in and
therefore adapted their methodologies to fit their own unlc#ue
interests and values more closely. And this is true of all effec-
tive therapists. The furniture, the wardrobe, every facet of oper-
ation in a clinician’s office is designed to Prov_l e a de%ree of
comfort that allows him or her to be more fully himselfor herself,

In spite of all the different personalities that are found a.mong
therapists, from the *histrionic” practitioner who is dramatic an
exciting to the “compulsive” clinician who is methodical and per-
fectionistic, from those who are low key and easygoing to those
who are highly active and verbal, there are, nevertheless, vari-
ous attributes that most compleat therapists have in common.
It is this “essence” of the helping personality that will be delin-
eated in the following section.

The Impact of Personal Power

Perhaps more than any other single ingredient, it is power
that gives force to the therapist’s personality and gives weight
to the words and gestures that emanate from it, It was the In-
credible power that radiated from the luminaries in our field
that permitted them all to have such an impact on their clients,
students, and colleagues. Nobody would have listened to them
ifnot for their energy, excitement, and interesting characteris-
tics that gave life to their ideas. S
It is the ability to command and maintain a listener’s atten-
tion that makes a therapist effective. And yet the hardest task
of all for clinicians is to allow our unique personalities to show
through without lapsing into narcissism, “showboating,” exploi-
tation, and self-indulgence. It is the quiet strength that clients
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gravitate toward, not the feeling of being overpowered by some-
one who must constantly remind others of what he or she knows
and can do. So | am speaking here of a special blend of that
kind of power that is benevolent and understated, coupled with
a certain modesty and reticence in drawing attention to it. |
am referring to power in the spiritual sense, as the kind described
by Peck (1978, pp. 284-285) as that which “resides entirely
within the individual and has nothing to do with the capac!t?]/
to coerce others. ... It is the capacity to make decisions wit
maximum awareness. It Is consciousness.” o

Kohut ((119.71) speculated that it is the therapist’s “religious
fervor”and “inner saintliness” that exerts the strongest leverage
in influencing others. Throughout history, the most powerful
personalities were those who made the biggest impressions on
others” lives. This is true of the greatest philosophers, such as
Confucius, Plato, and St. Augustine; the greatest political think-
ers, such as Lenin, Gandhi, and Jefferson; the greatest religious
leaders, such as Mohammed, Jesus, and Moses; and the most
prominent therapists.

Freud’simpact on the development of psychotherapy was as
much the result of his formidable persona as his cogent writ-
ings. Here was a man with limitless energy who eschewed sleep
as a barrier to further productivity. He was the consummate
communicator —passionate, convincing, brilliant in his use of
the spoken or written word. He was a man of dignity and
supreme confidence. And coupled with his many innovative
ideas regarding the unconscious, dreams, sexuality, and human
development was his ability to inspire loyalty in others. Rarely
has an innovative thinker been able to attract a collection of
disciples who were so brilliant in their own right. That Jung,
Rank, Sachs, Abraham, Ferenczi, Adler, and even his own
daughter Anna eventually moved on to follow their own visions
is beside the point; they all drew their initial inspiration from
Freud’s example. And from exposure to Freud’s charismatic
?ower, his students and trainees were able to access the healing
orces of their own personalities. _

Power comes with the territory of being a therapist, whether
we like it or not. In the eyes of Clients, we are experts, gurus,
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magicians. Yet as we teach clients how to do therapy for them-
selves, there is a gradual transfer of power. This process is
described as follows by a beginning therapist who was discover-
ing for the first time just how this transformation takes place:

The factor that “saved us” in the therapeutic rela-
tionship was power. The client came to me with
the intention of giving me her power. She had an
array of various health professionals that she did
this with. Since | was the most significant gerson
in her life, she began reclaiming the pieces she had
given the other professionals so that she could de-
Pos!t them all with me. And | found myself in a
errifyingly important position in this woman’s life,
Week after week she came, trying to pry my hands
open so that | would grasp what she was offermg.
Each week, | would say, “No, thank you. My hands
are full and yours seem to be doing Tine, a_nywaY.”
It was intriguing, and frightening, to be in a rela-
tionship with someone who gave me all her power.
| would watch myself in those crucial moments;
time seemed to stand still as she waited to see what
| would do. It was truly amazing to think that |
could ask her to do anything, and she would readily
c_ompl¥. On one level, the part of me that has some-
times felt so powerless, | reveled in this control; but
at another level, I recoiled from this total power.

| stood firm in containing our relationship to a
therapeutic one. | deflected her “you-made-me’s,”
“you-saved-me’s,” ‘you-hurt-me’s,” and turned them
back in her direction. We rode the storm of her
anger at me because | wouldn't take responsibility
forher. We worked until she understood that she
could utilize me to work through her issues, but
| was not her issue. And months later, she did un-
derstand when | denied her complaint that | had
caused her to have a terrible week because | had
canceled a session. It was about two months later
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that she finally realized that | would never agree
to be responsible for her. She had arrived on the
verge of a crisis, and asked me what she should do.
| said “Change it!”, and showed her the door.

~ Today, she feels exhilarated by her sense of be-
ing responsible for her own life. ['shudder to think
of how we might have become enmeshed if | had
succumbed to the lure of the power she had so force-
fully offered me. Reflecting on what happened with
this client also makes it clear to me that, aside from
the problem of the client’s power being given to the
therapist, there is the concomitant risk to the ther-
af)_lst of gllvmg her own share of power away to the
client. I'learned it is our responsibility not only to
help clients keef) their power, but also for us keep
our own as well.

Personal power offers the leverage for clients to believe in
themselves, in their potential to counteract negative impulses,
in their ability to change Ilfelon%patterns of interaction. And
it is this same power that gives therapists the ogportunlty and
the capability to affect client perceptions and behavior.

Persuasion and Influence in the Therapeutic Encounter

~Inhis seminal work on persuasion and therapy, Frank (1973)
first postulated that throughout the ages, healers have been es-
sentlallx professional influencers. The earliest therapists —from
Stone Age healers who drilled holes in the skulls of the men-
tally afflicted to let demons escape, to the more scientific efforts
of H|Ippoc_rates, through the various religious, mystical, educa-
tional, philosophical, and scientific practitioners until the present
day —have all attempted to effect cures by persuading the client
to glve up some idea that was perceived as gettmg in the way,
and to adoi)t another conception of reality that the healer be-
lieved would be more helpful. _

Beutler (1983) views the therapist essentially as a “persuader”
who is skilled at getting a client to adopt his or her own assump-



80 The Compleat Therapist
tions about the world. 1t is the therapist’sJob to convince the
client to change maladaptive patterns, to adopt beliefs and atti-
tudes that are potentially more productive. Frank points out that
we are socially sanctioned and licensed by the state to persuade
clients they would be more satisfied, not'to mention more use-
ful to society, ifthey would stop inflicting damage on themselves
and others and adopt more constructive attitudes and behavior.

Most therapists would agree that clients would be better off if

They understood more about themselves, their functioning
and’ patterns, and their tendencies, fears, and goals.
They stopped feeling helpless and sorrr for themselves and
instead took more responsibility for their lives,

They were able to create greater intimacy in their lives and

allow themselves to experience more love, affection, and

sharing in their personal relationships.

« They stopped complaining about things they cannot con-
trol and focused their attention instead on what is within
their power to change.

 They were not so anxious, frustrated, confused, and/or

ﬂeplrtehssed, and they slept better and took better care of their

ealth.

To this list could be added several more individual favorites
of your own that are an implicit component of the assumptions
you try to persuade your clients to consider for themselves. If
Psych_othe_rapy is essentially a process of persuasion in which
he client is encouraged to give UR maladaptive attitudes in favor
of others that are deemed more helpful, then the most effective
therapists would be those who are most persuasive. That might
explain how it happens that these very persuasive clinicians are
so effective in convincing other therapists to subscribe to their
models of interpersonal influence. o _

All therapists are certainly ?une_ good at convincing their
clients that they should let go of their sgmp_toms and try some-
thln? else instead. If we are not only effective therapists —that
Is, effective in our ability to be persuasive and influential —but
also ethical professionals, then hopefully this “something else”
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we are asking the client to try is consistent with their own value
system and not an attempt to create surrogate selves as an ex-
pression of our own narcissism. _

All those who are potentially powerful —not only therapists
but also politicians, writers, and many others —need to be ex-
tremely cautious about how this persuasive ability is used. Truly
effective therapists are able to be influential in ways that allow
their clients much freedom. o _

While we may assume that needless suffering is best relin-
quished, clients should be free to decide for themselves what
is indeed “needless.” Is guilt or griefor anxiety useless if it serves
to help them work through pressing issues? It is the dialogue
and mutual sharing that take place within the therapeutic rela-
tionship that allows the participants to think, influence, and be
influenced in turn. For the clients are not the only ones who
change as a result of this intimate encounter; therapists are pro-
foundly affected as well by what clients bring to sessions. We
are touched by their pain and suffering, our own unresolved
issues are constantly probed, and we are also moved by our
C|IentS'jOY and wonderment. _

In this truly open encounter between people working so hard
to be honest with one another, therapists learn to be even more
persuasive by allowing themselves to be influenced by each and
every client.

The Spark of Enthusiasm

One of the keys to therapeutic success is the ahility to keep
the client continuously engaged, involved, and connected to the
Pr_ocess. The degree to which a therapist is able to elicit and main-
ain the client’s motivation is dlrecéy related to his or her own
level of enthusiasm. In the words of Beutler (1983, p. 28), Judg-
ing from the impact of therapeutic ‘enthusiasm,’ it may be that
‘If¥o_u are not engoylng therapy, you are doing it wrong.”
~ This excitement for living in general, and for doing therapy
in particular, is manifested in the clinician’s voice, posture, man-
ner, style, and presence. It could be said the object of any teacher
Is to stimulate interest in a given subject and then to allow the
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client’s intrinsic curiosity and natural drive to grow to do most
of the rest. _ . o _
Compleat therapists are perceived by their clients as passion-
ately committed to their profession. They are respected for their
commitment to a life in service to others. Bugental (1978} be-
lieves the ideal therapist draws a sense of personal identity from
his or her work: “I am not someane who ‘does psychotherapy’;
| am a psychotherapist.” This identity is infused in our soul.
Therapists are also admired for the excitement they exude,
the wonderment and insatiable curiosity they convey about the
world, about people, and about what makes us the way we are.
This enthusiasm 1s transmitted by the sense ofdrama in the sto-
ries we tell. 1t is communicated in the elation we can barely
c.ontaln_durlng a moment of stunning insight or shared connec-
tion. It is felt by the genuine caring we show, our intense desire
to be helpful. _ _ _
~ Like the best of the m}/stlcs and healers in previous centu-
ries, compleat theraﬁlsts eel a special sense of mission to han-
ish suffering from the earth —or at least that corner of it that
is under our influence. There is nothing more uplifting for a
despondent, disillusioned, distraught human being to encoun-
ter than to walk into a room and find someone waiting who radi-
ates light in a world of darkness, This enthusiasm and excite-
ment In the therapist’s manner becomes contagious. As if by
transfusion, the client too becomes more animated and hopeful
and enthusiastic about possibilities for the future.

The Value of Humor and Play

Enthusiasm, power, and influence all come together in the
therapist’s appreciation for and active use ofhumor. There are,
of course, many effective therapists who are quite solemn and
serious in their endeavors —so that it would not be quite fair
or accurate to insist that being witty is a necessity in order to
be helpful. But it usually helps. _

Madanes (1986, p. 5I) has said about the therapist’s sense
of humor: “What makes change possible is the therapist’s abil-
ity to be optimistic and to see what is funny or appealing in
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a grim situation.” Many other therapists share her belief that
taking oneself too serlousl¥ Is the cause, if not the primary fac-
tor, in most emotional suffering. The effective therapist can di-
|ute the client’s negatlvnr, pessimism, and hopelessness by in-
troducing a degree of playfulness to a depressing situation.
_Bergman (1985, p. 184) comments on how he is able to stay
vibrant and alive as a therapist: “When | am in a treatment ses-
sion, | am, of course, focused on helping a family change, but
| am also out to have some fun. Not only do I need to have
fun and be playful, but sometimes, if | can get away with it,
| also try to push the fun and play to joy. I'm doing this for
me, but | suspect there are also clinical spin-offs that work ther-
apeutically toward change.”
~ Bergman goes on to describe the value of humor and play
in therapy. Besides serving as entertainment and leading to the
shared joy of laughter, humor and play can

reduce tension and discharge enertgfy .

lighten affect from despair and suffering

provide intellectual stimulation

contribute to creative thinking

heIE keep things in Per_spectlve

make it easier to deal with the incongruous, awkward, and

nonsensical aspects in life o

* make it possible to explore forbidden subjects in less threaten-
ing ways

o express exuberance and warmth

» create a bond between persons sharing a joke

* parody some aspect of behavior for greater awareness

~ The therapist’s sense of humor, then, is a reflection of the
joe/, passion, creativity, and playfulness that are the hallmarks
0 anr interesting character. It 'is what makes him or her ap-
Rear ess threatening and more approachable. It is what allows
im or her to deal with intensely serious subjects over and over
again and still to keep a sense of perspective.
~Harper (1985) reports that having fun is one of his major goals
in therapy. People take their suffering all too seriously and need
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to let go of their dreary perceptions and replace them with others
that are more joyful. "I try to get some fun out of even basically
tragic, onerous, tedious, and unpleasant situations in and out
of therapy, and | try to pass on this approach to the people |
see in my practice. ... The central idea | model and teach is
to take responsibilities seriously, but get WhateverdJIeasure nos-
sible out of the process of so d.om(]]’ (Harper, 1985, P 10).
There are many anecdotes circu atm% around about the ex-
ploits of Milton Erickson, especially with regard to his creative
use ofhumor and psychological shock in therapy to break repeti-
tive dysfunctional patterns. One of these stories, related by Rossi
(1973{, describes a case Fre_sented by Erickson at a psychiatric
conference. While few clinicians would ever dream of going to
the extremes that Erickson (and the subsequent generation of
directive strategic therapists) was willing to try in an effort to
jar client defenses, the following case is an intriguing example
of the therapist’s creative potential. _ _
A couple came to Erickson in considerable distress over their
failure to have a baby, although there were no organic |mBedl-
ments and they had been trying for some time. The husband
and wife appeared quite stilted, formal, and ill at ease, becom-
ing even more so when trying to discuss their delicate problem.
In"their own distinctive style, the couple revealed their prob-
lem: “Because of our desire for children we have engaged in the
marital union with full physiological concomitant each night and
morning for procreative purposes. On Sundays and holidays
we have engaged in the marital union with physiological con-
comitant for procreative purposes as much as four times a day.
We have not permitted physical disability to interfere. As a result
of the frustration of our philoprogenitive desires, the marital
union has become progressively unpleasant for us but it has not
interfered with our efforts at procreation; but it does distress
both of us to discover our increasing impatience with each other.
For this reason we are seekln%our aid since other medical aid
has failed” $Ro_55|, 1973, p. 10).
~Inview ot Erickson’s indomitable sense of humor, we can only
imagine his amusement in listening to this presentation. We do
know, however, what he did. After telling the couple that he
might have a cure for their problem, he warned them it would
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involve a severe psychological shock. He then left them alone
for fifteen minutes to decide whether they thought they could
handle the proposed treatment that would be quite shocking.

On returning to the room, Erickson obtained their consent
and then prepared them for the “event.” He suggested they hang
tlﬁhtly to their chairs in anticipation of what he would say. He
also asked that they refrain from talklng to one another about
what they were about to hear. They should remain perfectly
silent until they were back in their own home. He then began:
“For three long years you have engaged in the marital union
with full physiological concomitant for procreative purposes at
least twice a day and sometimes as much as four times in twenty-
four hours, and you have met with defeat of your philoprogeni-
tive drive. Now why in hell don’t you fuck for fun and pray to
the devil that she isn’t knocked up for at least three months.
Now please leave” (Rossi, 1973, E 10). _

Similar to so many of the Erickson legends, this one, too,
had a happy ending. The couple was predictably shocked by
what they heard (as were the members of the psychiatric con-
ference, when the “F” word was used). Yet as soon as they ar-
rived home they fell to the floor in @ mad, passionate frolic.
Within three months the wife became pregnant. .

What is most instructive about Erickson’s cases are not his
often bizarre actions that most practitioners would have some
difficulty e_mplorlng, but rather his incredibly inventive, p!az-
ful, and original way of thinking about client problems. Eric
son became the prototype for the role of therapist as “wise fool,”
for as Gomez and O Connell (1987, p. 43) have explained, fools
are so internally free that “they can be masters of reconciling
contraditions, and can incarnate a living sense of wonder.” Effec-
tive therapists thus have the capacity to be tastefully and tact-
fully humorous in ways to disarm client resistance and help
clients face painfully serious issues.

Caring and Warmth

In whatever form and style it is manifested, clients feel
motivated to keep working on themselves when theg feel there
IS someone in their corner who genuinely cares about them.
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It does not matter how we show this caring —by being permis-
sive and indulgent, or firm in our I|m|t-sett|n3. Whatever mes-
sages we choose to impart, and however we decide to work, as
long as clients sense our commitment to them and feel our
re?ard, they will show increased capacities for caring for them-
selves. The reasoning goes something like this: (1) “This per-
son who is my therapist seems to me to be pretty knowledge-
able, qomget_ent, and a gooddjudge.of character”; (2) “The
therapist obviously likes me and genuinely believes I have a lot
going for me”; (3) “If the therapist thinks I am a pretty nice per-
son, and | trust this person’SJud?m.ent, then | must have a lot
more on the ball than | thought T did”; and (4) “I'd better start
treating myself like my therapist believes | deserve to be treated.”

A social worker who specializes in working with oppositional
adolescents finds that whatever else he does—confrontation, be-
havior modification, role ﬁlaymg, school interventions —the way
he shows his concern for his clients’ welfare has the greatest im-
pact. He describes how this operates in the case of one espe-
cially difficult child:

A couple of ?/ears ago, | began worklnfq with a
fifteen-year-old male who presented the following
problems: ;1) lying, (2) impulsive behavior, (3) poor
academic functioning, and (4) antisocial behavior
(car theft, skipping school, fighting, traffickin
drugs). _My work with this child was rather unsuc-
cessful in that our contact was sporadic and a true
relationship nonexistent, _
Due to continued acting out, he was placed in
a detention facility, where | continued to see him.
His first resEonse to_mr continued involvement was
one of shack, especially since we had never devel-
oped a relationship when | saw him in my office.
e initially remained rather evasive and knew how
to say the right things. On a leave from the pro-
?(am, he was involved in using a gun trying to
righten another person, after which he was returned
with more serious charges. When | went back to
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see him, the first change was his attitude toward
me. Several times he made a point that | had not
given up on him, giving him a sense of positive im-
Bortan_ce. He became more open regarding his P_ast
ehaviors, relating them to anger and frustration
due to past family experiences. As his parents be-
came involved in treatment, communication im-
proved with them; he became more willing to ac-
cept responsibility for his actions. Initially, the boy
was only able to talk with me about his feelings
reg_ardm?_ his parents, and the parents to me about
their fee |n%s toward their son. Eventually, they
were brought together in family sessions and they
got_ alofn_g quite well. He is now back at home and
oing fine.

When | ask myself what happened with this boy,
| really don't think it had much to do with my in-
terventions. One clue was found on the enveIOﬁe
to a letter he wrote me. It was addressed to: “The
Best Man on Earth.” This boy, who had been
Bushed around his whole life, turned things around

ecause there was one person in his world who
really cared about him.

Guy 81_987, p. 294) believes that what distinguishes the truly
outstanding therapist from those who just go through the mo-
tions is something more than skill and expertise: “He or she pos-
sesses a deep sense of caring and compassion that results in a
level of empathy and sensitivity that touches others in very ex-
traordinary ways. . .. There is a resultant transcendence which
enables these special individuals to accomplish the ‘|mFoss|bIe
thing’. . .. Whether in session or on vacation, the fully inte-
grated therapist constantly shares his or her senses of ﬁerspec-
tive and worldview. A personal passion for psychic wnoleness
is incorporated into nearly every encounter, not because of an
ungontrollable drive, but'due to a genuine sense of mutuality
and caring.”

More tr?an all the techniques and expertise, all the wisdom
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and perceptiveness, being a genuinely nice person makes a ther-
apist helpful. This isa human belr_lfq who, for whatever reasons,
is liked by others. It makes little difference which specific quali-
ties are evident—whether he or she is a lovable, huggable figure,
a crusty eccentric, or a somewhat controlled and restrained in-
dividual. Ifthe therapist is perceived by clients as “nice,”he or she
Is almost certainly going to be trusted, admired, and listened to.

Credibility and Confidence

Therapists who are perceived as confident and credible pro-
duce positive results. Period, And if they are viewed as being
slgglg-ﬁc)ongruent and genuine, all the better (Orlinsky and Howard,

So what do therapists who have credibility and confidence
look like, and how do they act? They are people at ease with
themselves, natural in their gestures and movements —as if ev-
ery part of them is an exgressmn of an inner core that is sat-
isfied and self-assured. They are comfortable in their bodies;
with their words and nonverbal cues, they communicate that
they know who they are, where they have heen, and where the
are going. Their sense of their own worth allows them to read-
ily admit their confusions without losing any credibility. It is
the ultimate in confidence to disclose that you do not know what
|fs %omg on but feel reasonably certain that eventually you will
ind out.

Credible, confident therapists can back UP their optimistic
predictions and assurance with definite results. AnY.body can
pretend to know what he or she is doing, but the ultimate test
I to deliver what has been implicitly promised. Credibility comes
from doing what we said we would do—even if that is quite sim-
ply to listen. Good therapists convey the impression that:

| like myself.

And [ like you, too.

| know what I'm doing.

I've done this many times before.
| can help you.
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If these are the promises that initially help therapists project
confidence, they sustain their credibility by living up to the con-
tract. When our interpretations are mostly on target, when we
have demonstrated through empathic resonance that we have
heard and understood what has been said, when we prove that
Wwe are trustworthg, cqmﬁetent, and ethical professionals as well
as warm and authentic human beings, then we make a differ-
ence.

Warmth and genuineness are what moderate the perception
of arrogance. For when we go too far, it is when our sense of
self-assurance becomes so self-involved, so intrusive, that all per-
spective on reality is lost. The blending of confidence with hu-
mility creates a competent, confident human being, but one with
doubts, confusions, and limitations that do not mar the overall
image! The client feels as ifhe or she is in the presence of some-
one who is indeed quite special —someone who certainly has ex-
pertise and integrity, but more than that, someone who is so
matter-of-fact about these attributes that they never need to be
overtly mentioned. They are part of who the theraplst Is, and
this confidence allows him or her to make the client teel special.

Patience

Clients do not come to us in a vacuum. They usually have
a long history of being aided in life by well-meaning helpers.
These may include the kindergarten teacher who “helped” them
learn self-control by rapping their knuckles and scoldln? them
in front of their peers. It may include their parents’ efforts to
teach them to swim by throwing them into the deep end of the
pool. There have been thousands, perhaps millions of other “les-
sons” from their parents, relatives, friends, teachers, ministers
or rabbis, neighbors, and a host of other sources, the least of
which may have been other therapists. Clients have thus learned
a great deal, but always with certain side effects that inhibit learn-
ing in the future. They come to us with these defenses, resis-
tances, traumas, scars, and malada[)_tlve patterns, as well as with
whaht_eve.r presenting complaint motivated the desire to seek help
at this time.
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Doing good therapy involves not only the_W|II|ntI]ness and ca-
pacity for acting decisively when the situation calls for it, but
also the act of not actlnﬁ when that is what is needed. People
need time, at a pace all their own, to integrate new learnings, to
build courage to experiment with new behaviors, to make sound
decisions, and to work through their reluctance, apﬁ_rehensmns,
and fears. We are asking them to give up something, an old
ally, a friend who constantly gets them in trouble but a lifelong
friend nevertheless, before they feel equipped to try something
else that might work better. So we have to wait until they are
utterly convinced there is nothlr]rq worse, that life is so awful
the war it is that the only possibility for salvation is to try any-
thing else other than what they are currently doing. And this
can take a while. _ _

_Effective th_erapK moves at the pace of the client, not the cli-
nician. Effective therapists are able to demonstrate a level of
patience that supercedes their own needs to see observable move-
ment and progress. They do this by tolerating the pauses and
silences, allowing the client to assume rESﬁOHS!bIH'[_y for move-
ment and content. They accept wherever the client is, not need-
ing him or her to be different. And finally, they are not only
patient with clients, but patient with themselves.

Of all the qlualltles that are ﬁart of being a compleat ther-
apist, | struggle with patience the most. It is because | am not
very tolerant of my own reticence that I have such a hard time
waiting for clients to move at their own pace. Sometimes, it
seems, | make the most brilliant interpretations that go unac-
knowledged. Sometimes, | do think | know what is best for a
client—but try as I might to push, he or she will not budge un-
til the time is right. S _

Rick was miserable working in his family business. He felt
as though he would never be his own person as long as his
father —a man who ruled harshly and un org_lvmgily —held him
under his thumb. Rick could not respect himself under these
circumstances, yet he could not bring himself to escape. “The
Problem seems simple enough,” I ventured. “What will it take
or you to be able to walk away and start your own life?”

When he informed me that what he primarily needed in ther-
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apy was a little push, 1 accommodated him. We sgent the bet-
ter part of several weeks making preparations for him to make
his move, and because his course of action seemed so clear at
the time, | neglected a more lengthy and time-consuming process
ofgettlng to know him and learning about where he came from
and how he got to where he was. The man wanted s_uinort, and
| was chomping at the hit to give it to him, especially since a
few of my other cases were dragging on for years with no im-
mediate end in sight. Here was an opportunltY in which I could
make a difference quickly, and that, after all, was why | be-
came a therapist—to fix other people’s problems, since as a child
| felt so impotent with my own. _ _

“Rick was persuaded (or | suPpose.I convinced him) to leave
his father’s company and go off on his own to live happily ever
after. Six months later he ended up back with his family busi-
ness, more miserable and discouraged than ever. Then we be-
gan the more difficult task of trying to unravel some of the other
Issues that were at stake for him.

It was impatience that was the downfall for both of us. We
wanted instant results—he, an immediate relief of pain, me,
a quick cure to appease my own need to feel like a potent healer.
Yet, only a few months earlier, I lost a client because | proceeded
too cautiously. How could I ever find this balance?

Perhaps the outcome of all therapy comes down to this: either
pushln% too fast or too slowly. Clients give up when they either
do not feel any structure, direction, and motivation from their
therapist, or when they feel so much it goes beyond the threshold
of what they can tolerate. So the trick is to be patient without
being passive, to bring pressures to bear on the client, but only
as much as can be handled at any moment.

This balance is very much like riding a bicycle, where we
have to make innumerable minute adjustments every second
to ensure that we stay upright and keep pedaling forward. When
we feel the client drifting off, fading away, and feeling discour-
aged, we turn up the heat a bit with an interpretation or con-
frontation we believe he or she can handle. Now we have the
client’s attention again —his or her continued curiosity and com-
mitment. Then we sense the client’s fear; we can feel him or
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her bolting. And so we turn down the heat a notch. We offer
encouragement and support. We stay with the client’s feellng?s
for a while. When the client lets us know he or she can handle
a little more, the cycle begins anew, a little at a time.

Acceptance of Imperfections

In an analysis of fifty-eight personal accounts of critical inci-
dents that shaped the development of counselors, Cormier (1988)
found the most common theme to be the usefulness of mistakes
and failures as an impetus for growth. This was also the central
theme of a previous volume in this series on how therapists are
able to accept their imperfections, to remain Oﬂen to process-
ing their mistakes and misjudgments, and to use them as a means
%g]g%reasmg their effectiveness in the future (Kottler and Blau,

Yalom (1989), for example, experienced a breakthrough with
a seriously disturbed client by freely admitting to a miscalcula-
tion in comparing her to the homeless. Later, while he and the
client were analyzing what had been the turning point in their
work.togiether, she confided that it was something very simple,
seemingly inconsequential, but very significant to her:

~ “What precisely,” | asked, “was helpful to you
in our last hour? At what moment di ?ou begin
to feel better? Let’s track it down together.”

“Well, one thing was the way you handled the
crack about the homeless. | could have used that
to keep punishing you —in fact, | know |'ve done
that with shrinks in the past. But when you stated
in such a matter-of-fact way what your intentions
were and that you had been clumsy, | found |
couzlgg]’t throw a tantrum about it” [Yalom, 1989,
p. 220],

'S0 what helped Yalom to reach this particular client was his
willingness to confront his own stupidity. As Welles (1988) has
so convincingly demonstrated, history is replete with examples
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of supreme stupiditr that have caused tremendous damage be-
cause of people’s failure to admit mistakes and learn from them.
He cites as a representative example the case of World War |
?enerals who kept initiating frontal assaults because they be-
leved that their strategy was perpetually sound; it was the exe-
cution of their plan that caused so many casualties. _

This is, of course, the same reasoning that permits therapists
to persist in applying their theories and Interventions in the face
of irrefutable evidence that client functioning is rapidly deteri-
orating. Ineffective therapists tell themselves: “Thereis noth-
ing wrong with the approach | am f_oIIowm%, nor with the way
in which 1 am using it. Therefore, it must be the client’s resis-
tance/stubbornness/pathology/lack of motivation that is sabotag-
|n% progress. With sufficient time and patience, surely the client
will come around.” N

In his review of the hlst_orr of human stupidity, Welles con-
cludes that failure is essentially a corruption of learning in which
input becomes selective, feedback inaccurate, perceptions skewed,
and cognitive schemata inflexible. When people are unable to
recognize their errors, check results against expectations, and
modify their behavior, unsuccessful outcomes occur.

Effective therapists remain successful much of the time be-
cause they are open to examining their errors instead of finding
wa>{<s_ to disown them. Rather than blaming client resistance or
making other excuses for things not going the way they were
Blanned, they accept their limitations, the inevitahility of things

eyond theircontrol, and they work hard not to repeat the same
mistakes. o _

Consider, for example, the clinician who is so threatened by
the possibility of failure that he or she practices defensively and
never takes risks—preferring a safe, predictahle, benign treat-
ment that will not help all that much, but that will not hurt either.
When the client does not improve, it is because of “resistance,”
“family interference,” “ﬁoor motivation,” “unconscious sabo-
tage”—anything other than the therapist’s own behavior or at-
titude. And because this stance does not allow for accepting the
possibility of failures, such a therapist is destined to repeat them.

The best practitioners in any discipline are always those who
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can identify their weaknesses, recoEnize when they are imped-
ing progress, and find ways to work around them. This is true
of teachers, athletes, engineers, or philosophers. When Bertrand
Russell —ex-mathematician and philosopher extraordinaire —
turned to education as his next challenge, he discovered that
he was a dismal failure at running a school. His idealism, poor
business sense, self-absogatlon, and constant phllande.rln_? made
him a poor educator and administrator. And yet this ill-fated
venture that plunged him hopelessly in debt became the impe-
tus for him to develop as the consummate public communica-
tor. Russell recognized he could not keepl_ﬁ).ace with the intellec-
tual rigors of his Oxford contemporaries. His best works on logic
and mathematics had been published decades earlier. So he
turned his formidable talents as a writer and speaker to popu-
larizing philosophy for the masses, to introducing the average
person to the values of philosophical inquiry. B?/ recognizing
what he could not do any more —that is, construct logical models
of human thought —Russell turned instead to what he could do
well: explain the works of other philosophers. His weakness,
once acknowledged, allowed him to concentrate his powers in
areas of his greatest strength. .

In the most popular of all his works, a primer on the prob-
lems of philosophy, Russell, ([1912] 1959, p. 161) closed the
book with a summary that can be applied to the work of the
therapist as well: “Philosophy is to be studied, not for the sake
of any definite answers to ifs questions, since no definite an-
swers can, as a rule, be known to be true, but rather for the
sake of the questions themselves; because these qualities enlarge
our conception of what is possible, enrich our intellectual imag-
ination, and diminish the dogmatic assurance which closes the
mind against speculation; but above all because, through the
greatness of the universe which philosophy contemplates, the
mind also is rendered great, and becomes capable of that un-
jon with the universe which constitutes its highest good.”

The therapist who discovers, like Russell, that there are cer-
tain areas of his or her craft that are troubling—perhaps a
difficulty with confrontration, or working through transference
conflicts, or taking too much responsibility for client growth —
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can learn with honest self-scrutiny and supervision to improve
these skills and work around any problems. .
| 'am struck, for examgle, by how many times my work with
clients becomes impeded by my intense need to be liked by every-
one all of the time. | have worked on this issue in personal ther-
apy and supervision on and off for decades. And I suppose |
have made some progress: now when a student writes a poor
course evaluation or a client “fires” me, it only sends me into
a tailspin for days instead of weeks, I am certain | will continue
to.strquIe withthis issue all my life. But meanwhile, my work
with clients occasionally suffers because my own need to have
them like me gets in the way of dom? some things that need
to be done. Forinstance, I catch myselfoverreacting to any act-
ing out on the Part ofan angry client. | tell myselfon the inside
that it is onlyra ransference reaction, but | still take it per_sonaII_Y.
| act hurt. The client apologizes and backs off. And this fertile
area of exploration becomes closed off. Now, knowing this about
myself, but still unable much of the time to stop my own issues
from getting in the way, | have learned to work around them.
For one thing, | can now very reliably catch myself doing this
and can thus take steps to deal with it in the session so that we
can work on the client’s transference issues or perha_ﬁs even
genuine anger toward me. This is not where | would like to be
with this issue; eventually I would like to work thls_through more
fully. But in the meantime, | can work around it, and accept
(or try to accept) this imperfection in myself. o
There is a tremendous advantage to knowing the limitations
of what we are able to do. There are some instances in which
no matter what form and style of psychotherapy is practiced,
the client is not gzomg to significantly improve. Effective ther-
apists are good at recognizing when they are being ineffective,
when their efforts are not working. They are knowledgeable in
general about those kinds of disorders that are very resistant
to treatment b t_h_erapP/ alone. They are able to recognize these
cases and the futility of proceeding with interventions that both
the client and therapist realize are not much help. After several
months of working with someone who has bipolar features or
obsessive-compulsive behaviors or panic disorder that does not
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seem to be improving, the clinician will reach out to a medical
colleague for consultation, - o

This willingness to ask for heIP IS an important trait in com-
Pleat therapists. They are successful because they recognize what
hey do not know and cannot do, and because they have an in-
tense desire to learn more through continued training, super-
vision, and peer consultation. If at some time every week (or
every day in some cases), therapists do not feel stuck, at a loss
as to how to proceed, confused and unsure about what is hap-
pe_nm% with clients, then they are probably neither very honest
with themselves nor very open to confronting the limits of their
capabilities.

The Key Importance of Sensitivity

One thing that therapists can do better than most people, and
good therapists can do better than lousy ones, is observe nu-
ances in human experience and communication. So much of
what we do is to attend to the client’s “felt sense” of what is go-
ing on inside. We listen intensely to the words that are spoken,
mterFretlng surface and underl;gmg meanings. We observe
closely what clients do and say they do in the outside world,
connecting these actions to our knowing of what they are like.
In short, we do everything within our power to be what Rogers
called empathic —the extraordinary sensitivity to whatever another
person is experiencing at any moment. It is complete under-
standing W|thoutju_d?ment. _

The 1deal therapist has, according to Bugental (1978), de-
veloped, trained, and polished sensitivity above all other attri-
butes. Sensitivity is quite simply the use of all our senses gn-
cluding intuition) to attend to whatever is happening: “That
sensing is like a fine instrument, capable of picking up clues
that the average person might not register: nuances of mean-
ing, intonations of voice, subtle changes of facial expression or
body posture, hesitations, slips of speech, and all the thousand
and one subtle expressions of a person in the midst of life”
(Bugental, 1978, p. 41). _ o

One client, who has ‘seen her fair share of therapists in her
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life, reviewed what the various practitioners did or did not do
that she found espemallfy helpful. For her—and most clients
would heartily agree —effectiveness was based primarily on the
therapist’s capacity to be sensitive. In her words:

| am remembering the therapists | have seen. First
there was Dr. L. with this big desk and his aquar-
jum and his couch that | refused to get near. He
was lifeless and boring and our relationship was dry
and sterile. | suspect one must be sensitive in order
to be intuitive, and Dr. L. was far from sensitive.
His favorite intervention was to harangue me for
not having assumed my husband’s name. He did
understand the place of power in the therapeutic
relationship, however, and its place was s%uarely
in his hands. “See what I've done for you?” he was
actually heard to say. | laughed in astonishment
and walked out of his office.

Years later, a fresh start with Dr. D. | see now
that he understood something about being sensi-
tive. He asked me to call him by his first name,
and he let his own personality show through. He
was warm and pleasant and %ave me the sense that
he really liked me. Looking back, | recognize that
he used exquisite sensitivity in his work because he
had an excellent sense of timing—he knew just
when to say the right thlng. _

And then there was Dr. S. Here was a therapist
totally nourished by her sensitivity, totally alive in
her powers of perception. | see now that about 90
Percent of what she did for me, and with me, came
rom her skill at being incredibly sensitive. She
created an atmosphere of expectancy in which | was
caught ug in knowing that breakthroughs were im-
minent. She somehow knew just how much | could
handle at anY moment in time. It was a pace of
growth that 1 had always longed for, | soared. |
stretched. | changed. And after a while, | noticed
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that somehow, somewhere along the way, | too had
learned to be extraordinarily sensitive.

~ All'of the best qualities ofthe compleat therapist are contained
in this last description. Sensitivity embodies all of the intangi-
ble dimensions of the therapist’s personality —the power, the
kindness and caring, and especially the ability to read accurately
what s hapPenlng. _

Effective therapists are excellent observers of behavior. They
see, hear, and sense things that are not accessible to the un-
trained or unaware. They find patterns out of chaos, structures
out of apparently unrelated events. They are witnesses who are
able to see things as they are, who can recall sPnlflcan_t details,
and who can make sense out of a jamboree of confusing data.

A good therai)lst can see that the emperor is not wearing any
clothes, and will not hesitate to tell him so: “I notice that it’s
hard for you to stop talking. Each time | attempt to respond
to you, you do several things. First, you gesture with your hand.
Second, you take breaths in the middle of your statements, as
if you are afraid that if you paused at the end of a sentence,
you might not be allowed to finish. It is as if you are com-
municating with your whole being that you are not used to be-
mgrheard or allowed to speak freely and completely.”
~The sensitivity that allows a therapist to perceive subtle dimen-
sions of a client’sbehavior is useless without the caﬁamty_ to make
sense out of what it means. The qualities of a therapist’s per-
sonality are certainly important; but so are the distinctive wazs
in which we process information and the ways in which we make
sense of the patterns we can recognize.



Chapter Five

How Therapists
Perceive, Think, Sense, and Process
Their Experiences

There was a time, long, long ago, when | was so anxious about
doing psYchotherapy, and so enamored of its complexity, that
| was able to stay present with most of my clients practically
all of the time. Sessions seemed over in a matter of a few brief
moments. | was able to focus my concentration so totally on
what clients were saying and doing that |, as a separate being,
ceased to exist. | became so immersed in the activity of doing
therapy, so intrigued by all its nuances, so fascinated by the
experiences of my clients, that I could never have dreamed of
leaving the room for more than a moment or two.

It is now many years later, and | notice quite a different
phenomenon occurring: there is not a single client | see with
whom | do not, at periodic intervals, tune out what ther_ are
saying and go off into my own mental world. Most of the time,
these are eretm%.momelnts —flash images that are provoked by
something the client said or did. Yet with some clients who 'l
find espemaIIY.dlfflcuIt to be with, I leave the room more often
than | would like to admit. 1 am, of course, uncomfortable about
these self-indulgent lapses that, while excusably human, are
nonetheless unprofessional. | feel guilty that | am paid to listen
to people, to give them my undivided attention, and sometimes
| only pretend to fulfill my end of the contract. And | am curious
about what this behavior, these trips inside my mind, say about

99
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me. | wonder what other therapists do inside their heads when
they are not attendmg to the business at hand. Where do other
therapists go when t e¥ leave the room?. _ _

~ The whole subject of what goes on inside therapists’ minds
IS 50 interesting —not just when we are off into personal rever-
les, but more so when we are really hummln% along with a client,
tracking speech patterns and nonverbal behavior, interpreting
underlying meanings, sorting out and making sense of what we
see, hear, feel and sense. And there is a distinctive way that
therapists who are most effective in their craft are able to use
their brains—a cognitive process that is both rational and in-
tuitive, focused Yet flexible. In short, professionals who are good
at helping people resolve their difficulties are able to think in
a multidimensional mode that transcends disciplinary bound-
aries. They stretch beyond conventional rea_sonl_nF in wa¥s that
allow them to discover patterns, apply their skills and knowl-
f‘d e, andd perceive things that are nvisible to all but the en-
ightened.

Multidimensional and Multidisciplinary Thinking

So much of what constitutes good therapy involves under-
standm% and explaining complex, abstract phenomena in more
comprenensible terms. Most of our useful theoretical concepts
were derived from ideas borrowed from allied disciplines; these
ideas were then translated into instructive metaphors for our
OWN purposes. o

Freud likened the psyche to the biological S}/stems he was most
familiar with, He relied on the literature of Shakespeare, the
philosophy of Nietzsche, the science of neurology, and the in-
vestigative methods of anthropology to visualize the concept of
the unconscious as a place to excavate layers of awareness.

S0 many other concepts —such as homeostasis, systems the-
ory, even the now common idea of “feedback”—are the result
of a cross-fertilization between the sciences, the arts, and our
own discipline. Theoreticians and therapist trainers such as Rollo
May (1986, p. 215) have Bropos_ed_ for many years that clini-
cians could best be trained by majoring in the'humanities rather
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than in.psyc_holo%y as undergraduates, since “it is the humani-
ties which give them the mrths and symbols with which each
age sees and interprets itself.” The study of history, literature,
the arts, and philosophy prepare the student for understanding
the gast and future. o o
The best clinicians are thus intimately familiar with fields
other than our own. They are fluent not onIK in the languages
ofpsychopatholo%y and developmental psychology, but of bio-
chemistry, and other social sciences, and the humanities. Within
the d|50|ﬁ||ne of phl|080th alone, therapists must be familiar
with each specialty. We delve into the realm of metaph)ésms by
attempting to formulate notions of universal reality, ofhow the
world works. We are students of ontology in that we hope to
discover for ourselves, and to facilitate in others, the basic struc-
ture and meaning of existence. Ethics, of course, plays an im-
ﬁortant role not only in guiding professional conduct, but in
elping the client answer the questions, “What is right for me?”
and “What ought I to do?” Logic is the basis for the scientific
method and sound reasoning that are so much a part of clinical
diagnosis and decision making. Finally, epistemology is that
branch of philosophy concerned with the nature of knowledge.
The pursuit of knowledge is of course central to almost every
aspect of our enterprise. -
Therapists think in multiple dimensions, constantly shifting
from the concrete to the abstract and back again. One minute
we are using a mathematically sound system of logic to reason
through possible cause-effect relationship, and the next we are
spinning a complex metaphorical tale to symbolize instructive
concepts. From there we maK drift to the principles of develop-
mental stage theories, and then to a discussion of themes in a
particular move or hook. Finally, we move back into the realm
ofthe sciences when we explore physical symptoms or medications.
Consider, for example, the case of a client manifesting sgmp-
toms of anxiety. Initially, we might conceRtuallze the problem
in functional ferms: How is the problem helpful to the client?
What is the discomfort drawing attention to that the client has
been avoiding? What are the symptoms communicating? W hat
do they represent or symbolize?
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We next move from the functional in our thinking to the prag-
matic. We start collecting specific information that might be use-
ful. “When do you feel most anxious?” “What is it like for you?”
“When did the symptoms first begin?”“How do you and others
react?” “What have you tried so far to co#)e_wnh the problem?”

~From this point the therapist can shift in a dozen different
directions, depending on particular specialties and interests.
Perhaps a discussion will ensue based on the therapist’s devo-
tion to cognitive/linguistic considerations: “What do you tell
yourselfabout the problem?” “How do you talk to yourself when
you first become aware that you are feelw anxious?”

An interest in history can play a part: “Who in your famllr
has had a similar problem?”“Have you ever had a similar feel-
ing before?” Perhaps there would be attention to biological fac-
tors: “What happens in your body when you feel anxious?” “What
effects have various medications had on'your symptoms?” Liter-
ature might be brought into the session, or at least metaphors,
stories, and images that have been drawn from films, the theater,
or books, to highlight a certain point: “Perhaps you recall from
your college days in the sciences that the body reacts in protec-
tive ways even when it misinterprets the perception of danger.
The sympathetic nervous system is at work creating the sweat-
ing, rapid heartbeat, and adrenaline rush that scare you so
much; 1t does so because it is overreacting to cues that it thinks
are Ilfe-threate_nlng and is therefore preEarm rou to run or fight.

~The therapist has now shifted back and forth between dis-

ciplines and dimensions, constantly drawing on all of the wis-
dom at his or her disposal. Just how broad that base of know|-
edge is will determine the degree of creativity that is possible
and the number of choices that are available in the selection
of an intervention or course of action.

Searching for Patterns

~ The multidimensional and multidisciplinary perspective that
Is part of the effective therapist’s style of thinking allows him
or her to take in a vast assortment of information and process
It in such a way that it can be organized, interpreted, and acted
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on. There is a scientific training component to the education
of most thera‘plsts because of the beliefthat it teaches us to think
more logical g while reducing biases (Arkes, 1981: Turk and
Salovey, 1986). This, in turn, is supposed to facilitate objec-
tivity in clinical reasoning and to control excessive subjectivity
that is often seen as an impediment to successful outcomes.

Most training programs favor models that teach clinicians
to function like behavioral engineers—learning to be familiar
with structures, materials, and Interaction effects. However, un-
like the scientist who is concerned with verified truth and the
discovery of new phenomena, the thinking processes of the effec-
tive clinician lean more toward the utility of gathering infor-
mation: “A scientist uses the results of experiments as a step-
pingstone to refine the underlying theory and to formulate new
questions. A clinician usually sees her task as completed when
zigtgzaerape%l)c option has been effective” (Kanfer and Schefft,
~ Therapists seek to apply scientific Prlnmples, combined with
intuitive flashes, in the discovery of forms and patterns that
emerge as part of the therapeutic process. We do this by draw-
ing connections between things that were said or done earlier
on the one hand and current events on the other, identifying
thematic elements in the content of sessions and tracking the
sequence of events. So much of the cognitive activity inside a
clinician’s mind consists of a series of judgments (Brehm and
Smith, 1986; Gambrill, 1990). Should 1 do this or that? Is this
person psychotic or suicidal? What would be most helpful right
now? How am | doing so far? o _

Clients present themselves and their stories to us in a way
that has some meaning, however disguised it might be. As we
listen carefully, and watch the process unfold, we are constantly
trying to do two things simultaneously: stay with the client in
the present moment without judgment, and make continuous
evaluative decisions in our minds with regard to organizing and
making sense of what we have heard.

Piaget offered us the concepts of assimilation and accommo-
dation to describe cognitive functioning during information
processing. That which cannot be assimilated into existing sche-



104 The Compleat Therapist

matic structures must be accommodated by the creation of new
categories of understanding. Someone who could overhear the
inner \_/vorklngrs of a therapist’s mind would hear a lot of ques-
tions like the following: What is this similar to that I have seen
before? How does this fit, based on what | already know about
human beings in general and this person in particular? What
is the bi P_lcture of which this is only a small part?

This distinctive style of process patterning is illustrated in the
following case. A woman returns to treatment after a year’s ab-
sence; earlier she worked on issues of marital adjustment for
six sessions. (What is she doing back again?) She reports that she
would like help with a particular problem that is disturbing to
her. (Why now?) Although she has no difficulty drlvm%_her car
anywhere in the city, there is one particular stretch of highway
that causes her tremendous anxiety and discomfort. (I wonder
what that means?) _ _

As we get into things further, she brings up other issues —
her job dissatisfaction and lack of direction in her life. (What
is the connection of these issues to her presenting complaint? What is the
meanin? of that special section of road?) | ask her to describe that
part of the highway: “It has very high walls, almost as if | am
driving through a tunnel. There’s no exit for several miles in
any direction. It’salso located real near where my parents live.”
Aha!

F Th)e client reports her family historé as unremarkable: “Grow-
ing up was just like Leave It to Beaver. Both my parents are great.
We've always had a good relationship.” (What is she not telling me?)

We move along, and as our relationship progresses, she
casually mentions that she can now drive on that stretch of
road with minimal difficulty. However, now she reports she has
trouble sitting in restaurants. (There is a pattern here. But what is
the connection?) We explore issues related to her poor self-esteem
and what it means to her to feel closed in bY’ walls or trapped
in a place she cannot escape from. She realizes the extent to
which she seeks the apdproval of others for every decision she
makes. (What does she do to seek my approval?)

Her latest issue is related to fears about a lump her doctor
found in her breast. It is apparently benign, but the doctor wants
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to do a biopsy anyway. Should she get a second opinion? She
seems unduly concerned about what is appropriate. She con-
sults the opinions of everyone in her world and carefully relates
each one of their reactions. (Wait a minute! Something is missing.
SheI haskaﬁked everyone what they think —everyone but her mother.)
ask her.

Anger._Tremendou_s rage.
~And, finally, out with it: her mother has never trusted her
judgment. Asa child, her mother protected her utterly and com-
Eletely. She learned not to trust herself or her own opinions.

verything was done for her, and anything she tried to do her-
selfwas undermined. As an adult, she feels incapable of taking
care of herself or makln% her own decisions —the source of her
symptoms and poor self-esteem. o N

| present this case precisely because it is so familiar to most
of us. It illustrates the process of how we think durm? the ther-
apy process: listening, sorting, framing, adding, deleting, or-
ganizing, compiling, trying out different approaches. There were
many hints during the therapy process that could have hIEh-
lighted the patterns of this woman’s issues. And it only takes
a few key pieces for the puzzle to reveal itself.

Would a dozen other therapists working with this client have
reached the same place? It is doubtful, because there are so many
possible explanations that could account for her problems and
so many different ways to think about them. Nevertheless, all
therapists think in terms of themes, patterns, and structures,
even if we do not agree on what they should be called. If we
are skilled at teaching the client about the therapy process, we
do not even have to be the ones to discover the underlying struc-
tures; the client is fully capable of doing so herself or himself.

We attempt to teach clients to think in a special way, to look
for recurrent themes, common denominators, significant fac-
tors, essences, and patterns. We ask clients to pay attention to
the process that is unfolding in our relationship, to their feel-
!n([;s toward us, to their style of communication, to the way they
interact with us. 1t is the 'mutual understanding of these struc-
tures, sequences, and patterns that forms the basis for much
of the therapy (Rothenberg, 1988).
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Rice and Greenberg (1984) describe the principles that un-
derlie the therapist’s discovery of process patterns. The ob{]elct
IS to recognize recurrent phenomena—those episodes, that while
not identical, occur with regularity in most therapy work. These
include transference reactions, resistance, and moments of in-
sight. The particular incidents that are studied in depth and the
phenomena that are exglored most fully are chosen on the ba-
sis of one’s operatln_(}; theory of change.

Clinicians give different weight to the importance of some
client behaviors over others. There is a template overlay in the
minds of most therapists, guiding us as to what to look for, what
Is significant, and what usually unfolds. While this operating
theory can be helpful in signaling us what to watch for, it can
also be a hindrance. o

Spence (1982), a dedicated psychoanalyst, finds his or any
general theory to be confining in that established rules of prac-
tice limit our ability to see things as they really are. This Is be-
cause we are so busr trying to find patterns that we expect to
see: “To the extent that the analyst Is guided by certain kinds
of presuppositions, he will tend to understand the material in
amore restricted fashion. He is handicapped in his task of con-
structive listening by the search for certain kinds of universals,
and if some of these universals never appear, or appear in some-
what different forms, he is handicapped even further. He may,
for example, miss the interpretive opportunities of the moment
Whlg'%%’\)lamng for some vague shape of the future” (Spence, 1982,
: How does one operate in unknown territory without any sort
of map? How does the therapist work in the mysterious, am-
biguous, confusing maze of human suffering without some idea
of general %mdelmes regarding origins, causes, and antidotes
for the problems? o .

In answer to this dilemma, Spence (1982) feels it is crucial
for a therapist to be a “pattern finder,” not a “pattern maker”
who is inclined to create reality from a biased interpretation of
the facts. He explains that because the “truth”that clients describe
as their exRerlen_ce is not really what occurred, and because the
truth the therapist hears is not really what the client said, more
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and more de%rees of distortion occur hetween narrative and
historical truth. Those therapists who are able to use their the-
ories as rough outlines rather than exact blueprints for what will
emer%e are able to exercise the degree of flexibility and open-
ness that is needed to become a more accurate observer of reality.

Applying the Principles of Clinical Inference

What keeps us honest and accurate in our perceptions is the
application of scientific principles to case analysis. This is the
methodoIoFy that be%ms with the systematic study of all the back-
Eround relevant to the presenting complaint, including what is

nown and has been tried before. Dependent variables that will
be used to measure results are functionally defined. Predictions
are made as to likely outcomes that may result from certain in-
terventions. These hyEptheses are tested by manipulating in-
dependent variables. mallg, results are evaluated and infer-
ences are drawn as to what has been learned. _

All'in all, this is what therapists are introduced to in gradu-
ate school as The Scientific Method. It is presumed that such
training teaches practitioners/scientists how to reason logically
and how to frame questions that can be addressed empirically.
While such a model is quite helpful in writing theses, disserta-
tions, and articles, there are certain limitations of the applica-
tion in clinical practice. For one thing, we cannot ever isolate
variables and manipulate them one at a time. Nor can we take
the time to do a thorough review of literature and data related
to the case. And further, it is so hard to remain objective,
detached, and uninvolved with the “subject” when we have spent
s0 many intimate hours together sharing ideas and feelings.

Effective therapists do, however, adapt the emchaI method
to their thinking on a reqular basis. It 1s what allows us to sort
out all the data flowing in, to formulate impressions of what
we believe i hapJ)enlng, and then to double-check it and alter
our dla(]J_nosw and treatment plan to better fit the specific needs
of the client. We also appIY principles of scientific reasoning in
formulating and trying out new hypotheses, relying on logic to
solve problems, and most of all, by investigating which methods
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have been found to be most helpful through systematic research
Latnerltggg) solely based on intuition or single authorities (Gam-
rill, .

Therapists who follow the hypothetico-deductive inference
method of diagnostic reasoning tend to think about their cases
as puzzles to be solved. Not unlike the way an internist might
approach a complaint of abdominal pain, the therapist would
formulate an initial conception of what he or she believes is go-
ing on hased on the limited data available. For example, the
client reports feeling anxious and uneasy. He is not sleeping
well and is feeling restless. He worries a lot. | then generate
an initial problem formulation of “anxiety neurosis” and begin
to test a set of hyptheses to confirm or reject this conception,
Further exploration becomes focused notjust on a complete pic-
ture of the client’s world and functlonln?, but more specifically
on the evidence of symptomatolo%y related to this diagnosis.

Obviously, there are some Frob ems with this kind of clini-
cal reasonln? since one’s initial perceptions of what is going on
can act as self-fulfilling prophecies that may cloud a more com-
plex configuration of reality. For example, in the case described
above, | learned that the onset of anxjous feelln(fs occurred right
after a major life transition. The client recently moved to the
area and Aust moved into a new house and began a new job.
Because the data appear to fit the initial hypothesis, | may very
well stop the exploration process, convinced that | have gotten
to the bottom of thmgs. o _

After six months ot treatment this client made mild but er-
ratic progress, eventually leaving therapy when he had convinced
himself that he felt much better. And indeed he did understand
himself better, even if those infuriating anxious feelings were
still around. By this time, | was thorou(?hly convinced it would
ust take more time and patience, and so | neglected to look

eyond the obvious. For examéale, when the client went on va-
cation for a week and felt considerably better, | concluded: “You
see, you get away from the stress of yourjob and look how much
better You feel” o o

Yet the client persisted in explaining that he liked his work
and did not feel especially tense at his office. | called this “denial.”
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The client, at this juncture, decided to stop the sessions for a
while, since he was not improving much more. | called this
“resistance.” _ _

Six months later the client called to schedule an appointment.
Smugly, | replied, “Oh, I see you're finally ready to deal with
your unresolved issues.” _

The client showed up for the session calmer and more relaxed
than he had ever apﬁeared before. Before | could even begin,
the client explained that he was not interested in resum_ln? treat-
ment but had made this appointment as a courtesy, in that he
felt 1 might wish to know what had transpired. It seems that
the furnace in his house started making strange noises, and so
he called a repairperson who tested the equipment’s function-
ing and reported that there had been a leak. There was a dan-
gerous level of carbon monoxide circulating through the heat-
Ing system since he had been in the house. The maintenance
person then asked him if he had been feeling strange since he
movgd in—any symptoms of restlessness, dizziness, anxiety, un-
ease’

My persistence in holding onto an initial diagnosis kept me
from remaining open to other possibilities, and most of all, from
trusting my client’s intuition as to what might be going on. While
this is a highly unusual case example, and one in which we could
hardly expect any therapist to discover the physical cause of the
symptoms, it nevertheless illustrates how the therapist’s over-
cr?.nflidence, arrogance, and rigidity can get in the way of clearer
thinking.

According to Elstein (1988), the therapist can, however, make
good use of this clinical inference method of thinking described
earlier, in spite of the dangiers_desqubed. He believes that effec-
tive therapists have several things in common in their thinking.

1. They are able to draw on a base of knowledge and exper-
tise that is compiled and organized in such a way that it
can be easily retrieved. S

2. They are hlthy flexible and adaptable in their thinking.
They are able fo apply a basic set ofprlnc_lf)!es In unique
ways to novel situations. They are quite willing to change
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course whenever the data do not fit (rational analysis) or
something does not feel right émtumve processes).

3. They have a sequence of procedural rules that are not eas-
ily articulated but that nevertheless guide thinking processes
throughout interactions. Their clinical judgment consists
of a series of logical and highly functional steps that are
based on integrating previously successful and unsuccess-
ful outcomes. Schon 51983) describes this effortless reflec-
tion-in-action as what allows all effective practitioners to
g0 berond standard applications of technique with recog-
nizable problems to the ability to handle cases they have
never seen before. This highly intuitive form of applying
existing concepts to novel situations is the correction for
routine action. _ o

4. They are able to_appl){ generally recognized principles of
practice more efficiently than those with less experience or
talent. Their observations are not only more accurate, but
they come to them more quickly.

With these qualities inherent in their style of reasoning and
problem solving, effective therapists are able to draw a number
of inferences based on the limited information available to them
at the time. This is illustrated by the following representative
situations in which a therapist might demonstrate sophisticated
reasoning processes.

1. A definable patternfrom seemingly unrelated data. “Y ou have said
previously that things were always easy for you growing
up. You also mentioned how prone you are to erupting in
temper tantrums. Further, | have noticed that with me, you
become impatient when | don't immediately grasp what you
mean. When you put all this together, it seems to Romt
to a man who tries to impose the unrealistically high ex-
Rectatlons you have for yourself onto others.”

2 set of hypotheses regardln?_treatment strategies that are hased on
initial impressions. “It is unlikely that medication would work
In a situation such as ){ou_rs since your depression seems
to come from a specifically induced episode —the loss of your
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job. | think that if you give us both a few weeks to help
get you back on your feet, you will find your sleep and eat-
Ing patterns leveling off. | also think that asking Your fam-
ily to join us might be helpful. Then we can all begin to
examine some options you might have.”

3. Probabilities that certain.thin%s are likely based on factors in evi-
dence. “I take your suicidal fantasies verr seriously, How-
ever, because you have children who would be helpless with-
out you around, because you don’t have a definite plan as
to how you would kil yourself, I dont think hosthallza-
tion is indicated just yet. Let’s keep a close watch to see
if things chan(f;e_. And of course you can either call me or
check yourself in if you feel that would be helpful.”

4. Predictions of what may occur based on past performance. “Some-
how, | sense that by agreeing so readily to my suggestion,
you are not all that committed to following through with
It. | have noticed that has heen a pattern when you want
to sabotage yourself.”

5. Generalizations about people in generalfrom the study of a single
case. “Now that you mention how uninhibited you are when
you are alone, acting out fantasies, and talking to yourself
In funny voices, 1 suspect that most of us inhabit a secret
world in private.”

6.  Generalizations to an individual based on knowledge of people in
%eneral. “I can well appreciate the ambivalent feelings you

ave toward your wife as you go through this divorce, es-

pecially with all of the mixed messages you have been %et-
ting from her. It isn't all that unusual that you would feel
such adoration and rage toward her at the same time. |t
IS not even so rare that the two of you would end up in
bed again before this separation J)rocess is completed.”

1. A universe ofpossible meanings ascribed to a single behavior or situ-
ation. “This silence has been continuing for some time and
you seem at a loss as to how to break out of it. | have been
wondermg to myselfwhether you are taking time to process
what has happened so far, whether you are deciding where
you want to take things next, whether you are confused
about what wejust discussed, whether you are waiting for me
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to rescue you, or whether you are testing me in some way
to determine if | am worth trusting.”

The features of a case or narrative that are most significant and
relevant. “You have presented a lot of information during
the past hour—that you are experiencing marital problems,
that yourjob is in jeopardy, and that recently you started
to lose sleep and become depressed H?ht after your boss
put you on probation. We will have plenty of time to ex-
plore those Issues later. For right now, | am especially in-
terested in the history ofblgolar disorders in your family.
And you also mentioned that several years ago you had
an episode very similar to this one, although at the time
there was nothing you could point to that provoked it. |
think before werproceed further with our therapy it would
be a good idea for you todget a psychiatric consultation.”
Things that may have occurred in the past based on present levels
offunctioning. “When | just pointed out to you something
you were doing, you jumped all over me as if | were at-
tacklng you. It seems like you have been brutally criti-
cized by someone close to you before.”

Things that may occur in thefuture based on present levels offunction-
ing. “I' know you are having a good day and are thus tr mg[
to convince yourselfthat the worst part is over. And I don
mean to discourage you, but I think it's a safe assumption
that setbacks are inevitable. The new strategies you are
practicing at home are still a bit awkward for you so it is
going to take a while before you get the results you want.”

Each of these inferences allows the therapist to dia?nose ac-

curately what clients are experiencing. They even al

0w us to

infer when inferring is not appropriate and it is time to go with
something else. The complicated process of diagnostic think-
ing, for example, involves much more than applying the prin-
ciples of hypothetico-deductive reasoning.

Forming Diagnostic Impressions

~To do good therapy, the clinician must be skilled at figure-
ing out what is going on with a client, what the difficulty is,
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what is contributin? to the problem, and what will probably be
most helpful in alleviating it. This diagnostic impression is
formed by some therapists within the first th|_rt%_ to 3|xt¥ Sec-
onds after meeting the client (Gauron and Dickinson, 1969),
and most therapists create some kind of Elrellmlnary diagnosis
vlvs;%l)n the first three minutes (Sandifer, Hordern, and Green,

~We form such quick impressions as much to alleviate our own
discomfort with ambiguity and uncertainty as for the clients
good. Each client who walks in m.I(I]h'[ be the one we cannot help.
We may wonder whether we will know what to do. Will this
be beyond our expertise? So there is immediate relief after
settling on a wo_rkln? diagnosis. It is not usually the one we will
stay with, but it helps us get a start with something familiar
before we .b.e(fm_to explore the unknown.

This initial diagnostic formulation gives us a conceptual
framework to begin systematic explorations and hypothesis test-
ing. We start by noting, “This is a depression. There’s no ap-
parent severe personality disturbance. Aﬁpears_to be function-
Ing reasons_ablﬁ_well. Has good relationships with others.” We
can then pin things down further: “Is the depression reactive
or endogenous? Acute or chronic? Intermittent or continuous?”

It is not that there is anything especially wrong with forming
an immediate impression of the client, but effective therapists
will let this impression go in the face of new and contradictory
data: “The client did use the word ‘depression’ to describe the
way he had been feeling, and indeed some of his symptoms like
loss of sleep and appetite seem to be vegetative signs. But he’s
been taking medication for hl%h blood pressure. And he calls
everything depressed that doesnt meet his expectations. In fact,
his %ellf-obsessmn and narcissism are what seem to be his primary
problems.” _ _

Arnoult and Anderson (1988) describe the ways effective ther-
apists are able to reduce biases in their thinking, such as faulty
causal inferences or the persistence of erroneous beliefs. They
are able to counteract their tendencies to form inaccurate deci-
sions by generatlng} multiple cause-effect relationships to keep
thinking open and flexible (differential diagnosis). And they do
notjump on the first idea and stay with it in the face of conflicting
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data. They demonstrate a healthy degree of doubt and uncer-
tainty: “What am | missing? What don’t | know? What cant
| explain or account for?” _

In a previous section we examined the process of pattern
search in the context of how a therapist char_acterlstlcalh( thinks
and organizes the flow of data that stream in. The goal of this
mental activity is to discover meaningful aspects of the wag the
client thinks, Teels, or behaves as a clue to what the problem
is and what needs to be changed. As is true with so many other
applications in our field, there are tremendous variations in the
particular wag this pattern search takes place.

Beitman (1987) reviews some of the clusters/variables/themes
that therapists tend to look for in their diagnostic observations.
Psychoanalysts spend their time in sessions thinking about what
defenses are operating in the client, what symbols are evident
in dreams, or what transference reactions are being acted out.
The cognitive therapist is sea_rchln% for patterns of speech that
indicate underlying dysfunctional behavior. The existentialist
Is processing patterns of core issues related to meaning, free-
dom, and responsibility. Even the educational consultant is as-
sessing developmental patterns that have evolved over time.

There is, then, a matrix for observing the world that most
therapists subscribe to. The details ofthis model —that is, whether
attention is devoted to parent-adult-child transactions or linguis-
tic patterns of communication —are relatively unimportant. But
the process of diagnostic thmkmﬁ is remarkably universal. Effec-
tive therapists tend to do the following things, though not neces-
sarily in the same order: (1) allow data, observations, percep-
tions, and experiences to flow into the brain; (2% organize the
information into temporary clusters that suggest hypotheses for
exploration; (3) make inquiries to facilitate study m_EartlcuIar
directions; (4) eliminate possibilities of what is not likely to be
occurring; (5) match what is observed with existing schematas
that have been experienced before; (6) make predictions as to
what is likely to occur, if a given pattern seems to be in evi-
dence; (7) note inconsistencies and exceptions that make this
loartlcular situation unique; and (8) apply the pattern formu-
ated to the guiding matrix.
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Examples of this thi_nkin% process occur all the time in our
drive to find meaning in behavior. A student schedules a con-
ference to discuss one of her class papers. The matrix that sug-
gests itself to me is one in which | expect a variation of: “This-
grade-isnt-fair-you-messed-up-and-you'd-better-fix-itl steel
myself for the expected assault. _ .

The student seems unusually contrite and timid. | alter the
pattern a bit, but retain the matrix | favor in these situations:
she is using guilt instead of aggression to get me to hack down.
All of this speculation, of course, has taken place before she has
ever opened her mouth. o

We begin. It is evident this meeting is not about her paper
at all. Brilliant diagnostician that | am, | notice she does not
even have any pai)ers with her! In fact, she looks mare like a
client about to unload rather than a student. I notice she closed
the door. She is twisting her hands in anguish.

ltis time for a different matrix and a whole other set of pos-
sibilities; she wants me to listen and understand her. She wants
a referral to a therapist. She wants advice. [ notice it is my own
anxiety about the unexFected situation that is leading me to rush
ahead with solutions. | take a deep breath. And everything in-
side my head drifts into smoke. All this diagnostic stuff has in-
terfered with my ability to simply observe and be with her. |
susgen_d thinking for a while andjust watch, listen, probe a little.
uring the course of speaking aloud what she has memorized
to say to me, the student drops her pencil. | bend to pick it up
and reach over to hand it to her, feeling attentive and caring.
She cowers in her seat and starts sobblng. | reach a little closer
with the pencil and she screams. Unbidden, one thought im-
med_latelx_ju_mps into_place: sexual abuse. | am not sure why
| think this just yet. But now | have m_% matrix again. | start
looking for the data to support this possi
| might be helpful. - o
~ This process of diagnostic thinking follows certain integra-
tive constructs employed by most clinicians (Millon, 1988). Most
therapists believe, for example, that: diagnoses are labels of con-
venience that approximate (but do not actually reflecg_patterns
of behavior; there are no rigid boundaries between diagnostic

ility and suggest ways
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entities, no pure forms of psychopathology; symptoms are best
understood in the context of specific situations and personali-
ties; the clinical attributes that make up a particular diagnosis
have structural (self-image, temperament, and other semiper-
manent properties) and functional components (cognitive style,
psychodynamics, and other expressive modes). _

Diagnostic thinking involves both the structural, self-image
aspects of the client’s personality and functional, interpersonal
behavior. In the case of a histrionic, for instance, structural at-
tributes would include being gregarious, charming, pleasure
oriented, and busy, while functional attributes would include
being flirtatious, manipulative, vain, dramatic, and demand-
ing. The therapist is thus able to _tar?et_treatment efforts toward
the totality of the client’s plight, inc u_dm(i all dimensions of the
problems—cognitive style, dysfunctional behaviors, interper-
sonal dynamics, self-image, characteristic moods, and psycho-
dynamics. This merging of diverse elements into a unified
method of information processing covers much more than the
integration of structural and functional diagnostics. It also in-
cludes combining scientific, empirical methods—whlch_relr on
logic and objectivity—with heuristic and phenomenological ap-
proaches that access intuitive processes.

Thinking Heuristically

Rothenberg (1988, p. xii) sees the essence of effective ther-
apy as a paradox in that the best clinicians are scientific, objec-
tive, rigorous, consistent, and logical, yet they are also_hlghly
imaginative: “They are scientific and rely on systematic data
and theory, and they are aesthetic in their a[f)pllcatlon of inten-
sity, narrative, interpretation, and leaps of understanding.”

Heuristic thinking is the core of subjective perception —the
unique, ?_ersonal, individual way of processing experience through
private filters. When | am functioning heuristically 1 become
aware of what is happening inside me In response to my client.
| can feel tension or frustration or confusion, and by sharing
my awareness, | can help the client to gain greater access to
his or her own inner sensings.
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Douglass and Moustakas (1985, p. 40) describe the heuristic
method as “a search for discovery of meaning and essence in
significant human experience.” Derived from the Greek root
eureka (as in the exclamation of insight and discovery), heuris-
tics forms the basis for a subjective search for truth and under-
standing. It is similar to phenomeno_loglcal_thmklng in that both
view subjectivity as the basis for discovering truth, but differ-
ent in that phenomenological truth seekers detach themselves
from the investigation in order to perceive what is occurring
more clearly, while heuristic R_rac_tltloners immerse themselves
completely in the journey. This is done to connect all aspects
of experience through personal involvement and to enlarge the
essence of an issue rather than seeking to reduce it. “Phenome-
nology ends with the essence of experience; heuristics retains
the essence of the person in experience” (Douglass and Mous-
takas, 1985, p. 43). o

‘The therapist (or researcher) employing this ﬁrocess helps the
client conduct an exhaustive search of self through detailed
descriptions of experience and provocative dialogue. While this
method begins from a highly subjective, personal perspective,
after data are generated, systematic and structured paths are
taken to organize, explore, and make sense of what has been
discovered. It is passion that is personally driven that distin-
guishes heuristics from other methods o |nc1U|ry. .

The process is not complex, but quite natural and self-evident.
Hunches and intuition are substituted for hypotheses, neutral-
ity replaced by conviction: “Heuristics is concerned with mean-
ings, not measurements; with essence, not appearance; with
quality not uantltg; with experience, not behavior” (Douglass
and Moustakas, 1985, p. 42). _ _
~ Anytime a therapist or scientist abandons the rigors of empir-
ico-deductive reasoning for the greater freedom of personal Prob-
lem solving, he or she is likely to follow a path that includes
an immersion in the problem or issue, an internal dialogue about
the nuances of the theme, and a verification of internal percep-
tions by srnthesmng them with others’experience. It is a way of
thinking that encompasses the total spectrum of experience —
affective as well as cognitive processes, intuitive as well as ana-
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lytic dimensions. It is spontaneous, free-flowing, moving in a
rhythm, pace, and direction that, while self-directed, has a life
and purpose of its own. When the clinician trusts this inner
knowing and allows the internal wisdom —the tacit dimension
of unconscious creativity —to lead and prod, he or she arrives
at the truth in a most startllng way. _ _

The therapist who operates heuristically, either occasionally
or routinely, begins with the recognition of an “itch.” “Some-
thing is not quite right about this case. Something does not ring
true. Something is out of halance. Things do not feel right. |
do not feel right.” o . _

Immersion is the first step in which the therapist begins to ex-
plore the Froblem through an internal self-search that includes
a gradualr deepening and intensification of layers of aware-
ness. “I feel uneasy about the way things are %omg. Yet the client
aﬁpears satisfied. What in me feels unsettled? It’s like | feel
B oney, as if I'm pretending something. A flash of images raced

y—ofme playing a role in my sixth-grade play. | had a dance

part and | was supposed to do-a number with my partner, who
was a girl 1 especially liked. | accidently ripped my pants just
before it was our turn to go on. | felt so embarrassed | tried
to back out. But the teacher/director told me nobody would no-
tice. That | should pretend everything was fine, and the au-
dience would believe it as well, _

“So wh% does that come back to me now? What in me has
been touched by this client who appears so serene, and yet is
seething inside? What am | missing that is right in front of me
yet beyond what | can see?” _
~ Polanyi (1967) called this gaining of access to hidden mean-
ing a process of indwelling, in which we allow certain images,
feelings, and ideas to incubate within us. By immersing our-
selves totally and completely in the issue, we are able to dwell
on those dimensions that catch our attention and tug at our con-
sciousness. . _ _ _
At no single clear point, the therapist moving through heuris-
tic inquiry will eventually gravitate toward a general or specific
direction. Understanding of the phenomena is elaborated by
reaching out beyond the self to collect more data. Relying on
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the “tacit dimension” described by Polanyi (1967), the therapist
senses that a particular line of exploration with the client may
prove useful, without quite knowing why or how; to analyze
the process would be to stop the flow of it. This illumination phase
sparks an inner voice that is quietly urging: “I have been feel-
ing uneasy about something as you were spe_akmﬁ, and I'm not
exactly sure why. Ijust got this image, a feeling that what we're
doing right now isn quite consistent with what’s going on in-
side of you. I cant exactly explain what you are doing or say-
ing that doesn’t appear congruent or authentic, but Ijust sense
that part of you Is pretending something you aren't really ex-
periencing. What are you feeling right now as I'm saying this,
and what images come to mind for you?”
The essence of tacit knowledge is to trust one’s intuition with-
out questioning orjudging it. Yet once aware ofa problem, the
therapist must check it against the client’s experience through
self-disclosure, openness, dialogue, and, most of all, interaction.
A synthesis phase comes next. Information and understand-
ings that have been processed internally and with the client must
somehow be integrated. The new data are not classified, orga-
nized, or analyzed as in empirical deduction or even phenomeno-
logical reduction; instead, the essence of the experience is pre-
served. The therapist seeks to integrate the new learning for
himself or herself, as well as famhtahm}; a parallel process for
the client. The thinking moves from fragments to a unified
whole, from the specific to the general, from the individual to
the universal, from appearances to essences, from raw data to
meamn%ful themes, from a previous conception to a new real-
ity: “What we both have experienced and now understand is
that sometimes it is better to feel the raw pain, the shame and
fear, and to work through the feelings to a place of self-acceptance
tfhaP to deny the discomfort and pretend a self-assurance we don't
ee .ll
~ The compleat therapist is able to think as an intuitive scien-
tist who can reason both inductively and deductively, systemat-
ically uncovering mysteries, yet who has developed the tacit
dimension, who trusts and uses inner forms of knowing. The
clinician, thinking either heuristically or phenomenologically,
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Is able to suspend all judgments in order to enter the client’s
world with perfect clarity.

This process of“eé)oche” was developed by the phenomeno-
logical philosopher Edmund Husserl as a way “of returning to
the self to discover the nature and meanlng of things as they
appear, and in their essence” (Moustakas, 1988, p. 2). In order
to get at this purest form of knowledge, all supposition, precon-
ceptions, theories, and other ideas that might interfere with pure
listening must be suspended. The epoche process is one in which
the therapist temporarily stops all thinking whatsoever, all in-
tellectual problem solving, hypothesis testln%, reasoning and
analyzing, in order to open himself or herself up to the pure
immediacy and spontaneity of relating to another person. It is
a meditative state, a form of effortless concentration that allows
us to see and hear and feel what is pccurrln? within the client
from a fresh and receptive perspective: “to focus on just what
manifests itself in consciousness, to let things appear as such,
let them linger and reveal themselves in their own time, nature,
and meaning” (Moustakas, 1988, p. 111).

Thinking Metaphorically

The value of metaphorical thinking is self-evident to mem-
bers of our profession. We must continually make shifts from
one perspective to another, transcrlbln? properties from one
plane to another. We use metaphors to clarify, to describe com-
plex ideas, to stimulate interest, to connect images with feel-
Ings, and to integrate the abstract with the concrete (Rothen-
berg, 1988). In a symposium on the uses of metaphor in therapy
DiGluseppe (1988¥e.xpla|ns: “A metaphor is like a solar eclipse
in that it hides an object, but reveals its most salient character-
Istics when viewed through the right telescope. It enlightens while
It obscures in order to appreciate better the subtle characteris-
tics of a subéect.” _

Napier (1988), for example, describes the case of a couple
who began ar%um%m the car on the way to a scheduled mari-
tal session. When t ey first entered the car, the wife discovered
a piece of tar on the floor that she began to examine carefully.
The hushand disqustedly ordered her to throw it out the win-
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dow. She steadfastly refused. An arqument quickly escalated
until the;g were both stear_nmg by the time they entered Napier’s
office. Their starting point became an exploration of the sig-
nificance of their heated interchange over a “black sP_ot” that
the wife had become attached to and did not want to relinquish.
Napier (1988, p. 4) says further: “This couple did not have
a conscious plan to deal with this problem. The conflict emerged
symbolically, and the ‘dark spot’ was unconsciously chosen to
represent their difficulty with this issue. 1t was a mutually defined
metaphor, or symbol, for the conflict, and it was not until we
all deciphered the meaning of the metaphor that we could get
to work on the e.m_er?mg difficulty in their marrla_?e.” _
The average clinical practice is replete with other illustrations
of how metaphors can not only be used to represent patterns
of dysfunctional behavior, but also as dramatic forms of com-
munication. Graham and | had been going around and around
for some time, like dogs circling one another for an advantage,
but neither one making any headway. This was the same client
who | introduced in the Preface, the man who challenged me
to explain how and why therapy works. For months we had been
locked in a struggle that I did not know how we had gotten into,
much less had any inkling of how to extricate myself from.
_The conflict, in all its various manifestations, went something
like this: Graham would demand that | provide more structure
to our sessions, more (]Ju_ldance. for the direction he should take
in his life. I would explain, patiently and methodlcaIIY, that my
role was as a consultant, and that ultimately he would have to
make his own decisions. The fact that he could not tolerate the
ambiguity and freedom inherent in our encounter was a clue
as to why he could not take charge of his life outside oftherap>{.
Forever concrete and regimented in his thinking, he would
cry out in exasperation: “How can you just sit there watching
me suffer and not do anything to help? You are the expert. You
went to school for many years and have been doing this work
for a long time. | know you could give me advice, or at least,
more direct answers to my questions—but you continue to play
those games of being so withholding. Why do | come to you
if you won help me?” _ _
| would then tell Graham all over again about how even if
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| did know what was best for him, and | agreed to tell him what
to do, I would only be reinforcing the idea that he does not know
what is best for himself, that he needs someone else to tell him
what to do with his life. | further explained that he would onl
become more dependent on me the next time he was confused.
While all of this sounded quite eloquent and convincing to me,
he just refused to hear it. And so we went round and round.
he inspiration for our breakthrough literally came out of
left field. For while | was talkln? 1'had been staring over his
shoulder out the window of m¥_ office—which happens to over-
look a Little League baseball field. The baseball metaphor be-
gan to take shape in my mind, since it brou?ht_together S0 many
elements we had been discussing. The last piece of the puzzle
was to personalize the metaphor in such a way that he could
not block out the message. And since the whole focus of Gra-
hlam s life was his nine-year-old son, even that last piece fell into
ace.
: “Graham, you keep asking me why | don't help you. And
| have explained over and over that I'am helping you just the
way a coach is supposed to help—by teaching fundamentals.
In your case, these basics consist of your learning to live with
uncertainty and to make your own decisions. .

“You see that baseball diamond out the window? Imagine that
your son approached you and asked you to teach him to hit to
the opposite field—in his case right field. There K_ou are, out
there on the field, pitching to him. Each time he hits the balls
to left field, you refuse to retrieve them. Instead, you make him
put the bat down and stroll till the way out there oget the balls
even thoughyou are closer. He complains each time: ‘Dad, why can't
you do it? 1t would save us time, and some of the balls are just
a few feet away from you. This doesnt make sense.’
~“But it does make perfect sense to you as his coach. For each
time he walks out to left field to retrieve the balls that went awry,
he has to think about what he did wrong and concentrate on
what he has to do next time. Although 1t takes longer in the
short run to complete your exercises, he will eventually learn
to correct himselfin order to avoid the consequences of paying
for his mistakes.”
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The smile on Graham’s face told me immediately that he did
understand. “So what you're saying as my coach is that the reason
you don't offer easy answers is so that [ will learn, even though
It’s frustrating and time consuming, to find my own answers?”

Yes, that'sexactly what | had been telling him over and over
for a long time. Butuntil then, I couldn’t get through. Whether
it was really the power of the metarhor that made the differ-
ence, or some other variable that altered his readiness to face
this issue of self-responsibility, 1 will never know. But images
such as this one are often associated with breakthroughs because
they enable clients to recall vividly constructed examples that
can be accessed on demand.
~ As clients describe their experiences, we are constantly mak-
IW shifts inside our minds, asking ourselves: “What is this like?”
“What is another way to describe the same thing?” “What’s an
example of the point'I would like to make?” “How can | trans-
late this concept to one that will connect with the client’s expe-
rience?” Or, for those who operate less analytlcaII?/, intuitive
urgings will do their part to push to the forefront of awareness
an instructive metaphor that fits with what is _b_emg discussed.

A client with panic disorder becomes immobilized by the first
stlrrln%s of any associated symptoms. As soon as she notices
(and of course she is hyﬁerwgllant) the slightest sensation rem-
Iniscent of speeded-up heart rate or constrlct_ed.breathln[q, she
brings on herself a full-fledged “attack” by terrifying herself with
thoughts that she is completely out of control. Her fear is fur-
ther Intensified by her frustration in makln% any kind of sense
out of the symptoms. She refused any type of medication when-
ever it was offered, taking the more courageous stand of finding
out what her body was taylng to communicate to her. However,
until such msuflhts could be reached, she was teetering on the
edge of stable Tunctioning, fearful at any moment she could be
immobilized. She desperately searched for an explanation for
what she was experiencing. It is, therefore, the therapist’s task
to help her think _metaPhorlcaIIy_ about her symptoms in such
a way that they will not be experienced as so disturbing to her.
The following explanation is an example of an attempt to con-
ceptualize the symptoms in a manner that is not so alarming.
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“A long time ago whenever human beings faced danger, such
as the prospect ofbeing eaten by a saber-toothed tiger, the body
equipped itself with a means for escape or defense. When the
brain perceives imminent dan%er, the sympathetic nervous sys-
tem kicks in gear to offer you better protection. The heart rate
speeds up to pump more oxygen through the muscles you will
be using to run or fight. Your breathing rate increases as well.
The eyes dilate to improve vision. The digestive system closes
down to divert energy to more useful places. Your mouth be-
comes dry, your stomach fluttery. Adrenalin pumps through
your body p_rovldln%_extra bursts of power, but with the side
effects of quivering limbs. Your body is responding to orders
from your brain, which is overreactln%_to perceived stress. It
IS dom(i everything in its power to mobilize your resources to
do battle. _

“So whenever you start to feel these symptoms, remind your-
self there really is not a saber-toothed tiger that is threatening
you, and that your body is simply misinterpreting signals from
your mind, orders thatyou can change.”

'S0 much of our internal energy during sessions is taken up
with either attending to what the client Is communicating or
converting the descriptions that are Rresented to metaphors that
we can do somethmﬁ with. Some of those that are most appropri-
ate, we pass on to the client in the form of reframing their con-
cerns or packaging them in ways that are helpful; many others
we keep to ourselves. We have a private dialogue going on in-
side our heads, one that communicates in the Iantguage of meta-
phors, symbols, representations or what we see, feel, and sense.
All of this takes place in order that we may tidy UF all the infor-
mation at our disposal, and thus concentrate on helping the client
discover what it means.

Operating Intuitively

All of the intangible components of what makes an effective
therapist —the hunches and feelings and senses about what is
happening—can be lumped together as intuition. Whereas ra-
tional thought is that part of us that diagnoses, analyzes, ex-
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amines, investigates, and dissects, intuitive thought observes,
listens, feels, takes in without evaluation, and then mmpl;; reacts.

About intuition Anne Morrow Lindbergh (1955, p. 17) said:
“One never knows what chance treasures these easy, unconscious
rollers may toss up, on the smooth white sand of the conscious
mind. ... But it must not be sought for or—heaven forbid! —
dug for. No, no dredging of the seabottom here. That would
defeat one’s purpose. The sea does not reward those who are
too anxious, too greedy, or too impatient. To dlfq for treasures
shows not only impatience and greed, but lack of faith. Patience,
patience, patience is what the sea teaches. Patience and faith.
One should lie empty, open, choiceless as a beach —waiting for
a gift from the sea.” _

hese intuitive ?lfts, however, are only available for those
who have sufficiently mastered their fields. It is only the expert
who can take a dozen separate steps of the beginner, and in a
single leap, find the essence of a problem. Benderly (1989, p.
36) for example, describes the process of intuition in the case
ofa physician’s thinking processes: “An experienced doctor takes
one look at a spotty, feverish child and instantly dlagnoses
measles. A young intern looks at the same patient but takes far
longer to arrive at the same diagnosis, methodologically eliminat-
ing chicken pox, German measles, and scarlet fever. The ex-
Perl_enced_doqtor’s analysis is fast and accurate; she constructs
he investigation around a comprehensive view of possibilities,
unlike her junior colleague who must move through a series of
small ad hoc decisions.” _ .

Intuition, then, is a form ofor?anlzed experience that allows
effective therapists to access knowledge and find meaningful pat-
terns. It is relied on, not as a substitute for rational thou?ht
processes, but as the erlngboard that initiates them, or as the
quide that validates whether we are headed in the right direc-
tion. Goldberg (1983, E 34) could have been talking directly
to therapists in his book on Intuition when he said: “When we
attempt to be logical in complex situations, when we are forced
to deal with incomplete information, unfamiliar subject mat-
ter, or ambiguous premises, we are dependent on intuition to
tell us whether we are on the right track.”
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Common to those with heightened sensitivity, intuition repre-
sents all the predictions and interventions we make without be-
ing able to explain fully just how we know. That is not to say
that we do not make something up that sounds reasonable if
we are challenged to account for our behavior. But when we
are really honest with ourselves, we know that it was not just a
“IuckY guess,” nor was it a deliberately and carefully thought-
out plan. In fact, we do not really know what it was. One minute
we were just buzzing along in a session, doing what we usually
do, and then, before we quite knew what was happening, some
strange idea just popped into our head. One therapist relates
this example of an Intuitive experience:

| was sitting with m?/ office partner at the end of
a typlcaI_I% full, volatile day. We were reviewing our
cases with one another when, out of the blue and
seemingly apropos of nothing, I said to her as she
was describing one of her clients: “You need to
check the boy out carefully. Watch him for any
marks or bruises. | sense that he may somehow be
hurt.” She asked if | was concerned with abuse, and
| replied that | was more worried that he would
harm himself. | have no idea why | said that or what
| was basing these feelings on. ['had never met the
boy before, and | had onH heard the briefest of
descriptions of his issues. Nothing my partner re-
lated to me indicated the slightest impression he was
at risk, and when she pressed me for an explana-
tion, I could give her none. _ _

The next morning as | walked into the office |
was met by my partner, who appeared quite shaken.
She informed me that the boy | was concerned
about had showed up for his session with his wrist
bandaged. He reported that he had “accidentally”
fallen on a broken piece of glass (in an unlikely way)
and nearly severed the artery.

S0 what was this all about? Coincidence? Had this therapist
picked up the apprehensions in her partner that she was una-
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ware of as she described the case? Was this “intuition” a case
of preconscious hypersensitivity to certain cues? .
~ While hard% in"as dramatic a way, most therapists put their
intuitions and hunches to work on a daily basis. “When you ar-
rive at a conclusion through rational thought you can usually
trace the mental process backward and identify the antecedent
steps. Intuition is inexplicable” (Goldberg, 1983, p. 33). Or at
least the process is so complex, elusive, and abstract that our
present levels of sophistication and knowledge make analysis
difficult—and perhaps even undesirable since once we begin to
analyze or explain intuition we begin to lose its power.

Hayward (1984) speaks of the imbalance in the thinking of
most scientists and professionals when they strongly favor logic
over intuition. This leads to fragmentation, quantification,
abstr%ctlon—separateness from the essence of what is exper-
lenced.

Intuition, if taken too far, also creates its own problems—
mostly a lack of clarity and precision. But it also adds another
dimension of power to our thinking. Intuition involves an in-
terconnection among all the nonconceptual elements that are
beyond our awareness and consciousness. It thus gives us ac-
cess to not only things we aIreadY know, but to a whole universe
of possibilities that are currently beyond our grasP. _

Reason and intuition are complementarK in the effective ther-
apist'smind. They feed off one another. They validate the truth
of what the other infers. One encourages and supports the ex-
pansiveness of the narrow belief of the other. And when applied
together, they provide the hlih degree of flexibility that is so
important to therapeutic work.

Functioning Flexibly

While over a half century of empirical research has not been
able to demonstrate the superiority of one therapeutic approach
over another, it has been very clearly determined that certain
kinds of interventions and clinical styles are likely to be more
effective with particular clients. Change is multidimensional
(Lambert, Shapiro, and Bergin, 1986). _

It has heen fairly well documented in the literature that certain
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phobic reactions are especially responsive to behavior therapy,
that sexual dysfunctions are best treated with a combination of
sensate focus exercises and insight therapy, that bipolar symp-
toms and endogenous depressions are most amenable to ps%-
chopharmacolo?mal treatment, that relationship-oriented insight
therapy is best for those with unresolved internal struggles. Even
on a more pragmatic level, most clinicians notice that some
clients tend to do better than others with particular kinds of in-
terventions. Even if we remain “true to our school,” there are
still many gossmle treatment methods.

_ Cral? %1 86), who identifies himself quite strongly as an ex-
istential t eraﬁlst, was nevertheless taken aback when asked to
cite the single key variable in his work with clients. For although
he embraces a set of assumptions about what constitutes good
therapy, he does not apply them in the same way more than
once. Some clients seem to need more overt support than others.
Some respond better to more or less active involvement on the
part of the therapist, or more or less structure.

Garfield (1980, p. 187) feels that flexibility is the cornerstone
of a therapist’s effectiveness: “This should not be interpreted to
mean that the therapist simply flies bK the seat of his free as-
sociations or intuitions. The therapist should have some hypoth-
eses to guide him and some tentative plan for therapy. How-
ever, as already emphasized, he has to be ready to test his
hypotheses as time goes on and be willing to modify them in
the light of new observations and information.” Although Gar-
field sees some problem with a process as “unscientific” as intui-
tion, it is very often a hunch, a feeling, or an image that leads
us to give up a particular course of action and try something else.

In short, the therapist’s flexibility allows for the ideal match
between what a particular client needs at a given moment of
time —whether it is confrontation or reassurance, structure or
permissiveness —and what the clinician is able to deliver. Alex-
ander and French (1946) concluded long ago that the single most
important variable in helping treatment to proceed in an efficient
and effective manner is the clinician’s own flexibility.

Among other things, this flexibility requires an egalitarian
outlook. Therapists need to be flexible in the sense of being ac-
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cepting, open, and nonjudgmental. Flexibility also operates in
theraﬂlsts choice of interventions. B
~Behavior therapists would define this in terms of specific tech-
niques that are at their disposal. They would thus attempt to
familiarize themselves with as many intervention strategies as
possible, employllnP one method with migraine headaches, another
with enuresis, still another with school phobia or insomnia. On
the other hand, |n5|?ht-orlent_ed practitioners —who eschew
technique-oriented styles—practice their craft with a high degree
of adaptability to a given issue, client, or circumstance. This
flexibility promotes greater effectiveness because of the therapist’s
ability to changeHust as the client changes. Any marriage will
conclude unsatisfactorily when only one partner changes and
the other remains the same. So while the therapist does show
a certain stability or even predictability in his or her behavior,
there is also much room for maneuvering. This allows the ther-
apist to be active or passive, lighthearted or sober, witty or sin-
cere, loving or stern, or warm or disconnected, depending on
just what is called for. The essence of therapeutic effectiveness
IS to know or sense what might work and to be flexible enough
to change directions in mid-course to more effectively address
what is going on. _ - _
If we could enter the mind of any therapist while conducting
a session, it is likely we would witness an inner dialogue that
goes something like this:
Okay. Where were we? Oh, yeah. She was talking about ... Oh oh.
Herface is clouding up. Something isgoing on. Wonder what itis . . .
“I notice that your face changed as you were talking, as if
you were saying one thing but thinking quite another.”
Not bad. Short. Sweet. Accurate. But shed not buying it. Why is she
shaking her head? Could I have misread her? | doubt it.
“You shalge your head, yet you dont look very con-
vincing . . .
QOops. ' not listening to her. Even if she is denying something, that
IS her right. I'm pushing her too hard. Time to back off.
“When I'interrupted you earlier, you were talking about . . . ”
Just stay with her. She$ not ready yet toface what she is avoiding.
But she looks bored. As if she’ reading her lings, taking up time to get
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through the session. But if I confront her with that, shelljust deny it.
11l wait awhile and see what happens.

“So you are feelln% like ... "

Enough is enough! This isnt working. Even if shed okay with this,
| cantgo on any longer with this game. | need to tell her that.

“Excuse me. Much of the time you have heen taIka, | have
been aware of what has been going on inside of me. It feels very
much like we are both ...’

Ah, 1 see. | got her attention. She looks intrigued by what | said. But
she essentially igznored the message | presented andfocused instead on the
part she is comfortable with. Maybe I should. ..

What is clear in this inner dlalo%ue is the therapist’s willingness
to monitor what is happening for the client as well as personally.
In doing this, the therapist is able to assess what is working and
what is not and to change directions as often as necessary, until
the client seems to have been helped by the intervention.

Practicing Creatively

Eminent writers and artists usually have a unique, identifi-
able style. The same could be said for effective clinicians. After
all, there are limits on how far apprentices or disciples can go
if they follow their mentors slavishly and c_IlnP to orthodoxy.

There is something to be said for technical competence —
that is, the ability to app_I¥ the tools of one’s trade successfully.
However, being a truly %I ted writer, artist, or therapist involves
going far beyond what has been derived from others’ work; it
means having been able to integrate what has been done before
into a personal and original vision, one that is ideally suited
for that professional’s unique assets and capabilities. As Yalom
§19_89, p. 36) explains, “If they are helpful to patients at all, ideo-
ogical schools with their complex metaﬁhysm_al edifices succeed
because they assuage the therapist$, not the patient’s, anxiety (and
thus permit the therapist to face the anxiety of the therapeutic
process). The more the therapist is able to tolerate the anxiety
of not knowing, the less need is there for the therapist to em-
brace orthodoxy. The creative members of an orthodoxy, any
orthodoxy, ultimately outgrow their disciplines.”
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| have been emphasizing what effective therapists have in com-
mon, but it is just as |mﬁortant to applaud their differences.
The fact is that most of the world’s best-known professionals,
in our field or anr other, are creative characters. They found
away to be most thoroughly themselves and invented a system
or approach that encouraged them to be themselves. Just as
clients get into trouble when they try to be somebody they are
not, so too do therapists limit their powers when they attempt
to be exactly like the mentors they most admire.

Compleat theraﬁlsts have found their own voice. They are
creative because they are not limited by what they have seen
before. Each interaction with a client becomes a unique oppor-
tunity for creating a learning experience that has been individu-
ally and spontaneously designed, one that permits maximum
flexibility and creativity in thinking and action.

Rogers (1986, pp. 48-49) caﬂtures the disadvantages of dog-
matism as follows: “I believe that there is only one statement
which can accurately apply to all theories —from the phlogiston
theory to the theory of relativity, from the theory | will present
to the one | hope will replace it in a decade —and that is that
at the time of its formulation every theory contains an unknown
(and perhaps at that point an unknowable) amount of error and
mistaken inference. . .. To me this attitude is very important,
for I am distressed at the manner in which small-caliber minds
immediately accept a theory —almost any theory —as a dogma
of truth. 1f theory could be seen for what it is—a fallible, chan%-
m_gf attempt to construct a network of gossamer threads whict
will contain the solid facts—then a theory would serve as it
should, as a stimulus to further creative thinking.” These words
apply as much to our own field as to any other.

Listening to Internal Voices

~ Minuchin (1986% traces the development of his own thinking
in the voices of others that he hears constantly reverberating
in his head. He believes (1986, p. 12) that his awareness of where
the voices are leading him is what makes him most effective:
“Clearly the voices I hear do not mean that everything is the
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same or that eclecticism is beautiful. The demands of a situa-
tion, and one’s own possibilities and limitations, still operate
selectively. Perhaps this is like the harmonic context ofa melody.
Within that context, a theme appears, is taken up by other
voices, and can reappear in counterpoint or in inversion. Within
the BOSSIbIlItIeS open to us, the best in us always learns from
the best of others.”

We are all like Minuchin in that we are the sum total of all

the voices we have heard —the mentors and models and teachers
who have demonstrated things we like. Our thinking often in-
volves sorting out all of these voices, selecting those that speak
to us most hel fu_IIY at a particular moment and then translat-
ing their words into a voice of our own.
A client remains stu_bbprnly silent in response to what | be-
lieve was an especially insightful mterﬁretatlon on my part. We
stare at one another, waiting each other out, our minds whir-
ring with activity. | hear a dissonant chorus of voices whisper-
ing to me and telling me what to do. In a matter of seconds,
| try to |dent|f% all the different ways I have seen this situation
handled by others. _

My fourth-grade teacher would glower in a way that could
melt lead, much less the puny resistance of a nine-year-old. |
try a stern look, then hear echoes of Not that! and quickly mute
my expresion to one of patient indulgence. _

The whispers now become louder: Wait him out. t5 his respon-
sibility to keep things going. A moment of relief.

Then: No, its not. 1t5yourjob to keep things moving along. Isnt
that what you'te paidfor?

Yes! | must do sqmethin% But what? . _
~ Certainly there is no shortage of suggestions from the voices
inside my head.

Interpret the silence as resistance.

Reframe the silence as a differentform of nonverbal communication.

Stay with the silence. ResRect what the client is saying.

Use humor to exaggerate the behavior.

Confront the client$ game playing.

Stay calm. He just needs time to process what was said.

It is the last voice that speaks the loudest at this moment,



Therapists and Their Experiences 133

so | pay attention to it. | even remember whose voice it is and
where he was when he said it to me. It is my voice now. Be-
cause it fits with what | sense is happenln.?. [T the silence goes
on more than a few minutes longer, | will think this through
again and make a new decision about another voice to listen
to, another voice that is part of my own.

As this example suggests, effective therapists give themselves
many choices in the way they resFond to clients. This makes
it necessary to have an internal filing system that allows us to
find what we are looking for. We could have the fastest com-
puter in existence, one with V|rtuall¥ unlimited storage space
and memori/ and with a collection of all the software we could
find, but unless all this information is organized in such a way
that it can be easily retrieved, it is useless. .

Effective therapists not only know a lot and can do things well,
but they have_an.or%anlzed_ system of information storage and
retrieval that is highly efficient. They have the capacity to con-
stantly upgrade their data, to refine their assumptions, and to
restructure the way they view thm?s based on new information
and experiences. Thus the style of thinking adopted by almost
all fine clinicians is remarkably similar. The best therapists have
great capacity for empirical and logical analysis, yet they are
also quite intuitive. They are flexible, multidimensional, and
able to find patterns that most others cannot see. They are able
to integrate the voices of their former teachers, and from this
union of all that they know and sense and feel and understand,
they are able to communicate clearly, sensitively, and perceptively.



Chapter Six

What Therapists Actually Do with Clients
That Makes a Difference

The therapist’s ability to be helpful depends on more than his
or her characteristic way of thinking and underlying person-
ality qualities. There is-also a consensus that some interven-
tions are more [lkelﬁlthan others to facilitate process goals. How-
ever, the relationship between therapeutic interventions and
treatment outcomes is very complex. _

As much as we would like to conceptualize therapy in terms
of precise relationships between process variables and outcomes,
what goes on between client and therapist is too comFIex, and
its fabric too interconnected, to |solate_5|n[c1Ie variables. That
Is why it has been so difficult to empirically substantiate that
any single clinical action —whether it is the frequency of em-
pathic responses or the duration of eye contact —conswtentlr and
universally makes a positive difference. Strupp (1989) believes
that this search for effective technical skills has been disappoint-
ing because what is at issue is the meaning of these interven-
tions to the client at a particular moment in time.
~ Another problem in identifying those behaviars, skills, and
interventions that are most likely to be therapeutic is that clini-
cians differ so widely in their responses. Imagine, for example,
a client statement such as the following: “I've been coming to
you for a while, and whereas | ap%remate_ all you have been try-
Ing to do for me, | don't feel any better; if anything, my symg-
toms are even worse! Do you see any hope for us continuing?”

134
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Think about how you would respond to this client.

As is so often true in our profession, there is rarely a correct
response or intervention that is called for, but rather a range
of possible skills that may be employed. In the preceding ex-
ample, any of these therapeutic reactions are possible:

1. Reassurance. “Sure. It just takes awhile. You need to be pa-
tient.”

2. Counterquestion. “What changes have you noticed since we
started working together?” _ _

3. Reflection. “You seem to be feeling hopeless, as if nothm_?
\lfylill hﬁ_lp and you're doomed to spena the rest of your lite

ke this.”

Acquiescence or paradoxical maneuver. “Maybe You’re right.”

Distractionfrom challenge. “We can discuss that later. For now

| wonder about what happened this week. You obviously

feel distressed about something.” _

6. Confrontation. “I sense that you are challenging me to prove
to you that this helps. It strikes me as a trap —if | a_?ree,
you will have an excuse to quit; if | disagree, you will ac-
cuse me of pressuring you Into staying.”

o1~

This, of course, is onlg a sampling of the possibilities and
may not include your preferred response. The point is that there
are many interventions that can be used appropriately in this
or any other situation, m.ak_ln% the task of cataloging effective
therapeutic options very difficult. Nevertheless, | do believe that
it is possible, and certainly useful, to summarize those therapist
actions that are considered to be universally helpful across dis-
ciplines, theoretical orientations, and therapeutic styles.

A competent therapist, whether trained in social work, psy-
chiatry, psychology, counseling, or nursing, whether working
Iin crisis intervention or long-term relationships, whether oper-
ating psychodrn_amlcally, existentially, or behaV|oraII¥, is still
gomg to be relying on similar actions that have been found to

e helpful both clinically and empirically. For example, gestalt
therapists, behavior therapists, a,nd,lpsYchoana!ysts use empathy,
clarification, and mterﬁretatlon similarly (Brunick and Schroeder,
1979; Sloane and others, 1975; Kazdin, 1986). Though the
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various therapeutic approaches entail different theoretical con-
structs, they employ quite similar interventions.

The degree to which a clinician can consistently, accurately,
and skillfully apply therapeutic procedures and interventions
is of the utmost importance in producing positive outcomes
SWhlte and Pollard, 1982; Beutler, Crago, and Arizmendi,

986). Competence In therapy can be assessed according to the
de(11ree_ of mastery the professional has reached in each of the
following clinical skill areas: selecting suitable clients, role in-
duction, relationship building, interviewing, linguistic coach-
ing, interpreting, confronting, handling resistance, focusing,
gues_tlonln_g, problem solving, setting limits, self-disclosure, and

ealing with endm%s. While hardly an exhaustive list ofeverP/-
thing a competent therapist regularly does in sessions, these skills
are representative of clinical interventions that he or she must
master to function effectively. We will briefly discuss each of
them in the following paragraphs.

Selecting Suitable Clients

Since it is the client who contributes the most to successful
therapy outcomes in terms of a w_llllnﬁness_to work sincerely
on personal issues, the most effective therapists are those who
can teach clients to optimize the benefits of their sessions. This
begins with selecting the best candidates for treatment: those
who are highly motivated, who have realistic expectations for
what they can accomglls.h, who are reasonably similar to the
therapist in terms of basic values, and whose style of psycho-
logical difficulty is amenable to psychotherapeutic intervention.

Effective therapists of all theoretical orientations are highly
skilled at selectln? those clients who they believe they can help.
There is a mutual process of “checking each other out” that de-
termines whether a good match exists between client and ther-
apist personalities, values, styles, and expectations. Rarely, how-
ever, is this done explicitly. The therapist would hardly say
aloud, “I'm sorry, but | would prefer not to work with"you.
You're too crazy/demanding/frustrating/manipulative. Let me
refer you to someone else.” And just as infrequently would a
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new client admit that “I don't think | like or trust you. You're
Loo karrogant/cold/welrd/w|thhold|ng. S0 | wont be coming
aC IH

Yet we do notice that a veIQ/ similar process does occur in
amuch more subtle manner. No matter how broad our experi-
ence with a range of clientele may be, we find that occasion-
ally, for no reason we can readily discern, a client drops out
of treatment with no explanation given. We, of course, specu-
late on the reasons for this premature departure:

 “| probably cured her after this one session so there is no
reason for her to come back.” .

o “She just took some time off to internalize all the provoca-
tive material we covered. She’ll be back.”

* “I'm too perceptive for her and she feels threatened at how
well | could see through her.” _ _

o “She just doesnt have the motivation and commitment it
takes to do well in therapy.”

There are, of course, many other reasons the client does not
return that may have to do with the way we handled things.
But some of the time, clients drop out because they have decided
they do not like us, for whatever reason. It could in fact be an
excuse for keeping us at a distance if we get too close. But it
can also be a matter of comﬁatlblllty_. Clients are looking for
a therapist who they believe shares their basic values in life, who
they perceive as atfractive and trusting. And the fact is that we
cannot be ever_ythmq_to everyone. _

It is fascinating to listen to clients tell us why they quit treat-
ment with other practitioners, what exactIY they were shopping
forin a helﬁer. One therapist seemed too aloofand unapproach-
able. Another had this nervous habit of clearing his throat that
was found distracting. One was too passive; another too active.
Clients seem to know what they are looking for, and perhaps
what is surprising is how many times the first encounter with
a therapist turns out to be a beautiful match. This is a tribute
to the effective therapist’s adaptability —that is, his or her abil-
ity to reach so many different people with diverse backgrounds.
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Still; some clients do not come back. And probably for valid
reasons. Effective therapists accept this, acknowledging their in-
ability to work with everyone all of the time and processing the
feedback to help them become even more skilled in the future.
They also recognize the importance ofa good match. Therapists
unconsciously discourage those clients they do not wish to work
with —those they perceive as boring, who they do not believe
they can helﬁ, or who present issues that are experienced as too
personally threatening. _

| am uncomfortable admitting that some clients get more from
me than others, but [ work harder if | feel more engaged. | am
more accommodating in my scheduling and payment of fees.
| am probably more understanding and patient. | know that
some clients %et.to me more easily than others; I sometimes pun-
ish them by being W|thhold|n? or bem? more confrontational
than | need to be. So, naturally, 1 am less effective with them
than 1 could be. Sometimes they might cancel an appointment
and | am ashamed to admit that | feel relieved. I do not follow
up with a phone call as (wlckly as | mlght with another client.
All in all, I tell myself that these thankfully rare mismatches
with me deserve someone who can be more compassionate than
| can. They eventually leave dissatisfied unless we can work
things through more honestly in sessions as to what is getting
in the way for us. .

If this is the worst part of me —that which feels most unpro-
fessional—then one of the best parts of my work is when the
client and | can deal with each other in an open manner and
come to realize that someone else might be better for him or
her. One case | can recall feelln? especially good about involved
a client who had the remarkable courage to confront me after
a second session and tell me that she did not feel things were
clicking between us. She did not think that | was “her kind of
person.” | was surprised at how nondefensive | felt, because
usually | feel very threatened by this tyﬁe of feedback, which |
ﬁercelve as rejection. | shared with her how much I appreciated

er honesty and openness. We were then able to put our heads
together in the process ofselectln% another therapist who would
be a better match for her. When she left, we both felt good about
the interchange.
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Rarely is this selection process so overt and direct. But the
result is the same: we pick those clients we believe we can help,
allowing the few others to drift away. Clients stay with ther-
apists they believe can help them, and leave those who they per-
ceive will not be helpful. _ o

“There are many other factors that play a part in each indi-
vidual therapist’s selection process. The effective psychoanalytic
therapist is not gqm% to agree to work with someone who wants
only symptom reliefbut could care less about self-understanding.
The cognitive therapist will stay with those clients who want
to think more rationally. The existential therapist selects can-
didates who have the capacity and motivation to discover per-
sonal meaning in their lives in addition to having a high toler-
ance for ambiguity and suffering. The strategic the{a?lst works
best with clients who want quick symptomatic relief, without
any interest in self-discovery. The gestalt therapist wants clients
who are not so literal-minded, who will cooperate with spon-
taneous encounters. This is not to say that these or other spe-
cific treatment modalities cannot work with almost everrone.
However, effective therapists know what they can do well and
with what kind of clients. And they are good at screening out
those who are likely to be poor risks.

Role Induction

The client walks in confused. He is uncomfortable with the
lack of structure and the therapist’s ambiguous role. There are
a host of conflicting feelings and desires—to make a good im-
pression, to present an accurate portrait of what has been go-
Ing on, to defend himselfagainst more pain, to be a “good client.”
And he experiences tremendous anxiety because of muddled ex-
pectations:

Where should I sit? What am | doing here? Where should | begin?
What does she wantfrom me? Is it okay to take my shoes off? Am | sup-
osed to pay now or later? What is shegoing to do? What is she waiting
or? Am | supposed to start?

Hello, my name is Dr. . What can | do for you?”

“Um. Uh. Well, it .. . uh. Tm not sure.” What does she want
to know? Should Ijust talk, or will she ask me questions? Should | give her
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ﬁriefanswers or long ones? Should | even tell her the truth? | hardly know
er.

Itis truly amazin%_that_despit_e such humble beginnings, in a
matter of minutes this client will pick up what is expected of
him: to be as olpen and honest as possible and to be patient with
whatever unfolds. He will learn the rules of engagement —that
while the therapist says it does not matter what you talk about,
there are certain topics that seem more appropriate and certain
ways of talking about them that are most helpful. Before this
first session is over, the client will have a pretty good idea of
what to expect next time.

~Clients stay in therapy longer and get more out of the expe-

rience when the roles of both client and therapist are clearly
deImeated_fFrank and others, 1978; Garfield, 1978; Richert,
1983). While the roles of the therapist are everchanging—from
consultant to compassionate listener to supportive friend to
authoritative expert to idealized parent—clients are helped to
take on the role ofa coolqeratlve, open, trusting Partlmﬁant. In
short, we are teaching clients to function optimally so that they
may get the most out of treatment and we might feel most com-
fortable (Chessick, 1982; Beitman, 1987). _

Most of the ingredients of successful therapy are introduced
as the treatment first begins. Unless the therapist can recruit
the client’s help, set up favorable expectations, establish realis-
tic goals, structure a sound treatment plan, and initiate a produc-
tive working alliance, any further efforts will be doomed. Effec-
tive therapists are thus quite skilled at preparing the client for
what will follow in a way that maximizes receptivity and active
participation. _ o
~ Inducting the neophyte into the role ofa client involves several
important steps that are part of most intake procedures. If there
has ever been one area of consensus among practitioners of
different theoretical allegiances, it is that initial interviews should
have certain characteristics and goals beyond that of collecting
needed backgiround information. Some of these components of
successful role induction have been rogosed by Orne and
Wender (1968), Gottman and Lieblum (1974), Dyer and Vriend
(1977), and Beutler (1983); they include the following:
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~ Providing a General Introduction to Psychotherapy. The client
is usually given ageneral_ov_erwew of the process —what it can
and cannot do and what is likely to occur. Often this includes
a discussion of ground rules related to fees, scheduling, and con-
fidentiality.

Assessing the Clientt Expectations. The client is questioned
about what he or she believes will happen and is asked for per-
ceptions of what the therapist will do. Through patience and
Brobmg, we eventually learn what the client really thinks about

eing In our office:

. ‘f‘ThisblfeeIs awkward and humiliating and terribly uncom-
ortable.”

* “l am probably crazy, and I am about to learn that my ther-
apist will put me away forever.” N

o her% IS no hope for the incurable condition I have con-
tracted.”

* “Talking to a complete stranger about my problems is ludi-
crous and a definite sign of weakness.”

. “Thll_S IS a sham and a rip-off, paying so much money for
so little.”

* “This probably won’t work, and even if it did, it’s too late.”

» “After about two more sessions Il be fixed for good, and
| won't have to do much to make that happen.

_ _St_atin% the Therapists Expectations. With dlplomacY and sen-
sitivity, the therapist systematically eliminates each of the client’s
misperceptions about what therapy can do. The clinician pro-
vides an alternative reframing of therapy that is consistent with
what he or she can actually deliver. For example, “I have no
magic wand, but | do have some degree of expertise that will
allow us together to explore what is going on and to help you
find a way out.” . _

The therapist also introduces the client to the behaviors ex-
pected ofhim or her. These might include some of the following:

« .. .that you attend sessions reqularly and promptly”
« “. . .thatyou give sufficient notice before canceling a session”
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» ... thatyou agree to abide by office policies and pay bills
according to our agreed-on schedule’ -

o “. .. that you not call my home number unless it is an ab-
solute emergency” .

o« “.. . that you abstain from all alcohol and drug use while

ou are In treatment” o

o« %, .. that you accept primary responsibility for the content
and direction our sessions take” _

« .. . thatyou try to be as open and honest with me as you
can”

« ... that if things arent going the way you like, you will

take responsibility for maklng chanPes and letting me know
what you need me to do ditferently” _

o« “.. . thatyou will give at least two weeks notice before end-
ing treatment so that we may work through unfinished is-
sues between us”

Previewing Coming Attractions. The client is warned about,
and prepared for, certain Eredlctable occurrences that he or she
may find uncomfortable. For examPIe_, the client is advised that
he or she may feel some degree of discomfort throughout the
experience, that at several junctures there may be a temptation
to run away, and that these resistances are normal and even
useful to moving forward. This is an especially important phase
of the role induction process since it builds a certain amount
of patience and indulgence into the client’s expectations and ?w_es
the therapist latitude in helping the client process periods of dis-
couragement and disillusionment.

Giving a Favorable Prognosis. The client wants and needs to
hear that devoting this time, energy, and money is going to result
in something tangible. While no guarantees can re_aso.n.ab%_be
offered, the therapist assures the client that what is ailing him
or her is indeed workable, that it may take a while, but with
sufficient motivation and hard work, the client will indeed ex-
perience significant improvement.
~ O’Hanlon and Weiner-Davis (1989) even recommend end-
ing the first session by capitalizing on the client’s positive ex-
pectations. They believe that rather than focusing exclusively
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on what is wrong with people —exploring and diagnosing their
psychopathology —progress would be better served bK asking
clients to reflect on what is working for them. Thus they sug-
gest asking clients to pay attention to all the positive or desir-
able things that occur during the week. For example, rather than
spending time thinking about how often they argue, a couple
can be directed to monitor everything about their relationship
that they would like to nourish. A(Fosmve rather than a nega-
tive prognosis is therefore fostered.

Orienting the Client to New Behaviors. There are certain client
behaviors that are essential for therapy to work. People who are
used to externalizing their problems and blaming others for their
suffering must give up these defenses in favor of alternative
strategies that are consistent with the goals of therapy. Clients
are taught to be more psychologically sophisticated, to be more
introspective and analytic, and to begin looking at their role in
creating difficulties for themselves.

There is usually a certain language and phras_eolo%y the ther-
apist prefers the client to use that is reﬁresentatlve of these new
concepts. Thus the first or second time the client says “I need . . .”
he or she may be asked to substitute “l want . .. ,” or he or she
may be encouraged to exchange “I wont” for “I can't.” This sen-
sitivity to Iangua?e becomes one of the first signals for the new
client that the rules of expression in therapy sessions are con-
tsuljke_rably different from conventional modes of thinking and
alking.

Helping the Client Increase Tolerances. The client is helped
to increase tolerances for certain experiences that will prove use-
ful for the duration of the sessions. These will probably include
expandm_?.the client’s range of vision—that is, increasing his
or her willingness to consider new choices and possibilities. It
also means increasing client tolerance for short-term suffering
while rendering the prospect of long-term discomfort unaccept-
able. In other words, the client will have to tolerate the pain
ofthe present symptomatology as well as disquieting confronta-
tions with himself or herself until things can be worked through,
but will no longer be forced to confront a mediocre future.
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Tolerances for other states are also increased to make ther-
apeutic work possible —so that the client can temporarllr live
with uncertainty, ambiguity, frustration, and other likely ex-
periences that usually accompany this ?_erso_nal journey. This
origntation to “nowhere land” starts the first time the client asks
a direct question and is told “It’s up to you,” or when the ses-
sion is ended with things left hanging in the air. Essentially,
the client is quickly taught to increase his or her capacities for
tolerating the unknown and the uncomfortable.

Obtaining a Commitment. When all else is said and done,
the final and most important comPonent of the role induction
process is securing a commitment from the client that he or she
will agree to the conditions of the contractual arrangement and
work hard in the sessions. Without such a promise, the client
will feel little investment in the therapy and little inclination to
sta% with the process when the going gets rough.

anfer and Schefft (1988? have argued that one of the most
common reasons therapy fails is that the client is not sufficiently
motivated; helpmg him or h_er_d_eveIoF a commitment to change
is the central task of the clinician. he¥ propose a variety of
clinical skills and interventions that are often useful in (1) reduc-
ing the client’s feelings of demoralization, (2) developing incen-
tives for change in the clients, (3) obtaining a commitment from
the client to participate in theraﬁy, and (4) motivating the client
to stay with treatment when the going gets rough.

It probably makes little difference exactly which techniques
are used to accomplish these goals—whether the clinician prefers
instituting positive imagery, recording progress in ways that
make it easy to see changes, setting small but easily managed
tasks, or using encouragement within the therapeutic alliance.
Whatever particular strl_e or approach is employed, the ther-
apist must be successful in securing the client’s commitment to
follow through with the therapy process.

Relationship Building

Perhaps what makes therapists most effective is their ability
to create trusting relationships with their clients. In the context
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of an alliance that consists of mutual affection, respect, open-
ness, and excellent communication, there is much freedom for
both participants. There is freedom for the client to explore un-
conscious motives, repressed experiences, and unexpressed feel-
ings, and to experiment with new behaviors. But there is also
freedom for the therapist to feel at ease and to make mistakes
without jeopardizing future progress. _

In a trusting relationship in which we have earned the client’s
confidence, we are not as pressured to perform perfectly. The
most effective therapists are not those who know exactly what
to do in every situation; rather they are those who have secured
sufficient time and patience on the client’s part to experiment
until the most helpful combination of interventions is discovered.

It is not necessary to be right in every interpretation, to be
on target with every confrontation, or to be successful with ev-
ery therapeutic strategy, as long as we have the client’s trust
and mdul%ence. If he or she believes in our integrity and com-
petence, then we have all the time we need to eliminate those
aﬁproa_c”hes that do not work and select (or stumble on) those
that will.

One practitioner—a counselor educator and therapist for over
twenty years—believes that the essence of everything she does
with her clients boils down to her skill and expertise in building
Froductlve relationships: “I suspect that those clients with whom

am most effective feel deeply heard and valued bY me. If asked,
| hope they would say I understand them on all levels and to
the deé)th of their beings. When we are together, | it tightly
around them. I work closely with them, picking up nuances and
subtleties of thought and emotion. | catch their smallest feel-
ings and ideas as they arise in the moment and stay present as
these shift. I reflect the reality of their inner experience, thus
giving them permission to move to deeper and deeper levels of
awareness.” _ _

This counselor educator further describes what she considers
to be the ultimate clinical skill as establishing a working rela-
tionship in a relatively short period of time. To do this the pro-
fessional must exude a certain amount of charm, class, sincer-
ity, tranquillity, magnetism, kindness, empathy, wisdom, and
other characteristics that make someone attractive to others.
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The effective theraﬁist IS seen as nurturing and safe, as some-
One”V\éhQ can truly be trusted with one’s secrets, problems, and
WeN-neing. . : :

These qualities are communicated in the very being of the
therapist, in her energy and style, and also in herbehavior. For
the effective therapist acts in ways that are designed to win con-
fidence and instill a sense of trust. This is done by demonstrat-
ing one’s skill as an attentive listener, without judgment or criti-
cism. It is done in all the innumerable ways in which we show
our concern and carlng. .

Whereas Rogers (1957) was the primary spokesperson for the
healing benefits of communicatin .carlng and positive regard
to the client, this skill (if it is a skill rather than a quality or
even more diffuse “way ofbemq(”) Is certainly part of the reper-
toire of every practitioner. Decker (1988) points out that most,
if not all, therapists act as caregivers of parental love. Even
though we accept financial remuneration in exchange for our
attention, clients feel a sense of genuine caring from us—aor they
would not come back. (The notable exception to this point are
those clients who are so used to being in nonreciprocal, with-
holding relationships that they will tolerate aloofness, reg]ectlon,
and even disdain from their therapists because it is all they feel
they deserve.) Since, however, this discussion is concentrating
on the skills of the most effective therapists, we are justified in
sarm_g that at least some degree of caring is evident in therapeutic
relationships. .

It is not enough to care about our clignts; most potent ther-
apeutic effects result from the communication of this attitude
In such a way that the client can accept these positive feelings.
Indeed, perhaps the greatest skill is in commu.nlcatln? the posi-
tive regard in such a war that it is felt by the client, but is neither
misinterpreted as seductive nor seen as inauthentic. We are giv-
ing of ourselves —our loyalty, our undivided attention, our fo-
cused concentration. We hear, see, think, feel, and share what
we_observe and sense. o o
~ The skills that are involved in this endeavor are initially taught
in graduate school: how to reflect feelings, offer support, and
demonstrate deep levels of empathy and understanding. Yet the
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best therapists have integrated these interventions into their
natural style of relating to others. They radiate a warm smile,
soft eyes, and a presence that invites people to confide their
deepest thoughts and feelings. o

ffective therapists are also good at making adjustments when
they sense that things are not gom% as well as they could. When
they feel a client sllpplng_awag, they are able to quickly diag-
nose what they may be doing that is creating distance and what
they might do to amhtategreater intimacy. The¥ are able to
adapt their stKIe to the needs and requirements of each client,
calculating when appropriate levels of familiarity or formality
are needed, S _

Many clients report dissatisfaction with therapists they have
seen because they were perceived as being either too loose or
too rigid. A client confided his frustration with a therapist who
was repeatedly asked for feedback and input on what had not
been disclosed over a period of a dozen sessions, but instead
encountered continued silence and passivity. The therapist re-
fused to alter his style. Another client felt extremely uncom-
fortable with her therapist’s informality and loose boundaries.
She wanted more structure to feel safe and even expressed this
Lo_ her }heraplst. But he, too, was unable or unwilling to change

IS style.

Some clients need more structure, others less. Some aloprec_iate
formality; others feel most comfortable in an informa settmg.
While generally we tend to keep those clients who are most like
us in their basic interests and values, those therapists who are
able to reach a broader population are those who are good at
dlagnosm?just what a client needs to feel comfortable opening
up—and then to deliver it,

Interviewing

There is both an art and a science to a therapeutic interview,
Even the most nondirective of therapists finds it important to
%ather background information, relevant family and medical

istory, and other material that may prove helpful in under-
standing the context of the present situation. While the degree
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of structure used in initial interviews may vary from the most
regimented of mental status examinations to a more open-ended
discussion about what brought the client to the office, conduct-
ing such an exploration is a prerequisite for any treatment that
would follow.

The best interviews are those that appear to be the most
natural encounters, where the therapist is able to elicit volumes
of information without resorting to an interrogative style. 1t is
this Iow-ke%, nonthreatening apProach that separates the vete-
ran from the beginner. The effective therapist is able to en-
courage sharing, openness, and helpfulness on the part of the
client through a host of ancillary skills such as open-ended ques-
tions, reflections of feeling, probes, and demonstrations of gen-
eral interest. Like any great detective, the therapist is good at
getting people to want to tell their story, complete with all the
rich details that give it life and meaning. N

There is probably remarkable consensus among practitioners
of all theoretical orientations as to what information should be
gathered durm? initial interviews. Such a list would include:
a description of complaints and symptoms, the exact onset of
problems and Frem‘pltatmg factors, previous history of emotional
difficulties, a list of what has worked so far in coping with the
problems, previous history of working with professional helpers,
medical history including any medications being taken, previ-
ous or current illicit drug use, family constellations and history,
current living situation, occupational and avocational activities,
feelings about being in theragg, and reflections on how things
are going so far. Marmor (19 2 summarizes these various com-
ponents; he suggests that careful history taking is intended to

1. Determine the onset of the symptoms (acute, chronic, pre-
cipitating factors) o

2. Assess strengths the client brings to the sessions (intelligence,
education, experience, support system)

3. Explore stresses in the client’s life and capacities for deal-
ing with them _ _ _

4. Evaluate resources that are available in the client’s world
squallty of relationships, vocational and interpersonal skills,
inancial resources)
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~Rarely would this information be collected through rapid-fire

“interrogation,” although questionnaires are often provided to
clients as part of an intake procedure. The skilled therapist is
able to find out what has happened and what is currently going
on in the client’s life through the same process that is part of
all good therapy —by being an attentive listener, by tracking
themes and issues, by noting what is said and what is omitted,
by providing a safe, secure environment conducive to sharing
and exploration, and by cIarlfylng_thm%s through questioning
content and reflecting on underlying thoughts and feelings.

Linguistic Coaching

Since therapy is an act of communication, much of what takes
place is centered around the content and structure of linguistic
processes. In a sense, therapists function as language coaches
who listen carefully to what is communicated and how it is ex-
pressed. Much of'the time, the messages contain distortions,
exaggerations, overgeneralizations, erroneous assumptions, and
inconsistencies that can be altered to represent more accurate
aspects of reality or healthfulness. =~

Whereas it is obvious the way linguistic philosophers such
as Ludwig Wittgenstein would devote considerable attention to
the differential meaning of expressive language, there is also a
rich herlt_age of these methods evident in-much of therapeutic
work. With the growing popularity of cognitive-based therapy
and neurollngmstlcprogrammln%, most practitioners have hecome
quite adept at monitoring and s apln?_cllent Ianguagle patterns.

The rational-emotive therapist believes that by learning to
talk to yourself differently, you will subsequently think and feel
differently. The neurolinguistic therapist is also concerned with
correcting distortions of reality implied in verbal communica-
tion. The gestalt therapist finds it he_IBfuI to encourage clients
to adopt the Ian%ua e of self-responsi IW' And since it is the
primary tool with which to influence the client, all practitioners
are concerned with the precise and constructive application of
Ian1guage. o _

here are, forexample, a number of ways in which therapists
apply linguistic coaching skills in their work:
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1. Correcting distortions or exaggerations of reality. “When you say

YOU have never been successful in anything you have ever tried,

presume you are speaking only about your most recent
attempt to find a date.” o _

2. Pointing out errors in logic. “Perhaps I'm missing something
here, but you said thatyour suffering is caused by what others
have said to you?”

3. CIariinn% ambiguous referents. “When you speak of people who
should be more sensitive to othersfeelings, what you mean
i that your husband could be more attuned toyour feelings.”

4, Helﬁing clients to express more completely andfully the exact nature
of their internal experiences. “What is it like for you to feel out
of control?”

5. Teaching clients to avoid the use of certain words, phrases, and ex-
pressions that can be considered counterproductive. “I wonder ifyou
wouldn’t mind repeating what you just said, but this time
substitute 1 want for | need, I wont for I cant, and I prefer
for I must."

6. Encouraging clients to use the language ofself-responsibilitr. “You
have been talking at length about how everyone feels in this
?roup. You might try using the pronoun'/ to speak only
or yourself.” .

7. Pinning down responses that are evasive. “You keep saying maybe,
probably, and | dont know. Take a wild guess and tell me
what you think might happen.”

8. Confronting sexism, racism, class prejudice, and otherforms of hias
tofacilitate a deeper understanding of their impact on others. “I no-
tice you use d.erogatorz terms whenever you refer to wo-
men —expressions like bitch, my old lady, and weaker sex. Let’s
look at what effects that might be having on some of your
relationships.”

As therapists, we must be sensitive to our clients’ use of lan-
guage. But we not only need to be skilled at logical analyses
of words and their meanings; we should be experts at our own
use of language. Since itisourjob to offer a reality that, if not
more objective, is at least healthier than our clients’, words and
gestures are the principal means available to us in our efforts
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to clarify what we hear and offer interpretations regarding pos-
sible meanings.

Interpreting

~Interpretation is the basis for much of our therapeutic work,
since it is our job to draw toPe_ther client material into state-
ments of possible significance. It is an attempt to represent reality
accurately in language that may be understood. As such, it is
an aesthetic venture rather than an assertion of a truth or false-
hood that cannot be verified (Spence, 1982). Like any work of
art, it must be beautifully conveyed, arrest attention, and be
a stimulus for discovering personal meaning. It is proposed as
a hypothesis, a possibility of what may be, subject to the ways
it is internalized by the listener. _ _
Interpretation is the act ofasmgnmg meaning or causality to
behavior or experience (Beitman, 1987). When we increase
clients”awareness of patterns in their lives, they can no longer
get away with acting in self-defeating ways without reallzmg
what they are d_omgi and why. A case in point is demonstrate
by Nina and Nicholas, a couple who are especially wrathful in
their conflicts with one another. The marital therapy that takes
place consists of the clinician playing referee to stop them from
doing irreparable damage to one another in their reciprocal at-
tacks. The therapist interpreted a pattern she had observed again
and again in which each partner would take turns sparklng an
argument during times of relative tranquillity. The other spouse
would then take on the role of abused victim and milk the part
to the hilt—until it became tiresome, when according to some
unspoken agreement, they would switch roles of antagonist and
defender. This carefully’ choreographed production was, of
course, reminiscent of the behavior they had each seen modeled
by their own parents at home. They had each auditioned can-
didates for the role of spouse over a long period of time until
they found a suitable match. o _
[t never became necessary to resort to an intrusive, strategic
intervention —paradoxical, directive, or otherwise. The aware-
ness of their pattern became embarrassing enough that they
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could no longer enga%e in ridiculous behavior without one of
them reallzmg what they were doing and refusing to continue
plagmg_ out the same script. o

amll?; therapists —especially those who 8ract|ce brief ther-
apy, such as Fisch, Weakland, and Segal (1982), Budman and
Gurman (1988), and Haley (1990) —see their essential mission
of affecting cures within a half-dozen sessions as altering the
client’s perception of his or her presenting complaint. This
reframing is accomplished mostly through the presentation of
an alternative interpretation of the problem in such a way that
it may be more easily solved. Thus Weiner-Davis (1990) de-
scribes the case of a discouraged and demoralized single woman
who had all but given up male companionship because of an
image of herself as a loser. The therapist reinterpreted the is-
sue In terms that were not only easier to work with, but in a
way that reduced the client’s sense ofhopelessness—that the client
needed to construct a more effective “self-marketing” strateg(r_.
_ These sorts of interpretations, while the antithesis of tradi-
tional psychoanalytic interventions, nevertheless demonstrate
the clinician’s potential to suggest alternative realities that the
client may find helpful. Bernstein (1965) summarized other uses
of interpretation as a means to: facilitate insight, provide solu-
tions, alleviate anxiety, inhibit acting out, improve communi-
cation, handle resistance, offer support, increase awareness, and
infer causes of action. In each of these cases, the therapist seeks
to label or explain phenomena in order to make them hoth un-
derstood and manageable (Dollard and Auld, 1959).

It does not really matter what type of |nter§)retat|on Is offered
to the client—be it an existential, psychoanalytic, or CO?HI_IIVE-
behavioral formulation. As long as it is a convincing, relatively
comprehensible explanation of the source of conflicts, the client
VlvélfliOSHd the therapist to be both reassuring and helpful (Garfield,

'S0 we are dealing with style here rather than content. The
client comes in and Presen_ts himself as agitated and anxious.
He does not sleep well, waking up almost every hour of the night.
In addition, he reports he has no goals in life, or anything in
particular to look forward to. He is looking, desperately seek-
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ing, some explanation for this disturbing state of affairs. He does
not care where it comes from —only that it reassures him that
he is going to be all right, that he is not in fact falling apart.

One interpretation of his situation that could easily be pro-
posed is that the meaninglessness he is experiencing in his life,
the lack of purpose and direction, is keeping him up all night.
The symptoms are creating the necessary discomfort to moti-
vate action. They are his body’s way of getting and keeﬁm his
attention until he takes care of unfinished business. If the ther-
apist presents it with authority and eloquence, this interpreta-
tion may offer some comfort and understanding. The client
would probably feel less anxious immediately, just from learn-
|n%_that this is a natural and even a necessary situation for him
to Tive through. This interpretation would be effective because
it makes sense to him. It is not so important to him what the
_exglanatl_on is as much as that there is an explanation for what
is bothering him. _ _

Effective therapists of all theoretical persuasions would make
use of similar interpretive procedures —that is, giving meaning,
even ifitisonly a worklngwlpothesm, to a situation that seems
frightening and hopeless. With the preceding client, I offered
just such an interpretation of his plight, quite proud of myself
all the while —thinking | had (1) tied together most of the threads
of his story, (2) proposed an idea that seemed logical and in-
tellectually sound, and (3) explained the theory in a highly im-
passioned and convincing manner designed to recruit his sup-
port. He would, however, have no part of it. Although, he
admitted, the idea did have some merit, it did not “feel right”
to him. He was quick to reassure me that he could see how |
ml%ht think that, and perhaps it was true —but it did not seem
to help him much. _ _

| responded by offering another interpretation that | thou%ht
he would accept until he was ready or able to face some other
issues. | recalled that the fre%u.entwakln problems had started
gradually when he turned thirty, and they had been getting
steadily worse. My interpretation”of his situation was rather sim-
ple: 1 told him that most men over thirty begin to experience
decreasing bladder capacity, which leads to the necessity of more
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frequent urination in the middle of the night. Now whether this
i really what is going on with him or not is beside the point.
The Romt is that this explanation made perfect sense to him
(much to my surprise). He felt more relaxed, more hopeful, and
relieved eno_u?h to be%m to explore the other issues in his life.
‘This case illustrates how interpretations can be used to reduce
client anxiety. However, the primary purpose of this interven-
tion is to promote insight and self-awareness, a process that often
involves a certain amount of discomfort. Pope (19_772 has ob-
served that interpretation is an especially difficult skill to master
since it is not only helpful; it can also be quite dangerous.
The client will not acc_eFt interpretations that are too deep,
and those that are especially threate_n!nF will ﬁrovoke_ greater
resistance and defensiveness. Superficial and shallow interpre-
tations, on the other hand, can be perceived at best as a waste
of time, and at worst can be seen as evidence the therapist does
not really understand what the client is communicating.
~ The worst kind of interpretations are those that appear pejora-
tive, denigrating, or accusatory. Strupp (1989) believes that often
a client’s negative reactions are not due to resistance or pathol-
ogy, but the natural defensiveness to perceived attacks: the client
feels hurt and rejected. Here are a few examples of how interpre-
tations can be framed negatively or positively. One alternative
would be to say, “You seem to be acting out toward your wife
just as you did toward your mother.” But consider this version:
“There seem to be some similarities between your relationships
with your wife and mother.” Or, for another éxample, “You feel
helpless and traPped,_but dont seem to want to do anything
to change.” The following version would have a much more posi-
tive effect: “There’s a part of)éou that really wants to get better,
and yet another part ofzou that likes things the way they are.”
The principal task, then, for therapists is to offer opinions
that are plausible to the client as well as insightful, without creat-
ing further resistance. Strupp advises that interpretations are
most heIBfuI when the therapist shows empathy, metacommu-
nicates about the process without being speuflcally critical, and
frames interventions carefully, diplomatically, and positively.
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Confronting

While it is indeed counterproductive to create undue stress
through the use of misguided interventions, there is an appropri-
ate time and place for exacerbatlnq the client’s dissonance. Beut-
IerT(1986) believes this to be the hallmark of all effective therapy.

he purpose of confrontation is to help the client face dis-
crepancies between aspects of his or her behavior and espoused
attitudes, values, and goals (Dyer and Vriend, 1975). This may
include pointing out differences hetween:

1. What was said earlier and what is being said now. “Earlier you
mentioned that growing up in your home was so calm and
pleasant, yet you are relating one instance after another
In which thm%s actually sound quite conflicted and stressful.”

2. What was verbalized versus what was actually done. “You said
finding a new job is so important to you, yet you have been
so reluctant to go out on anx Interviews.”

3. What is implied in one aspect of communication (nonverbal com-
munication, expressions offeeling, intellectual responses, and so on)
but contradicted in another. “You report feeling comfortahle
right now and free of any concerns, yet %ou appear rlgld,
tense, and controlled. Your si)eech IS tight, your knuckles
are white, and you are unable to meet my eyes.”

In each of these examRIes, or any confrontation, the ther-
apist seeks to induce higher levels of dissonance in the client
by forcing him or her to examine inconsistencies. When dis-
comfort has been increased to uncomfortable but manageable
limits, several things begin to hapPen: the client lets go of previ-
ous strategies that are clearly not working, the disequilibrium
motivates a search for something else that will reduce discom-
fort, and the disorientation leads to a degree of experimenta-
tion with other alternatives that were prekuslz unacceptable.
~ Dysfunctional behavior is, in many ways, the avoidance of
issues and conflicts that will not go away by themselves. Clients
develop defenses and adaptive mechanisms to protect them from
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dealing with painful material. Effective therapists use direct or
indirect confrontation as the primary means of_he(lflng clients
face the problems they have been av0|_d|nﬁ. Garfield (1986, pp.
153-1545)belleve§ the common factor in all approaches “appears
to be that the client in some way is confronted with the nega-
tive situation and learns that he can face it without any cata-
strophic consequences.”

Handling Resistance

_One of the first paradoxes confronted by a beginning thera-
pist is that whereas clients universally claim they wish to change,
there is a part of them that would Rrefer_ that things stay just
the way they are. We have learned that this phenomenon holds
true for a number of reasons: fear of the unknown; reluctance
to accept responsibility; repression, denial, or other defenses to
keep the unconscious buried; reactions to perceived threat; anger
or resentment toward the therapist for some perceived injustice;
transference acting out; self-defeating personality style; sense
of hopelessness; and so on. In fact, there are so many reasons
wh% resistance occurs that it is a wonder anyone changes at all!
~ Nevertheless, effective therapists are highly skilled at deal-
ing with client reluctance, respecting the messages it conveys,
and using the conflict for the purposes of learning and growth.
Imagine, for instance, how you would respond to a client you
have been seeing for some time who does any of the following:

* consistently comes five to ten minutes late to every session

o cancels or reschedules sessions on a regular basis

* becomes unduly argumentative over apparently insignificant
oints

r%m_ains silent for lengthy periods of time

denies the existence of conflicts that appear evident

agrees with almost everything you say

reports not thinking about the content of therapy between
5essions _ . .

J _chan[qes the subject whenever certain matters arise

* indulges in incessant chatter, filling the time with long-

winded, rambling monologues
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« maintains feelings of abject hopelessness in the face of any
and all interventions _

o expresses anger and hostility without provocation

« fervently denies the presence of any feelings toward you

Decker (1988) reminds us of the value that psychoanalytic
thinking has b_rougi_ht to the understanding and management of
the behaviorsjust listed. The analyst has taught us that opposi-
tion to treatment is not only to be expected in a therapeutic en-
counter, but is viewed as a healthy way of pacing progress un-
til the ego is strong enough to deal with threatening material.
As such, resistance is respected as a legitimate, albeit indirect
form of communication. Once recognized, in all its many guises,
it can be brought to the client’s attention. Its origins, meanings,
and motives are further explored, including its functional values.

Effective therapists have adopted a nonadversarial attitude
toward client resistance so as to minimize feelings of being per-
sonally attacked as well as being able to neutralize the negative
energe/._To borrow a metaphor from the martial arts such as
T'ai Chi, sparring is not seen as a match between opponents
but rather as an encounter between partners. The object of this
exercise is to maintain one’s own sense of balance in the pres-
ence of someone else who is trying to maintain his or her own
balance in the same space that you are occupying. When we
are attacked by an opponent who is pushing agalnst us, the most
advantageous way to counter it is not by pushing back; rather,
It is to absorb the force, neutralizing it by not Presentln_g any
surface for him or her to push against. The act of Tai Chi spar-
ring, like that of resistance in therapy, consists of recognizing
that one’s partner is defending or attacking, and dissipating the
force ofaggressive energy by shifting one’s position and thereby
causing him or her to miss the target. o

Some therapists are able to work through therapeutic resis-
tance in such a way that they are able to minimize their own
sense of frustration at the same time that they are able to help
clients reach a point of futility where the]y are willing and ready
to abandon their seIf-defeatlng_pIors. he literature is full of
advice, techniques, and strategies for dealing with resistance,
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including everything from giving more of the selfor less, to be-
ing more open or less revealing, to setting stricter boundaries
or looser ones, to confronting the symptoms or exaggerating
them. The most important variables seem to include: ?1) stay-
!n? calm internally; (2) being more inventive, creative, and flex-
ible; (3) remaining patient; 54) respecting what the resistance
IS sayln%; (5) recognizing and avoi mgtraps_ that are intended
to derail progress; (6) continuing to be caring and accepting
toward the person while not tolerating unacceptable behavior;
(7) interpreting what is occurrmg and helping the client to see
nis or her covert actions and underlying motives; (8) reassur-
ing the client that this is a normal reaction, considering the cir-
cumstances; and (9) admitting your own role and responsibil-
ity in exacerbating the situation, .

Many diverse writers, mcludm?_ Lan%s (1981), Goldfried,
(1982a), Masterson (1983), and Ellis (1985), have felt that the
greatest source of resistance in therapy comes not from the client
but from the therapist. When unresolved issues are triggered
in sessions, or when the clinician has a low frustration toler-
ance or a high need for approval, the most minor resistance
can escalate into major impediments to pro?ress. Effective ther-
apists try hard to be aware of the source of process difficulties,
whether they emanate from the client or from themselves. They
are both committed to and expert at confronting their own resis-
tance tlo looking at unresolved issues as these are ignited by client
struggles.

Focusing

One interesting attempt to synthesize the ingredients com-
mon to all effective therapies was undertaken by Fuhriman, Paul,
and Burlingame (1986) in their efforts to operate a university
counseling center more efficiently. Confronted with a hopelessly
unwieldy waiting list _ofé)rospec_tlve clients, the authors sought
to develop a time-limited eclectic model that would employ the
best features of all theraples. TheK identified focusing as one of
the major mechanisms of change that is promoted through ther-
apist interventions.
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Focusing consists of offering some degree of structure to the
therapeutic endeavor—that is, _helf)mg a client who is confused,
frustrated, and imprecise in articu ath what is wrong to center
on areas that are likely to be most helpful. Focusing can involve
any of the following:

1. The act of making elusive, abstract, and ambiguous verbalizations
more specific and concrete. “So when you sar you are unhalppy,
what you mean is that your closest relationships feel im-
poverished and devoid of intimacy.”

2. Reframin% the client’ conception of the problem as a treatment hy-
pothesis that can be more realistically attained. “When you say
you want me to make your wife understand your position,
what you really mean is that | should helpj/ou to become
more effective in getting across your ideas in a way that
your wife can hear them.”

3. When the client rambles incessantly, the therapist keeps the progress
and development ofa session centered around a particular theme. “|
notice that you have been talking about everything other
than what originally brought you here.”

4, When the client begins to externalize problems andfixate on others
as the cause of his or her suffering, the therapist focuses attention
back on the client. “You keep relating the source of your prob-
lems as the fault of your parents, your boss, and plain bad
luI'Ckh 7In what ways are you responsible for your present
p Ig t.ll

There is considerable variation in the degree of importance
that different therapists would place on the value of focusing.
Some practitioners, especially those working under the pressures
ofa time-limited model, would see focusing interventions as im-
perative to keep therapy proceeding in an efficient manner. Yet
even those who prefer to allow clients to structure and lead the
sessions at their own pace have developed subtle means to fo-
cus progress in areas that are likely to be most fruitful. When
the client-centered therapist reflects feelings, she makes a choice
as to which client statement is most worthy of attention and
which feeling seems most important. When the psychoanalytic



160 The Compleat Therapist

therapist asks about a dream, he is focusing attention on what
he considers to be the most productive path. All effective ther-
apists similarly take some degree of control in helping sessions
flow smoothly and efficiently.

Questioning

~Asking questions is the most direct way of eliciting informa-
tion. Questioning is also helpful as a focusing tool, to provide
a structure for sharing and exploration, in creating a transition
to new subjects, and in identifying meaningful therapeutic con-
tent gLong, Paradise, and Long, 1981). And yet, when awk-
wardly worded, questioning cuts off communication, puts the
client on the defensive, creates dependencies, and leads to the
expectation that the therapist will continue to assume primary
responsibility for session flow. It can also limit exploration in
other areas and lead the client to feed answers the therapist wants
to hear (Gazda and others, 1977). _
~ Decker (1988) has explained that many therapists use ques-
tioning so _routlnelg that they never stop to consider that they
may be actln?.out their own pathology rather than actually trying
to help the client. This can include our voyeurism in wanting
to know certain private facts for our own titillation, our narcis-
sism in wantm?_ to elevate ourselves by asking difficult ques-
tions that the client cannot answer, and our sadism in harass-
ngthe client with painful queries.
 Effective therapists know when they should or should not ques-
tion clients, and when they are only attemFtlng to meet their own
needs. There are times when it is crucial to provide structure,
elicit information, or facilitate exploration in a specific area. And
there are times when the client is best left to flounder a bit and,
with support, be allowed to work things out for himselfor herself.
“Like most interventions, the best questions are generally am-
biguous and open-ended so that the way the client chooses to
interpret them reveals as much as the answers that are supplied.
Most clinicians avoid asking “why” questions since the client
rarely knows why anything happens the way it does; instead
they use inquiries to stimulate introspection or discussion. Com-
mon examples include:
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“What meaning does this have for you?”
“What will you do with this |n5|%ht?_” _
“How are you feeling about what I just said?”
“How are you going to proceed next?”

“How does this seem familiar to you?”

In most cases, questioning is designed to help the client to
clarify themes, synthesize issues, and explore areas that appear
confusing. While extremely difficult to do without being intru-
sive or abusive, questioning is among the most direct means
of eliciting important information in specific areas.

Problem Solving

As uncomfortable as most of us are with being identified as
problem solvers—preferring instead to replace problem with con-
cern, which does not imply that there is a single solution —we
do attemi)t to resolve situations that seen unresolvable. We do
this mostly by teaching clients to be their own problem solvers,
to become aware of feelings and factors, to reason through the
consequences of certain actions, to take steps likely to reach their
desired goals. But therapists are also highly skilled at seeing the
obvious that others have missed and at distilling the essence of
complex situations. Often this involves F(\;omg through an inter-
nal dialogue —or even leading the client through such a process —
in which we ask things like:

“What is the actual problem?”

“What is the desired goal?” N

“What options are available for realizing that goal?”
“Which of these alternatives are Ilkelg to be most useful?”
“Y]\/_hatlls 7a course of action that can beused toimplement
this plan?”

“To evhat extent have the desired goals been met?”

Most of us learned to ogerate in a problem-solving frame-
work in graduate school. Often with considerable resistance,
we conformed to the prescribed standards of doing research,
writing a paper or thesis, or completing all the paperwork at
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internship sites. Therapy, of course, does not proceed in an or-
ganized, predictable manner —despite what insurance comﬁa-
nies seem to expect when they mandate treatment plans that
Ispeuéy the exact diagnosis and course of intervention to be fol-
owed.

Many of the strategic practitioners, such as Bandler and
Grinder (1975), Fisch, Weakland, and Segal (1982), Madanes
(1981), Haley %1984), and de Shazer (1988), epitomize the effec-
tive use of problem-solving stratefgles in therapy. While some
practitioners may have some difficulty embracing these brief
therapists’ assumptions that insight is irrelevant, or that there
IS no such thing as resistance, they do offer some marvelously
inventive techniques that have great apgeal. Some of these in-
terventions, likened to a skeleton key or broad-based antibiotic,
work with most clients most of the time. For example, de Shazer
(1985) and O'Hanlon and Weiner-Davis (1989) describe the
“basic miracle question,” in which the client is asked to go into
the future to a time when his or her problems have been resolved.
“What, then, did you do to fix them?”, the client is next asked.
The response, of course, provides the key to which Fa_th is likely
to be most effective. Another popular problem-solving task is
the “exception question”—clients are simply asked to describe
those times when their problems do not occur. For instance, par-
ents complaining of a belligerent and surly adolescent are asked
to focus on those times when he is cooperative and loving. With
these examples, or with other strategic interventions such as
“reframln?,” “prescribing the symptoms,” or “forcing the spon-
taneous,” the clinician works as a problem solver who is trying
to find satisfactory solutions. o _
~ While strategic and other action-oriented or directive practi-
tioners use problem-solving skills in quite direct ways, those who
work in a more indirect, insightful style also make use of such
methodologies, albeit in a looser framework that nevertheless
cuts through to the essence of a client’s difficulty. A psychiatrist
who follows many of the tenets of structuralism and e%o psy-
chology describes what he considers to be the core of how he
operates as a therapist. He supplies the following example as
representative of what makes him most effective as a helper:
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A professional woman had remarried and was liv-
ing at what had been her home in the country. She
and her hushand, who earned less than she did, had
one car that he drove most of the time, leaving her
stranded whenever he was gone evenings and week-
ends. She complained to me: “I can never go any-
where.” | |mmed|ateIY replied, “Why don't you buy
your own car?” She looked puzzled for a minute,
wondering to herself before she answered me, “|
dont know.” Later that day she bought a new car.

So what happened? | made a difference, but why,
how, and what for? Maybe | missed the point; what
she really wanted to deal with was her deep loneli-
ness, her demands for nurturance from a mother,
husband, therapist who were never “present.” May-
be she missed the point, runnlng away once again
from facing that pain. Maybe she needed my per-
mission to do her own thing, to get out on her own
and explore the world. Maybe she just wanted to
please me, to show some improvement that would
make me feel better. Maybe she was truly a stranger
to her own autonomy. _

| think that understanding this interaction re-
quires observation of what she did with the car and
with isomorphs of the car. (We surely would not
want a “flight or drive into health,” one of those hor-
rible transterence cures, at this point. We never
want to quit when we are on a roll, which has led
one skeptic to write that a successful therglpy IS ter-
minated at a point of mutual boredom.) These ob-
servations provide a context of meanings that can-
not be derived from an analysis of this one chunk
of behavior. Or so goes my myth!

This Psxchlatrlst, as most of us would feel similarly, would
bristle at the prospect ofbelnﬁ called a problem solver, or even
a derivative of that label such as a teacher of problem-solvmg
skills. Yet our problem-solving abilities allow us to procee
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in ways that are somewhat organized, sequential, and hierar-
chical. We help clients to slowly build on what they already
know, understand, and can do. We do this by constantly as-
sessmg\Aseven unconsciously and intuitively): Where have we
been? Where are we now? Where are we headed?

Setting Limits

It is a paradox that within an atmosphere of maximum per-
missiveness there is also the enforcement of certain inviolate
rules. Indeed the effective therapist must maintain a delicate
balance between permitting experimentation and encouraging
the acting out of spontaneous feelings and desires on the one
hand and setting limits as to apProprlate conduct within the con-
tractual relationship on the other. _

An analytic therapist, who is comfortable deferring completely
to the client with regard to the selection of content and direction
In sessions, nevertheless feels that one of the most important
skills she has mastered is the establishment of clearly defined
limits in the theraBeu_tlc relationship: “l set firm boundaries with
my clients and | believe this is crucial to helping them assume
greater responsibility in their lives. They understand that if they
work with me they have to make a commitment to come regularly
and punctuaIIK. y setting parameters such as this, and confront-
mgi clients when there are attempts to be manipulative, | am
hewpmg them to_dev.elqlo coping skills within reasonable limits.”

his very point is illustrated in the case of a rather timid,
passive, depressed woman with a long history of hurting her-
self when she felt out of control. Her therapist tolerated a great
deal Off|e_)(lbl|lltr in the way they spent their time together, some-
times sitting silently for a whole session, other times patiently
repeating encouragement a dozen times until she could hear the
words. However, It was not only the permissiveness and accep-
tance of the client that aided her recoverr: “| believe the most
important thing that | did for her was fo let her know quite
clearly what was okay and what was not. She would test me
continuously. Calls at home. Threats of self-mutilation. One
game after another. It was when | intervened in a firm man-
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ner, teIIin_g her it was not okay for her to act in dangerous and
irresponsinle ways, that she regained her control. I'learned in
my training many years ago that | should be unconditionally
accepting, yet over the years I have since modified my view to
atcceptt_ conditionally certain behaviors that could be quite de-
structive.”

Kroll (1988) has pointed out in his work with borderline clients
that the consummate therapist skill necessary IOéJr_omote growth
IS masterm_thhe art of engs\?ement. This would in fact be true
of work wit any person. We attempt to maintain an optimal
distance that allows us to get close, but not too close: “I am
reminded of a passage in Hemingway’s The Sun Also Rises in
which a duel between the matador and bull is described. There
IS a proper distance between the protalgonlsts within which the
interaction most meaningfully occurs. [fthe matador is too con-
cerned with his own safety, he maintains too great a distance
between himself and the bull, so that little engagement occurs.
If the matador works too closely to the bull and is too reckless,
either because of concern for his own image or because of igno-
r1a9n808e Ofthleoil)Sks involved, then he is likely to be gored.” (Kroll,

Witr?the flair of a bullfighter (although we are hardly encoun-
tering an adversary), a therapist works hard to maintain bound-
aries and limits that are hoth safe and yet within effective range
to make contact. These parameters are established with regard
to roles, expected behaviors, and limits to protect both partici-
pants. The tremendous skill involved in creating and maintain-
Ing these boundaries allows the therapist to become intensely
intimate with a person, but without jeopardizing his or her own
welfare or that of the vulnerable client. _
~ With clients who are manipulative, narcissistic, or exploita-
tive, or who show borderline or hysterical features, the ther-
apist must work extra carefully to"set limits without creating
feelings of alienation. The problem is, then, to be careful with-
out being withholding, to be warm without being seductive, to
be supportive without fostering dependencies, to be firm with-
out being F_Uﬂltlve, to be compassionate without getting sucked
into the client’s destructive patterns.
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There is a moment forever frozen in my mind when | stood
poised with my hand on the phone and a client was deciding
whether to walk out of the office or not. She was an adolescent
who had just threatened suicide, after which | asked her to promise
she would not hurt herselfbefore our next session. She refused.
| told her that she then left me little choice but to call her parents
and inform them of her precarious state. She became enraged:
“How dare you call my parents without my Eermlss_lon! What
about the promise you made to keep our talks confidential?”
~“You are correct. | would be breaking confidentiality. But
if you walk out the door without being ahle to make a promise
you won't hurt yourself, you are telling me by your behavior
to call ourJJarents because you are so out of control.”

She looked at me, one foot out the open door, and she knew
| would do it. We had agreed long ago there were boundaries
that had to be maintained. And if she crossed the line of respon-
sible conduct, then [ would have to cross another line to safeguard
her welfare. This is, of course, standard operating procedure.
Yet, it takes a great deal of skill to set limits without jeopardiz-
mgrthe trust in the alliance.

he effective therapist has discovered a way that he or she
can become truly enga[qed.wnh even the most destructive of
clients, but without collapsing those barriers that help provide
structure and limits when they are needed. By way of contrast,
there are those relatively inexperienced and unwary clinicians
who proceed blithely, allowing themselves to be manipulated
or seduced wherever the client’s pathology ma;r lead. Or there
are those who are so fearful of even the controlled closeness of
a rigidly structured therapy process that they become completeIK
detached and disengaged from any authentic connection wit
the client whatsoever. Balance, of course, is the key to be mas-
tered—heing permissive enou%h_ to encourage free and spon-
taneous expression but also sufficiently restrictive of those be-
haviors and ploys that are ultimately self-defeating.

These include:

1. Playing mind games to discredit or devalue the therapist
2. Testing limits of tolerance surroundlnﬁ missed or late ap-
pointments, frantic calls at home, delinquent payments
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3. Hostile, angry, or dramatic outbursts intended to elicit some
response o _

4. Threats of suicide, self-mutilation, or self-destructive acts

5. Coming to sessions under the influence of some mind-
altering substance _

6. Attempts at emotional or sexual seduction to knock the ther-
apist off a pedestal

There is indeed tremendous skill required to manage each
of these relatively common manifestations of disturbed behavior.
This involves not only what is said and done with the client to
neutralize the unacceptable behavior, but also what we tell our-
selves in order to stay relatively clear and calm inside.

Self-Disclosure

There is no doubt that self-disclosure is probably the sin?le
most difficult therapist skill to use appropriately and judiciously.
The therapist’s revealing of self during sessions can be tremen-
dously useful as a way to encourage a strong identification and
mutual bond with the client. It is'a way to model effective be-
haviors, to share instructive anecdotes, and to close the perceived
distance between client and therapist, thereby facilitating greater
trust and openness. Therapist self-disclosure begets client self-
disclosure.

One resistant adolescent was even more surly than | am ac-
customed to—even for a withdrawn, angry hoy referred by his
Parents against his will. Since his mother insisted that he come
or a few months because she was tired of seeing him mope
around the house in a deep funk, we each felt stuck with one
another. All mr_usual ways of attem t,ln? to engage him proved
futile; each well-intended reflection of his eelmgs_or well-meaning
question about things | knew he was interested in were met only
with scornful grunts. _

After the first month, about all 1 got out of him was that he
was angr%/_and. depressed because his girlfriend had ended their
relationship six months earlier and she refused to consider a
reconciliation. He just wished to be left alone by everybody —
by his teachers, his sisters, his parents, and especially by me.
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We were reduced to spending our time playing gin rummy and
poker, but it seemed like we were both biding our time, wait-
Ing for the two months to end so we could satisfy his parents.
1t was stating that very synoRsls of our mutual p|l?h_t that
flnally{ got his attention. 1 told him how silly | felt talking to
myself with him as a critical audience. | shared my frustration
and impotence in tr¥|_ng to reach him in any way. Without my
quite being aware of it, other feelings began to pour out of me,
especially about how | could feel his pain, not as his, but as my
own. Just as if it had happened last week, I began to relate my
own traumatic breakup with a girlfriend in college —one that
left me broken and despondent for months and months. In fact,
even now after twenty years, | can still feel the pain.

As my eyes started to mist up a bit, a1great wracking sob
from the %oung man interrupted my story. The words and tears
that had been stored inside him for so long finally flowed out.
We had made contact. _ _

Therapists who are hlghly skilled at self-disclosure are able
to reveal themselves freely yet sparingly. They are not afraid
to show their humanness, but do so without taking the focus
off the client for any great Ie_nPth of time. The key criterion in
knowing when to use this skill seems to be to use it or]l>(1 when
there is an obvious reason why another intervention (which keeps
the focus on the client) cannot work just as well.

There are many practitioners who prefer not to reveal them-
selves with clients for any number of reasons, most notably that
it can lead to self-indulgence. And indeed there are some ther-
apists who are so narcissistic and self-involved that they define
their work primarily in terms thellmg stories about themselves.
This, hopefully, is the exception, not the rule. But so manY of
the mentors we consider to be most influential to our deve olo-
ment are people who revealed themselves to us in a uniquely
personal way —and we appreciated those gifts as much as we
did their knowledge. _ o

Whitaker (1986, p. 90) makes the very interesting point that
the reason Freud created such str_ongl_prohlbltlons against ther-
apists revealing themselves to their clients was not onI%/ because
it can lead to unnecessary self-indulgence or confuse the trans-



What Therapists Actually Do 169

ference, but because it makes the clinician more vulnerable. He
or she can be seen as the patient. And of course the therapist’s
?rlvacy is at stake; anything said in an interview is public in-
ormation. Self-disclosure can also create a number of problems
when it is employed at inopportune moments or when it is used
excessweI%. here are, in fact, some practitioners who seemed
to enter the field so they can have a captive audience to talk
about themselves to. And even otherwise effective practitioners
can see their well-intended self-disclosure backfire before their
eyes.

yDuring the same period in which | found that revealing my
own story to the resistant boy worked wonders in ce_mentmg
a bond between us, | decided to try a similar intervention wit

another case | felt stuck with. While I should have known that
we tend to get into trouble whenever we attempt to impose a
structure on a client, rather than allowing the exact situation
to dictate the best match of strategy, | was riding high on my
previous success. “Why,” | reasoned, “shouldn’t revealing my-
self more often help in other cases as well?”

Indeed, on the surface things appeared to be similar to the
other situation, since the case involved a young woman who
was mostly mute in sessions and refused to reveal real feelings
about her life. When I pressed her to share feelln%s she may
have toward me after spending a dozen hours together, she re-
plied smugly that she did not think about me one way or the
other. To her, | was just part of the furniture.

It was because | lost sight of my objective —to help her open
up at her own pace, not my own—that I let my own needs get
in the way. In anger and exasperation I used self-disclosure as
a weapon (although at the time | reasoned that | was trying to
push her to respond in some way, any way). | shared with her
my own feelings that | felt abused and ‘manipulated, that |
thought she was pI_ayln?_ games with me—and herself.

To my initial satisfaction, my remarks struck home. She did
react! But in a way | hardly expected: “It takes me a long time
to trust someone. [ have been hurt so many times before. Where
do you get off telling me that I'm not okay because | don't
respond the way you want me to? You have just proven to me



170 The Compleat Therapist

that | can't even pay someone to be cordial to me. While | do
accept some responsibility for this mess, %ou are way out of line.
| think it’s best if | find someone else who can be a little more
understanding.” _ _

After we both licked our wounds and tried to begin anew,
| reflected on how I had violated almost every rule for using
self-disclosure appropriately. | ignored what she needed in order
to do what | needed at the time. | misinterpreted the cues as
to how she was reacting to my disclosure and blundered on ob-
liviously. 1 had become more forceful than was called for. And
| took the lazy way out by using an intervention that was con-
venient for me rather than a_pproiJrlate for her.

Of course, with hindsight, it is always easier to analyze what
we should have tried or should not have done. The fact is that
because self-disclosure can have such a powerful effect, it is best
used cautiously, in moderation, and only when we are certain
that it is in the client’s best interests.

Dealing with Endings

| remember that in all the texts | used as a graduate student,
the books | read subsequently, the workshops | attended, and
the supervision | received, | was told repeatedly about the im-
portance of termination. Although that very word struck terror
In-my mind (conjuring up images of turning off someone’s life
support system), | came to appreciate the importance of end-
ing the therapy relationship on a productive note so that the
previous work would not be undone. | always felt that this was,
among all the other therapeutic tasks, the most difficult —not
only for the client but for me. When clients leave treatment,
| sometimes feel abandoned, sometimes elated and relieved,
sometimes sad, but always | feel something. Clients, of course,
also carry around a lot of unexpressed as well as overt feelings
albout us, about the therapy, and about things coming to a
close.

| learned that termination is something that should be pre-
Pared for weeks and sometimes months in advance. | was taught
hat clients should give plenty of notice before they stop treat-
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ment so there is enough time to work through all their unresolved
issues (yes, like most graduate students, I'thought it was possi-
ble, someday, to be finished, once and for all, with one’s issues).
| was exposed to a series of steps one should go through when
ending therapy, much like a pilot preparing for a landing. These
included things like: mutually agree that the time is appropri-
ate to draw things to a close, slowly wind down the frequency
and intensity of sessions, summarize the work that has been
done, identify areas the client may wish to continue to work
on independently, offer support and encouragement, work through
resistances and ambivalence to ending, and schedule a follow-
up visit sometime in the future. _ _

You can therefore imagine my surprise when | discovered
that in the real world of daily practice this neat progression
hardly ever occurred. Most often clients would end therapy br
simply canceling an appointment and never again reschedul-
ing another. Sometimes they might do this because of trouble
with intimacy or letting go; other times, therapy ends this wa
because it is expedient for both partners who want to say good-
bye but feel awkward about it. _ o

Effective therapists are skilled at trying to help their clients
end in a way, any wayé, that allows them to feel good about their
work and continue to be their own therapist in the future (Kupers,
1988; Kramer, 1990%. Indeed, the transition from being in ther-
apy to not being in therapy is a difficult transition to manage —
for both participants. It Is Ilkel¥ that some dependence has de-
veloped. The client has come to look forward to the regular talks,
the Intimacy, the accountability to a concerned and wise men-
tor who gives such wonderful input. The client remembers all
too well what things were like before treatment beﬁan, and
although the client'is now quite a different person, he or she
cannot help but wonder whether, once the sessions cease, the
old problems will recur. _
~ For many weeks, months, perhaps years, the client has par-
tI(_)If)ated in & structure that has produced wondrous results. What
will happen when it stops? Will he or she be able to continue
growth without benefit of the expert’s help?

The answers to these questions depend, to a great extent, on
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the therapists skiII_in_endingI the therapeutic encounter. And
there are several distinct skills involved.

_Recognizin? That the Time Is Right. If done approgriate_ly,
this is most often a mutual decision, especially when the client
has been helped all along to assess where he or she is in relation
to desired goals. Sometimes the cues signaling that the client
is ready to go it alone are more subtle: (1) evidence of disen-
gagement or slowed pace in sessions, (2) a number of missed
or canceled appointments, (3) difficulty finding new areas to
work on, and 81) a lack of compliance with therapeutic tasks.

The hard part is determining when resistance is a sign that
there is a lot more work to do once blocks are removed, versus
a signal that it is time for things to end. | have always thought
it interesting that this decision is so often influenced by the set-
ting in which therapy is practiced. In agencies where there is
a waiting list of prospective clients, hesitation, reluctance, and
slowed pace are more often interpreted as signals that the client
is ready to end sessions, whereas in private practice where the
clinician’s livelihood depends on the ability to hold onto clients,
quite a different interpretation may be made. Whatever criteria
are used, or whatever the setting in which therapy is practiced,
there are opportune times to hegin closing.

Preparing the Clientfor Ending Therapy. Transitions are al-
ways difficult, and especially so if they have not been antici-
Pated._ Effective therapists continue to reinforce these messages
0 their clients: “I appreciate your gratitude, but*ou are the one
who has done most ofthe work. You are the one who has worked
so hard on yourself, who has taken such risks, who has changed
the way you think and feel and behave so dramatically. And
because you have done these things here, you can continue this
growth on your own.” _

The client is helped to realize that:

« Therapy is not magic; it is the result of a systematically ap-
B|Ied way of thinking and problem solving that has already
een internalized.
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o It is indeed an appropriate time to move on. Evidence is
reviewed of all the progressthat has been made, what was
done, and how it was done. _

 When inevitable setbacks occur, there are many things the
client knows how to do that have proven useful previously.

* Although the therapist may no Ion?er be phgsmally present
in the client’s life, the therapist will always be a part of him
or her in spirit. The therapist’s voice has become the client’s
voice, at least in part.

Structuring a Gradual Transition. The trauma ofending ther-
apy can be minimized when the client is gradually weaned of
dependency issues and the need for regular checkups. Not all
clients require such deliberate programs; some 5|mpI¥ announce
one week they feel ready to try things on their own for a while.
Other clients need weeks, perhaps months of discussion and
practice in order to work toward ending. _

The universal skill in all therapies is helpln% clients to main-
tain their continued growth once the sessions have ended. This
is accomplished b{ working through unfinished business and
parting on the best of terms. It also involves providing a struc-
ture and support after things have ended, as well as Ieavm?_ the
door open for follow-up work as needed. Some Rec_)ple. believe
that therapy never ceases, that clients continue their dialogues
}Nlth us (as they do with deceased parents) for the rest of their
Ives.

In Summary

“Cqmi)leat”_therapists have much in common in terms of their
technical proficiency. Apart from an5( specific philosophies and
theoretical positions they may hold, good clinicians have
mastered a set of universal, core skills. These are adapted to
the unique personalltY and situation of each practitioner. They
are easily recognizable in the behavior of most effective ther-
apists, who can readily demanstrate their ability to be empathic
or confrontational or insightful, depending on what is required.

Being an effective therapist involves much more than apply-
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ing a set of technical skills and interventions when they are called
for. There is a distinctly passionate, human quality to the per-
formance of a virtuoso in any field. We do not use skills as a
plumber or electrician would empIoK tools; rather, through train-
Ing, practice, and dedication, we have made therapeutic skills
part of our very being —like breathing. The most accomplished
therapists do not just act like compassionate and skilled helpers;
they are effective precisely because they do not have to act.



Chapter Seven

How the Joys and Challenges
of Therapeutic Work
Translate into Effective Therapy

Jarmel is @ woman | have worked with for many years. The
first year of our relationship—when she was sixteen —was among
the most difficult 1 have ever lived through as a therapist. She
was so depressed that much of the time | could hardly stand
to be in the same room with her. She would cry constantly —
great wracklnq sobs that would punctuate a steady stream of
tears and hopelessness: “I've always been this way and | Froba-
bly always will be. There’s nothing you or | or anyone else can
do about it.” _

And this was not the worst of it, _ _

While being with someone who is so obviously and chroni-
cally miserable is certainly trying, it is even harder for me to
tolerate manipulative mind games. WhateverJarmel lacked in
a zest for life, she more than made up for in her skills at re-
maining inscrutable and obstinate. There were whole sessions
that would go by in which she would not say a word. She would
just hide behind her hair, and alternately cry or smile at my
feeble attempts to engage her. She seemed to be laughing at
me, at my sense of powerlessness and ineptitude. And still she
would remain desperately depressed. _

Jarmel seemed to delight in my discomfort. | sometimes
thought that was the only reason she returned —to torment me
by reminding me of my own inability to connect with her. Weeks

175
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turned into months. | called her parents to try to end the ses-
sions. | explained that | did not feel that we were making much
Brogre_ss. et her parents were so preoccupied with their own
usy lives that they were relieved to have someone else avail-
able to be with her. So I was a kidsitter. And if I could help
Jarmel, | was of some use in relieving her parents’ guilt.

Jarmel and | both felt stuck with one another; there could
be no escagae for either one of us. Eventually, she seemed to
grow hored with her passive, helpless, tearful role —or perhaps
she began to feel sorry for me. In‘any case, she would now come
in and chatter on demand. She would talk about school, drugs,
boys, friends, offerm(i nonstop mo_no!o_%ues that were at once
frantic and amusing. 1t was as if this filibuster about the events
in her daily life would occupy our time, but in such a way that
[ could not make contact with her. | felt like 1 was not even
in the same room. _ _

When Jarmel left for college at age ellgihteen, | felt as if | had
been granted a parole. Here was this girl who | had spent hun-
dreds of hours with, yet I hardly knew her. | hated her. And
| loved her. I have never worked so hard to know somebody,
and | have never felt more rebuffed. | had tried everything |
knew how to do and did not make a dent.

| must admit that | felt more than a little relieved when, over
the next few years, | received several phone calls from a suc-
cession of new therapists who were workl_n? with Jarmel. Psy-
chiatrists, psychologists, neurologists, social workers —she slew
them all. Every few months | would get another frustrated and
confused letter or call from a professional wanting input in the
case. One day, a call came from Jarmel herself, wanting to sched-
ule a session. _ _

It had heen two years since our last meeting. | felt nervous,
aﬁprehenswe, curious, excited, all at once. What would she be
l e?7WouId she be cooperative? Could | do anything for her
now’

To my surprise, she was hoth calm and cordial. We caught
up on her life and what had transpired during the intervening
Years. As | looked at her and noticed how different she appeared,

reflected on how | had changed as well since the last time we
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met. [ had rearranged the furniture in my office. And I am cer-
tain my style of practice had evolved as well. .

We began working together again, but this time it felt different
for both of us. There was a closeness, a genuine caring | felt
from her, and | know she could feel the same from me. She was
spontaneous, articulate, perceptive, and.hardvyorkln(];. Some-
times she became depressed, but the feelings did not [ast long.

On one occasion, she was able to trace the beginnings of her
depression. She recalled not only the times she had felt inmobi-
lized and despondent, but how each of her family members
reacted to her. Her father’s response had the greatest impact.
When she became depressed, he would initially try to confront
her, but he would eventually grow frustrated, angry, and then
rejectm%. All she had wanted was for her father to understand,
but he had been too frightened, too impatient, and too frus-
trated (it certainly sounded familiar to me in our relationship).

We decided to invite Jarmel’s father in for ajoint session to
t% to resolve some of these issues. They both appeared some-
what shy and tentative in each other’s presence. Jarmel looked
at me with a pleading expression that seemed to be saying, “Are
you sure this is necessary?” | nodded reassurlngi_ly. _
~0n cue, Jarmel unloaded all the pent-up fee |n%s of rejec-
tion, fear, and anger she had toward her father. Why couldn't
he have comforted her more? Why was he so afraid of her
moods? Why couldn’t he share more of himself with her?

_ Ha_Itmglly, he explained what it was like for him to see her
in pain. He had tried to reach out to her, but in turn, had felt
closed out. He stopped trylnP to comfort her only because he
thought she wanted to be lett alone.

| was watching this interchange open-mouthed and aston-
ished. | felt so privileged to be part of this deeply emotional mo-
ment between father and daughter. Yet I did not feel like | was
intruding; I had earned the right to be there by the dues | had
paid over the years—staying in there with Jarmel when we both
wanted nothing else but to be rid of one another.

At one magical moment, Jarmel and her father embraced ten-
tatively, then began a fierce hug. They both started crying. And
then I"was crying too.
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As father and daufqhter walked out of the office, arms around
each other, | was left alone with the residue of what had hap-
P_ened. | felt thoroughly drained, and I could not recall another
ime that I had experienced such elation. My gosh, what an in-
credible honor to do this work that can sometimes lead to earth-
shaking, life-changing experiences! Through the drudgery, the
battles and boredom and pressure, through the blistering in-
tensity, there sometimes emerges a single event or act or mo-
ment that rewards all the hard work and time we have invested.

The challenge ofbeing a therapist is sharing the joy of others
during their moments of discovery and redemption. It is at such
times that we are blessed with a form of spiritual transcendence,
of perfect love, and of a heightened existence that has no bound-
aries.

Freedom in Being a Therapist

~ What helps to make therapists most effective and influential
is their enthusiasm. In any activity or line of work, the more
we like doing something, the more energy we will devote to try-
ing to do it well. Therapists who enjoy their work, who feel ex-
cited about what they are doing, who anticipate their sessions
with relish, are goingto be more successful than their peers who
are_simply going through the motions.

Experience and years of service seem to have a way of tem-
pering one’s enthusiasm. Noveltg gives way to the routine, Yet
many veteran practitioners have been able to retain the enchant-
ment of their work, and in so doing, increase their satisfaction
and effectiveness, o

Many of the satisfactions that are part of a therapist’s life have
been described in various sources J)Farber and Heifetz, 1981,
Marston, 1984; Kottler, 1986; Guy, 1987). Therapists who enjoy
their work most tend to be those who have a great deal of in-
dependence, flexible hours, a relaxed work setting, and a sense
of accomplishment that is recognized by others (Tryon, 1983;
Farber, 1985a). _ _

To do this kind of work requires a certain amount of free-
dom: freedom in the way we work, in the way we structure our
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practice, in the variety of activities that we can participate in.
A day in the life of a typical therapist can include client ses-
sions that are trying, frustrating, stimulating, confusing, tear-
ful, joyful, stressful, and boring. And interspaced between these
encounters (hopefully) are periods for rest and reflection. There
are opportunities for discussing cases with peers. There is time
for catching UF on reading and paperwork. There are meetings
to attend, calls to return, and people to touch base with.

There is also freedom with respect to whom we work with.
Some clinicians have developed a specialty that they prefer to
exercise whenever possible. Others have the freedom to see a
variety of cases or work in a variety of modalities: groups, marital
or conjoint sessions, family or individual sessions. Joy in being
a therapist seems to come most often from the freedom to facili-
tatg our own personal growth as a corollary of our professional
endeavors.

Personal Growth of Therapists

Many believe that the greatest benefit that occurs to those
who practice psychotherapy is their own continued personal
growth (Farber, 1983; Goldberg, 1986; Guy, 1987). Jun%l%l,

. 145) remarked in a retrospective on his professional life that
from my encounters with patients and with the psychic phenom-
ena which they have paraded before me in an endless stream
ofimages, | have learned an enormous amount —not just knowl-
edge, but above all, insight into my own nature.” The act of
facilitating change in others can inspire, in ourselves, a similar
growth process in which we are forced to confront our unresolved
Issues. As we help clients to explore the major themes of life—
meaning and purpose, priorities, aspirations, relationships, fears,
and death —we conduct an internal dialogue about these very
subjects and our own responses to them.

I'have noticed that three different times today alone my but-
tons were pushed by interactions with clients. An adolescent talks
about how important it is for him to be with his friends. So what,
he says, if his grades are not that good, or he is not so pro-
ductive—he feels very nurtured and cared for by his close friends.
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And | think to myself: Oops. Am Ié'ealous! | want to say: Right
kid! You do have things straight! But of course | do not. | do,
ho_vve_\t/er, resolve to make developing relationships more of a
prionty. : .

Next client walks in. A woman about my age. She discloses
she is thinking of having another baby, but wonders if she might
be too old. Before | respond to her, I ponder my own feelings
on this issue and am startled to discover that although | had
finally decided that sta?e in my life was over, | begin to wonder . . .

‘The third client of the day brings in an old standby sure to
elicit terror in me every time | hear it mentioned. As she be-

ins talking about her fear of_Iosm%co.ntroI and doing some-
thing really stupid or destructive, 1 begin to drift into my own
stuff again. _ o

| know there is that old joke about the younger therapist asking
the veteran how he sits and listens to his clients day after day
and yet always appears so unruffled and tranquil. He of course
replies, “Easy. | don't listen.” How can we listen to our clients
and avoid belng touched deeply by what we hear? And | do
not mean moved only by compassion and empathy, but shaken
at our core by the incredibly meaningful and intense subject
we discuss every day. o

One would hope we would get pretty good at dealing with
our own conflicts after spending so much time working with those
of others. If professional carpenters can build themselves nice
living spaces in their free time, it only makes sense that ther-
apists would apply what they know to themselves as well. After
years of experience, we become more confident in our ability
to converse intelligently, to understand the comﬁlexmes ofhuman
behavior, and to read a situation and know what will work. We
thus become attuned to ourselves as we develop a sensitivity
to others. We get quite good at figuring out what we are per-
sonally experiencing and then articulating clearly these thoughts
and feelings. _ _

Many unresolved personal issues affect our work. While these
countertransference conflicts do not exactly fit under the category
of ‘jogs of being a therapist,” the necessity of resolvm%t em
in order to operate effectively is indeed a tremendous benefit
of our profession.
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Kroll (1988, ﬁp. 186-187) has constructed a schematic model
to summarize the therapist’s countertransference issues as they
are played out in sessions: “The therapy situation is the arena
in which the therapist works out her own issues durlnP the
process of working with the patient. These issues are always
present, to differing degrees, In all therapists, since we are hu-
mans first and therapists second.” _ _

Kroll organizes the therapist’s personal issues according to
those in which he or she becomes_self-lorotectlve versus the op-
posite polarity of being exploitative. In the former modality,
actions are taken to protect oneself against vulnerability and cer-
tain core issues: the fear of criticism, the fear of engulfment,
the fear of being seduced, the fear of passivity, and the fear of
being correct. These same countertransference themes are also
manifested in the ways that therapists attempt to meet their own
needs through exploitation: the need to be flattered, the need
to be a caretaker, the need to be sexually desirable, the need
to be in control, and the need to be correct.

“Whereas everyone struggles with these personal issues, what
distinguishes the effective clinician is the degree to which he or
she has acknowledged and worked through them. While not im-
mune to flattery or to the pleasure that comes from bemF cor-
rect, being liked and appreciated, or being in control, effective
therapists guard against acting out their own issues during ses-
sions.

Mutual Impact

It is the scourge of our work that it is difficult to hide from
our own issues when we are constantly being assailed by the
fears and anxieties of others. But it is also our greatest privilege.

Whether we like it or not, we feel an irresistible urge to keep
growing and changing in our lives as we witness the changes
In others. We are like travel agents who book trips all day long
to wonderful and exotic places. Our clients return with tales
of their adventures, of places they visited, and of experiences
theX have had. o

fter so many hours, days, and weeks of listening to people
make changes in their lives, it is hard for us not to want to join
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them. | feel envious of the opportunities clients have created
for themselves. While I sit in my insulated office with a win-
dow to the outside world, Ilstenm(f to the stories Feople bring
of the new things they have done, 1 sometimes feel left behind.
| hear a client tell of risks she has taken to initiate new social
contacts, and it spurs me on to do the same. Another reports
making a mid-life career chan%e for the sake of greater stimu-
lation and challenge, and | feel a sympathetic tug to do some-
thing similar. Someone else proclaims he is sick of his endless
search for power and wealth and thereby plots a new direction
for his life; it strikes a chord within me as well. | hear someone
else decide she had overworked and overscheduled herself and
it is time to make some changes. She takes a three-month leave
of absence and travels around the world. | think to myself, |
could do that too. What is stopping me? _ _
With each of these clients, or for that matter, with every client
we see, there is a mutual exchange of ideas, values, and in-
fluence. It istruly one of the greatestjoys of our profession that,
(hust as a travel agent gets reduced rates for personal trips, we
ave special incentives to stay committed to our own personal
growth. On a daily basis, we are confronted with our most poig-
nant issues and thus spurred on to do something about resolv-
ing them. This process is described by one clinician in the con-
text of explaining how he believes changes occur in therapy:

Mary was a client of mine who brought into the
therapeutic process the heaviness of an overbur-
dened life, a life of constant service that exhausted
her and left virtually no space or time for silence,
for letting things unfold gradually, and for her own
leisure and responsiveness to inner time. Her life
was ruled by the clock. Everything was timed and
her activities had to be accomplished hurrledlg.

_As she described the constant demands on Rer
life and the absence of space to stretch freely, it was
clear to me that while I listened with concern and
caring, she was also listening to herself and realiz-
ing that only she could choose to change the pat-
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tern, only she could halt the destructiveness of ex-
haustion and of overburdening herself. My support-
ive presence, regard for her, and the hope and
promise | sensed in her exploration facilitated her
resolution to change. Together we developed a
course of action in which she would begin a process
of terminating several activities, freeing herself for
other alternatives that would be edifying and self-
enhancmgl. . _

| was also surprised to realize that I, too, share
Mary’s problem and resolved to make a similar
chan?e in cutting down the activities in m>( life. The
act of writing this down feels good in that 1am com-
mltng myself to follow through on what | want
to do.

The Challenges of Practice

Psychotherapy is very much like a serialized drama in which
each week new episodes are produced. However, for the ther-
apist, there is an interactive role that permits active partmga-
tion in the production. We are neither part ofthe audience that
watches passively as the story unfolds nor are we the central
Wotagonlst who suffers the pain and an%msh of the journey.

e stand backstage, close to the action but able to intervene
from a distance if redirection is indicated. And what excitement
i in store for us as we eagerly await the next installment from
our clients! . o

In a volume of essays on what lead ZE)romlnent therapists into
the profession, Bloomfield (1989, }F 7) described what is, for
her, the essence of her mission: “The most common feeling |
have when | think about being a therapist is one of awe. Perhaps
it is a little of the way parents might feel when they observe
the unfolding of their young child’s personality. This probabl
sounds rather grandiose, but the feeling has to be acknowledged.
| appreciate it particularly, though, when a patient begins to
find his or her autonomy, and gaining my approval or disap-
proval is no longer a priority.”
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Practicing therapy effectively is the ultimate rush of exhila-
ration, There is intimacy. There is intensity. There is unpre-
dictability and spontaneity. There is complete honesty and vul-
nerability. There is the self, unadorned and naked. There is
compassion. And finally, there is opportunity without limits —the
chance to change anything and eve[ythlng within one’s domain.

In an initial encounter with a client, there is nervous antici-
pation and excitement. A new challenge. A new test of our
resources and powers to be inventive and creative. We are
offered a new life to study, a new person we will come to know.
We are presented with a puzzle to put together, one that has
stumped many others before us. We are invited to witness the
client’s life story, to be privy to his or her deepest, darkest secrets.
And with each journey we take to the furthest reaches of hu-
man experience, we refurn, as from any trip, wiser and renewed.

Being Useful

Yalom (1980? has stated that being useful to others is among
the most powerful sources of meaning in life. Who can describe
what it feels like when a client looks at us with such gratitude, such
admiration and love, says goodbye, and then confidently walks
out the door? We remember this same person at first meeting —
hesitant, timid, inarticulate, confused, tense, and uncomforta-
ble. And then we think back on all that has transpired since
t?}at tlr(rjle, unable to quite remember how and when things
changed.

W% draw comfort from these occasional but regular trans-
formations in which we know we made a difference in the world,
playing our small part in reducing needless suffering. There are
other times when we seriously wonder whether anything we do
really matters. _

Dass and Gorman (1985, p. 50) talk about the importance
of the questions: What have we really accomplished in our
lives? How have we been useful? What does everything we
have done really mean? “It could mean that when we're hold-
ing a frightened, battered child ... or hearing the griefofa total
stranger ... or bandaging the wound ofan enemy Soldier ... or
sitting with a dying friend . . . they can feel in"who we are the
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reassurance that they are not simply isolated entities, separate
selves, lonely beings, cut off from everything and everyone else.
They can feel us in there with them. They can feel the comfort
that we are all of us in this together. They have the chance to
Enow, in moments of great pain, that nevertheless we are Not

eparate.”

prhis bringfs us to the subject of altruism. Two recent studies
on altruism found that people who help others actually experi-
ence a release of endorphins similar to a “runner’s high” that
results in increased energy, a sense of well-being, and inner calm-
ness. Furthermore, these sensations of strength and pleasure can
be accessed every time the he_IRer relives the events (Luks, 1988).
This would be consistent with what we know about the evolu-
tion of the nervous system, which has been designed to reward
those behaviors likely to increase the survival of one’s collective
gene pool. What is perplexing to sociobiologists is how to recon-
cile the drive to maximize one’s own offspring versus those de-
mands to protect the welfare of others. In other words, without
some reciprocal payoff for the risks and energy involved, any
effort expended to help someone else is likely to be detrimental
to one’sown chances of survival and those of family members.
Yet, time and time again, people and animals will risk their
lives and welfare to helﬁ others. Birds will give warning calls
at the aﬁpearance of a hawk and thereby sacrifice themselves
to save the flock. D_og)hms and elephants will help other wounded
animals of their kind rather than leaving them to die. Gazelles,
baboons, and other animals will also jeopardize their safety to
protect the group (Singer, 1981). _ o

This suggests that Berformlng unselfish acts is intrinsically
satisfying. But let us be open about this. People are not only
in this profession because they like it; some are in it for the
money. It is not that these two things cannot go together—that
we should not be well compensated for our exPertlse—but that
those who are motivated primarily by monetary rather than
altruistic rewards will measure their satisfaction in terms of fees
collected instead ofJ)eopIe who are helped. That we are paid
for what we do, and often paid well, is an unexpected bonus
in a life devoted to serving others.
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Those of us who have been practicing a while often forget
what led us to this work initially —not dreams of fame and for-
tune, but images of people who are now smiling rather than
crying because of time we spent with them. Once we lose sight
of our altruism and dedication to the cause of emotional health,
we become immersed in our own hapless search for recogni-
tion, material comforts, and power and control in relationships.
We become automatons, getting the clients in and out and think-
mg in terms of billable hours, marketing strategies, productivity,
ef |C|enc¥. S _ _

~One therapist | interviewed, who is presumably not alone in
his choice of life-style, shares a disturbing picture: “l see be-
tween forty-five and fifty clients per week, every week. | also
have a group | run and some administrative things | take care
of. e been doing this for years, so long I dont even think about
it any longer. Sometimes | might see seven, eight, nine people
back to back without a break. Ijust sort of getin a groove, almost
like an assembly line. Why do | do this, you ask? Because I've
got bills to pay.” S

~ When thegoy IS gone, what is left is a job like any other. It
IS a matter O(FU'['[Ing in time, getting through the day, making
money, spending money. And what is lost Is the almost magl-
cal appreciation for the stories that are told, the lives that we
touch, the mysteries that we are able to see and help unravel.
Bach (1966, p. 5) describes the joy that we often experience on
the therapeutic journey we take part in: “To see the unseen!
To see light where apparently there is only darkness, hope where
there is seemlnglg_nothl_ng but despair, faith when it is crowded
out by fear, the hint ofjoy when it apﬁears there can never be
anything but sorrow, victory in the shattering hour of defeat,
and love when all seems engulfed by hate! Give me that vision,
for that which | see is that which unalterably comes to pass.”

The Essence of Effective Psychotherapy
We have examined the essence of effective therapy along

several dimensions—the qualities of exemplary practitioners,
the characteristic ways in which they think, and the skills and
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interventions they have mastered. And indeed, asJaspers (1963)
points out, the process of therapeutic change is so complex that
we are likely never to understand fully what hanens and why,
nor will we ever reduce its essence to a few skills, concepts, or
variables. . _ _

In trym? to explain effective therapk/_, Watzlawick S1986, p.
93) has oftered an interesting Eerspec ive: “If that little green
man from Mars arrived and asked us to explain our technigues
for affecting human change, and if we then told him, would he
not scratch his head (or its equivalent) in disbelief and ask us
why we have arrived at such complicated, abstruse and far-
fetched theories, rather than first of all investigating how hu-
man chan%e comes about naturally, spontaneously, and on an
everyday basis?” o

Péople change when they are_readx to assume responsibility
for their lives, their choices, their behavior. They quite simply
decide to be different. “To decide means to commit oneself to
an action and to carry itout. . . . Some patients say, Yes, | know
what is to be done now. Thank you for helping me see the al-
ternatives more clearly. | want to straighten out this mess, quit
hurting mrself and other people. Il do it.” They say goodbye
and, in follow-up, report that change has %one according to plan.
Neat and clean” (Beitman, 1987, p. 188).

More often, however, Beitman believes this decision to take
charge of one’s life is made unconsciously, in a series of small,
incremental steps. “They cross the narrow footbridge of change
in pieces, like an amoeba slowly bringing parts of itself into new
territory, yet able to withdraw committed parts at a moment’s
notice” (p. 188). _ _

| have been working with Melanie for some time. As | look
at her, it is hard for me to remember that she was ever different
than she is now. Suffering from a debilitating chronic illness,
her life is a continual struggle to manage the symptoms of her
disease and the side effects of her medications. She is uncom-
fortable much of the time and complains a lot. She feels sorry
for herself. Her depression is voracious.

Even hefore the first physical symptoms struck, she was tough
to deal with: negative, complaining, fearful, harried by her chil-
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dren, discouraged by a life that felt empty. There was never
a singlejuncture in which Melanie decided to stop whining and
complamm%, stop .blamln%.o.thers for her plight, and just get
get on with the business of living. At first she made a few feeble
efforts to sto_F complaining about how much she hates to be a
mother. While she still felt overwhelmed by the demands of four
children under the age of ten, she decided to stop wishing that
things could be different. _
~Somewhere along the line, she made a number of other deci-
sions regardmg her self-responsibility: (1) that her life did not
have to be boring and empty —she got ajob to %lve herself time
awa}/ from the house and to enrich her days; (2) that she need
not eelfgunty for “abandoning™her family a few days a week —
she confronted her mother’s attempts at guilt inducement; (3)
that she need not accept mediocrity in the intimacy levels with
her husband and friends —she tried being more open regard-
ing her needs; Sil) that although she could not change the status
of her Bhysmal ealth, she could choose the way she thinks and
feels about it and the way she lives the time available to her.
My role in all of this is similar, | believe, to what most ther-
apists would do. I helped her to let go of things she could not
do anything about and focus her energ% on areas that were within
her power to control, most notably her attitudes and perceR-
tions about selfand the world. At various times | used the met
odologies of practicall everK approach I am familiar with, and
while their routes and mechanisms may appear different, the
ultimate goal for her and for me was the same —to help her de-
cide to change. This was accomplished through compassionate
listening at some points and vigorous confrontations or integra-
tive interpretations at others. Whatever | did, or however |
worked, seemed to lead us in the same direction anyway.
As | look over the stack of pr_o%ress notes from the past years,
| can see no single point in which Melanie ever decided to give
up her complaining, externalizing, and depression. It happened
Pradual[y_, imperceptibly, and usually with great reluctance. Her
ast decisions have yet to be made —to live the rest of her days
with a feeling of personal power and to die with dignity. But
in time, | am confident she will accept responsibility for those
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choices as well. Maybe it is that belief—the faith and optimism
that members of our profession universally share —that truly
makes it possible for clients such as Melanie to make new choices
about the ways they wish to be. _

We can make the task of understanding how people change,
and how effective therapists operate, so very complicated, At
its most rudimentary level, the process of therapy is one in which
an environment is created that is especially fertile for growth.
Lots of nutrients. Ne_ar-Perfe_ct weather conditions. Pruning
when needed. But basically clients change when they feel ready
to. The effective therapist waits Ipanently, and keeps trying differ-
ent things to help the client feel ready to change. Some of these
things are done to entertain the client, some to educate, and
some to offer structure or disrupt existing patterns. Eventually,
one of these things clicks. _ . _

We have seen how, regardless of professional specialty, orien-
tation, or theoretical assumptions, psychotherapy follows a simi-
lar path for most people. While this interaction is far too com-
plex to allow us to discern all the subtle factors that contribute
to the interaction and consequent changes, Fsyc_hologlcal in-
fluence is produced by any and all of the following:

1. The force and power of the therapist’s personality

2. Atherapeutic relationship that is permissive, intimate, and
trusting _ . _

3. The application of interventions designed to:
 Motivate the client to take risks

Facilitate self-understanding

Reinforce desirable qualities

Eliminate dysfunctional behaviors

Initiate new patterns

ImProve confidence and self-esteem

Offer support and encouragement

The compleat therapist is the embodiment of all that makes
a compleat human being—compassion, competence, confidence,
wisdom. In addition, he or she is a superb communicator and
Is exquisitely sensitive to the inner world of others. It matters
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little what professional specialty he or she is trained in, or which
theoretical apfpro_ach that specialty rests on, What matters most
Is a clarity of mind, a tranquillity of spirit, and a disciplined
set of interventions that may be relied on as needed. And more
than all of these things, the effective therapist is a kind and car-
ing human being who knows how to love others without exploit-
ing them, who knows how to nurture without fostering depen-
dency, and who can teach others to teach themselves.

Working Toward Greater Effectiveness

Throughout this book we have explored a number of ther-
apeutic variables, personal attributes, thinking processes, and
process skills that, when combined in unique ways, make up
the essence of a compleat therapist. This is naturally an ideal
model of functioning—one that we are all striving toward greater
mastery of. N o
As a way of summarizing the themes covered in this book,
it may be he!loful to review the factors previously discussed in
away that will facilitate a self-assessment process. Specifically,
it may be constructive to examine your own functioning accord-
ing to the degree of mastery you have attained in each of fol-
lowing dimensions. This scale asks you to rate each item on a
continuum as to how descriptive it is of you, from “Very Descrip-
tive”to “Very Unlike” the way you work. You may delete items
that are not relevant to your style of practice or not part of what
you consider to be important (“Not Relevant”),

~Unlike those little quizzes in Reader$ Digest or other maga-

zines, there is no score to calculate that tells %.ou how you com-
pare to your peers. Rather, the objective of this self-assessment
exercise is to highlight those aspects of your functioning that
may help you to become even more effective as a therapist. Con-
sider each item on this list. Which of the following responses
do you have to each statement?

* Very descriptive of me
 Somewhat descriptive of me
 Unsure if this describes me
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« Somewhat unlike me
« Very unlike me o
* Not relevant to the way in which | work

Capitalizing on Therapeutic Variables

| encourage an open sharing of feeling and thoughts.

| maintain the client’s interest, motivation, and commit-
ment,

| establish a productive theraFeutic alliance.

| influence perceptions and alter awarenesses.

| encourage clients to explore the unknown.,

| Promote self-acceptance.

| foster positive expectations.

| encourage independence and autonomy. _

| provide opportunities for practicing new ways of think-

mq_and acting. _ _

| facl ||tate the completion of tasks designed to reach client
goals.

Personal Attributes

| am deeply and passionately committed to my work.

| model the qualities of a powerful, dynamic, vibrant
person. .

| am confident in my ability to be he!PfuI. _

| accept clients unconditionally, even it | selectively ac-
cept certain hehaviors over others.

| appear serene, relaxed, and at ease.

| have high functional intelligence and “street smarts” that
permit me to understand people and their worlds,

| Inspire trust.

| appear authentic and congruent,

| exude warmth and caring for others.

| communicate respect for clients as important people.

| am willing to admit my mistakes and misjudgments.

| am persuasive in encouraglng clients to take risks.

| am self-accepting and comfortable in my hody and mind.

| present myself as an attractive human being who others
would wish to emulate.
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| exercise self-restraint in not meeting my own needs in
$essions.

| am willing to acknowledge, confront, and work through
my unresolved personal issues.

| am willing to solicit help or consultations when | feel stuck.

Internal Processing

| am adaptable and flexible in my thinking.

| have a high tolerance for ambiguity, abstraction, and
complexity. N _ _

| have developed an efficient system of information storage
and retrieval. _ _

| can establish connections between seemingly unrelated
behaviors. _

| am able to make inferences regarding future or past be-
haviors based on present functioning.

| am familiar with a range of disciplines and have a vast
pool of knowledge from which to draw metaphors.

| am sensitive to nuances in behavior as well as underly-
ing or unexpressed feelmgs. o

| can reco?nlz_e patterns amidst confusing, jumbled data.

| employ tlexible cognitive schemata that permit further
growth and evolution. _ .

| am incisive and accurate in my perceptions of “reality.

| have sound clinicaljudgment regarding case management.

| am able to reduce complex phenomena to their essences.

| am able to discover multiple cause-effect relationships
of the same phenomenon. _ .

| recognize those critical moments when an intervention
is needed.

Process Skills

| demonstrate hi%h levels of empathic resonance.

| am able to confront and challenge nondefensively.

| can identify and reflect feelings.

| summarize client experiences concisely and acc.uratelﬁ.

| reinforce fully functioning behaviors while extinguis
ing those that are self-defeating.
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| use self-disclosure powerfully yet sparingly.

| use role induction methods to teach clients how to get
the most from therapy.

| offer hlg_h levels of supﬁ)_ort and reassurance.

| correct distortions of reality evident in client statements
.or behaviors. _ _

| interpret accurately and fully the underlying meanings
of behavior. . . .

| set limits and boundaries regarding appropriate con-
duct in therapy. _ _

| am technically proficient in applying the core skills of
communication and helping.

Reviewing this list is an intimidating experience —even more
so when we realize that this is only a small sampling of those
factors that go into making a therapist effective. Nevertheless,
this self-assessment helps us to identify patterns in our function-
ing that point to the ways we operate most and least effectively.
Finally, this review also reminds us to beware of those who think
they have discovered the correct way to do therapy —not only
for themselves, but for everyone else.

In Summary

~You have probably read this book for the same reasons | wrote
it. We are all interested in a better understanding of what a com-
pleat therapist is. Most of us want to know how we are doing,
especially compared to our peers. Our clients seem to be im-
proving, but what if it is an illusion? What if they are not im-
proving as much as they could if they were working with some-
one else —someone who knows more than we do, someone who
can be or do more than we can? We all know professionals who
seem brighter than we are, wiser, more skilled, better trained,
Ws, more effective. The question immediately comes to mind,

hat are they offering that I am not? We assume that with more
study, more experience, more dedication, we too can be as effec-
tive as they are —or at least can reach our own potential. Yet
if there is one thing | have learned from this intensive survey
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of what characterizes the most effective therapists, it is that there
Is no specific thing they know or do. Rather, it is a certain feel-
ing inside them. . . _ -

| started this book with the perplexing question of how it is
Pos_smle that effective therapists can be so varied. They are nur-
uring or confrontational, they can work in the past or the
present, or the>é operate in the domain of feelings, thoughts,
or behaviors. They can be stern or playful in theirinteractions.
They can be trained as psychiatrists, nurses, social workers,
counselars, or psychologists. They can talk a lot or a little. They
can be formal or informal, structured or loose in the process
they offer. So what, then, allows so many different personali-
ties, styles, and therapeutic approaches to be effective? What
makes Fou most helpful to others?

| believe the answer is found in the essence of who we are
as human beings. If we can be clear about and unencumbered
br our own personal issues, if we can be fully present with the
client, if we can exude a certain amount of warmth and wis-
dom, if we believe that what we are doing (whatever that is)
is going to be helpful, then we are more likely to be effective
as Influencers and facilitators of growth. Add to this an eXﬁer-
tise in some specialty, and what we have is a compleat ther-
apl?]t Whlof most often makes a difference by believing in himself
or herself.
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