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Preface

The actual number of systems and techniques of psychotherapy in
existence today is unknown. Therapies such as Psychoanalysis, Transactional
Analysis, Behavior Modification, Gestalt, and Client-Centered Therapy have
been well publicized. Others, such as Poetry Therapy, Filial Therapy,
Exaggeration Therapy, and Psychomotor Therapy, are virtually unknown
except to their small circles of practitioners and patients. The reason that the
latter are less well known may simply be because their originators do not
have a flair for publicity, or because most therapists are interested and
involved only in their own schools and forms of treatment, or because the
major professional journals, in which therapeutic modalities are described,
have very limited circulation. Moreover, since therapists in general have
limited knowledge of the range of therapeutic systems and techniques
available to them, their patients are often fitted into the treatment mode with
which the particular therapist is familiar, rather than into one that is most

suitable for the patient’s special problem(s).

Similarly, patients are unaware of the variety of modalities that are
available. Thus, they have no way of knowing how to select the right therapist
for their problem(s), or how to make sure that they are receiving full value for
the often expensive investment therapy demands. These facts point up the

need for a comprehensive guide to the various psychotherapies. This
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handbook was developed in response to this need.

The working definition of the term “psychotherapy” that was used to
produce this compendium is intentionally broad so that all psychotherapeutic
interventions, regardless of philosophic orientation, could be considered for
inclusion. In this context, “psychotherapy” is an umbrella term for all
activities involving one or more patients or clients and one or more
therapists, which are intended to improve a patient’s or client’s feelings of

psychological well-being.

An extensive search of the available literature, the first step taken in
preparing this book, produced a list of over 350 psychotherapeutic systems
and techniques. This list is not definitive, however, since depending on how
wide the net is cast, there may be said to be as many psychotherapies as there
are therapists (or perhaps even as many as there are patients!). The variety of
interventions reflects human diversity and illustrates that there are many
approaches toward freeing man from himself — the goal of all

psychotherapies.

The present format of this book was chosen because the diversity of
therapies is far too great for any individual to be able to master, distill, and
adequately describe all of them with any degree of success or fair-

mindedness. With a few exceptions, the articles in this book were written to a
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uniform format and length so that each modality can readily be compared to
the others. The contributing authors are all professionals in the mental health
field. They were selected because they are recognized as either originators of

or authorities on the therapies they describe.

The individual descriptions have not been classified because many of
them do not easily fit into well-defined categories. For example, Behavioral
Family Therapy can be classified as either a family or a behavioral therapy.
The therapies are listed in alphabetical order by keyword. This made it
possible to group related interventions together. Alphabetical order was also
the scheme favored by the contributors who did not want their therapies
either to be identified with any particular philosophy or to become
subordinate to some well-known therapy in a particular category. This
compendium, therefore, avoids highlighting the philosophical schisms that
exist between various schools of psychotherapy. It submerges the differences
by focusing on the therapies themselves. It considers the modalities as being
to the therapist what drugs are to the physician, i.e., tools and strategies that
can alleviate human problems. Thus, this guidebook was planned as a neutral
document that primarily seeks to report on the field of psychotherapy as it

exists today.

Richie Herink, Ed.D., Ph.D.

Ridgewood, New Jersey
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Foreword

This guide is based on the ground-breaking book The Psychotherapy
Handbook which was copyrighted and published in 1980. It has been
reprinted numerous times since then. It is now out of print for various

reasons including a management change at the book’s publisher.

The recently awakened interest in the effectiveness of talk therapy vs.
drug therapy has created a professional and public demand for information
about the numerous non-drug related therapies that are available to the
therapists. Since this topic was the original books primary focus, it is being
reissued in the form of this guidebook to fill this need and to make it more

readable in book form.

This guidebook provides an extensive overview of the psychotherapies
that have been sited in major reference sources including: “Psychological
Abstracts”, “The American Journal of Psychotherapy, “Psychology Today”,
“Human Behavior”, “Dissertation Abstracts”, book searches in the New York

Public Library and other related venues; plus recommendations from

practitioners.

In all, 350 therapies are identified and documented. The total number
was reduced to 255. The reasons for rejection include: same therapy but

under a different name, overlaps with another therapy, nothing unique,
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frivolous, a non-therapy therapy, and so on.

From numerous studies over the years, we know that an “aha” moment
of insight (or personal paradigm shift) can trigger a psychological change. It
can occur at any time and in any place and it can be initiated by any action or
event. For example, when crossing the street, while baking a cake, during free
association, when listening to music, during conversation, lying on a
therapist’s couch, smelling a new aroma, and do on. The serendipitous nature

of the insight process is what makes so many different therapies work.

While there may be many more therapies existent than the 255
described here, the intent was to provide a comprehensive but not an
overwhelming overview of the variability of the different types of therapies

that have been developed.

When reviewing the descriptions, remember the saying that: “what the
therapist thinks makes the therapy work is different from what the patient
thinks makes it work, and that they are probably both wrong.” In the final

analysis, there may even be as many therapies as there are therapy sessions.

How we define and attempt to treat mental illness depends on how we
define a psychologically normal human being. This is a task that has yet to be
accomplished to everyone’s satisfaction. This is why there are so many

therapies represented in this guidebook.
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Dr. Dan Goleman wrote the Foreword to the original version of this
guidebook. In it he stated that: “this is a document of social and historical
input. It captures the current state of evolution of the therapies, their degree
of maturation and individualism. It stands alone as therapy’s most complete

chronicle of record.”

Dr. Goleman’s comments are as relevant today as they were when the

original version was first published.

Other Praise for the first edition includes:

... Guide through maze of psychotherapies ... the smorgasbord of available
approaches to psychological problems would confuse even the most stable
client. To someone who is emotionally troubled, the staggering number of
choices can be staggering ... “The Psychotherapy Handbook” ... describes
more than 250 therapies now in use.
— Jane Brody, The New York Times

. The argot in this volume is relatively simplistic for the laymen to
comprehend and any concept that seems advanced is elucidated. |
recommend “The Psychotherapy Handbook” for anyone who is indecisive
about where to seek psychological help as well as for folks, like myself, who
are avid readers of psychology books.

— Anonymous, Barnes & Noble

... What an amazing reference for student and mental health practitioners.
This book contains every therapy that you have heard of and hundreds
you probably wouldn’t believe ever existed.

— Michael Cohen, Amazon.com
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Active Analytic Psychotherapy

Judith Kuppersmith

DEFINITION

Wilhelm Stekel’'s Active Analytic Psychotherapy places the
psychotherapist in the role of making the patient see his suppressed
complexes through direct and purposeful interpretations. While Freud
expected most enlightenment to come from his patients, Stekel found this
stance to be passive and called for a more active role on the part of the
analyst. The active role was considered essential because it would shorten
treatment and require that the treating physician take greater responsibility
for the “cure.” According to Stekel, the analyst was to be capable of great
powers of intuition, involving direct dream analysis without assistance from

the patient. Stekel believed “it is not the method but the physician that cures.”

The thrust of Stekel’s Active Analytic Psychotherapy was to offer quickly
and efficiently the findings of psychoanalysis to more and more people, so
that they could indeed go on with living their lives. Stekel referred to himself
as a practical man whose treatment model was an outcome of this trait:
“Freud asks himself what a case offers for science. I ask myself what science

can offer for the case.” Stekel felt that the responsibility of the analyst was to
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educate the public by reaching as many people as possible. He is said to have
treated over ten thousand patients in thirty-five years — as opposed to a
Freudian analyst who would treat about 180 in thirty-five years. Stekel was
astutely aware of the role of social forces in shaping “parapathies” (his term
for neuroses). His distinction between object-sick and subject-sick patients
intentionally moves away from a strict and unyielding focus on the
intrapsychic conflicts of the person toward an awareness of the role that
institutions, morality, religion, and the family (objects) play in shaping

parapathy.

HISTORY

Wilhelm Stekel was born on March 18, 1868, in Boyan, Bukovina (now
Romania), and died in London in 1940. A neurologist by training, Stekel was
one of the founding members of the Vienna Psychoanalytic Circle. He was
analyzed by Freud, also a member, but left the Psychoanalytic Society in 1912
because of his disagreements with him. He felt that a “cult of orthodoxy”
surrounded psychoanalysis, and that it was forbidden to doubt the master’s
words. The dogma and rigidity of psychoanalysis seemed to him to be limiting
and dangerous. He favored a movement away from orthodoxy to what he

called “independent analysis.”

Stekel had a most successful career. He was a prolific writer, with a total

The Psychotherapy Guidebook 25



of 369 publications (compared to Freud’'s 363). He helped to popularize
psychoanalysis through his journalistic writing style and his desire to educate

the public.

Stekel was the first to speak of the bipolarity of emotions
(ambivalence); of the relationship of anxiety to the realization of the death
instinct; that not all loss was castration; that mental conflicts (parapathies)

were not only sexual but also moral and religious.

TECHNIQUE

Although one of Stekel’s books is entitled Technique of Analytical
Psychothera py, he did not precisely outline his technique, and one must cull
from his descriptions what one can. Many analysts have said that it was
Stekel’s personality that most accounted for his approach and treatment
successes. He had an enormous intuitive ability that was acknowledged and
admired by his colleagues. His interpretation of dream symbolism was
applauded by Freud. In fact, many aspects of his approach have been likened
to those of Sandor Ferenczi, who has received much greater respect and

recognition.

Stekel believed in focusing on the problem presented, treating
symptoms as targets for intervention, heightening emotional tension through

confrontation (hence, increasing insight), and the use of reality situations
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involving graduated exposure until cure. (These techniques are similar to
such contemporary approaches as sensate focus, systematic desensitization,

progressive relaxation, and focusing.)

In order to evaluate the patient’s ability to cooperate in achieving his
own health, Stekel had a trial week with new patients during which time he
evaluated their ability to withstand an attack on their defensive structure and
to judge the degree of their resistance. He felt that not everyone was a
candidate for psychoanalysis. Undoubtedly, this technique accounts for his

high rate of reported successes.

Stekel preferred six sessions a week for three to four months, believing
this to be the best way to combat resistances. Stekel seems to have invented
short-term psychotherapy as we know it today. His main technical
contributions were dream analysis with no patient associations and the use of
his intuitive, direct, and suitable provocation of the patient’s defenses. He

claimed he would never intervene actively until he was sure of the case.

After thirty years of treating patients, Stekel came to disbelieve in the
unconscious as Freud described it. Rather, he believed that patients suffered
from simulated mental blindness and mental deafness that served to obscure
their sense of reality, and that the analyst, working as an intuitive artist

endowed with imaginative insight, would actively force the willing patient to
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confront his conscious mental blindspots (Stekel, 1950).

APPLICATIONS

Stekel has been accused of superficiality in his theoretical and technical
explanations. His approach and method is often referred to as illogical,
imprecise, and as having insufficient elaboration. He had a reputation among
his colleagues as a healer and as an artistic person — not as a scientist. In
short, he was thought of as a charlatan. Many of these criticisms seem to be
well founded but should not obscure Stekel’s very significant contributions
and insightful predictions concerning the future of psychoanalytic
psychotherapies. Several of Stekel’s ideas have been very popular in the
1970s and have been sufficiently elaborated upon since he first introduced

them.

Stekel’s case histories are prevalent throughout his works and suggest
that his system is best applied to phobias, organ parapathies, sexual
difficulties, homosexuality, alcoholism, drug addiction, and some obsessive-
compulsive parapathies. Indeed, his confrontational approach of forcing the
patient to focus directly on the problem and symptoms is exactly the kind of
technique that is so popular and reportedly successful these days for sexual
dysfunctions, phobias, alcoholism, and drug addiction. It would seem that

Stekel finally deserves recognition for his having intuited many contemporary
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treatment methods.
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Acupuncture

Alan Shifman Charles

DEFINITION

Acupuncture is a treatment used to prevent disease and promote better
balance of energy flow throughout the body. It may be employed to control or
eliminate pain disorders. The nature of the therapy is the insertion of fine 28-
to 32-gauge stainless steel needles into specific points, or loci, on the human
body. The points are referred to as acupuncture points and they are found on
specific channels or pathways called meridians. The meridians are fine,
invisible lines that are interconnected and carry energy from the extremities
to the trunk and head, and back again to the extremities. The energy coursing
through these channels is referred to as Chi or Prana. These energy channels
also have an internal circulation that interconnects with the various viscera

or organs of the body.

HISTORY

Acupuncture is a Chinese healing art dating back approximately 5,000
years. It is stressed that in order for there to be optimal health there must be

a balance between the internal and external environments of man. The goal is
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to bring about harmony of mind and body. Modern Acupuncture in China
reflects the interrelationship between the peripheral nerves and meridians.
Textbook illustrations published for the West often show the acupuncture
points printed over these large nerves. There is controversy between
traditionalists and nontraditionalists as to whether Acupuncture deals
directly with the nervous system or whether it deals with an entirely different
energy circuit not visible to the naked eye. Regardless of which theory is
correct, there is no dispute that reactions and changes (noted below) do occur

with the insertion of needles into an individual.

European doctors have actively practiced Acupuncture for nearly two
centuries. The French school in particular has developed a most sophisticated
method of measuring the energy within the meridians through the use of
highly technical electronic devices. Under the work of Dr. Nogier, interesting
discoveries in ear acupuncture have been made. The entire human form is
represented on the ear, and specific points have been shown to reasonably

treat various conditions.

TECHNIQUE

The goal of the Acupuncture treatment is to select an appropriate
number of needles and insert them into specific acupuncture points along the

meridians. The needles unblock the energy that has become obstructed along
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the pathway, thus correcting the imbalance and permitting an even flow of
Chi circulation. Disease in Eastern medicine is believed due to an obstruction
or blockage of energy. Ultimately, what may cause a blockage might be stress
from emotions, poor posture, trauma, or inadequate nutrition. During the
course of a treatment series, an individual usually experiences a change in his
nervous system tone. There are subjective experiences where one reports
feeling more relaxed, calmer, and at ease. Individuals usually also discover
they can sleep better, have better functioning of their gastrointestinal tract,

and experience a warming up of previously reported cold extremities.

APPLICATIONS

Acupuncture functions best when treating reversible or physiological
illness. Disorders of this type are consistent with an increase or decrease in
the tone of smooth and skeletal muscles. Functional illnesses may be cervical
and lumbar spasm (neck and low-back pain), all varieties of headaches,
conditions of nausea, constipation, hypermotility of the bowel, and asthma.
Arthritis of the osteo and rheumatoid varieties are also treatable. According
to The Yellow Emperor’s Classic of Internal Medicine, Acupuncture is

specifically recommended for diseases of numbness and spasm.

From a neurophysiological point of view, it appears that Acupuncture is

dealing with a series of both simple and very complicated nerve reflexes. The
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reactions often seen during a treatment are the softening of tense muscles,

perspiration, lowering of blood pressure, and a state of “wakeful sleep.”

From a neuroanatomical point of view, with ear acupuncture it is the
vagus nerve that innervates a large portion of the ear. This powerful cranial
nerve also sends branches to the heart, stomach, intestines, lungs, pancreas,
and gall bladder. Thus stimulation of ear points can have profound effects on

the physical body.

The goal of Acupuncture is to bring about harmony of mind and body.
Acupuncture can function as that vehicle by which the practitioner can serve

as a true healer.
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Adaptational Psychodynamics

Judith Kuppersmith

DEFINITION

Sandor Rado’s “Adaptational Psychodynamics” is an attempt to create a
comprehensive, scientific mind-body approach to human behavior.
Adaptation (in the Darwinian sense) is the key concept for Rado and it is
defined in his theory as a process by which the organism comes to survive in
its environment through achieving a functional balance between motivation
and control. Rado believes that adaptations are “improvements in the
organisms’ patterns of interaction with its environment that increase its

chances for survival, cultural self-realization, and perpetuation of its type.”

For Rado, psychotherapy involves helping the patient to plan a better
adaptation to his environment. Having patients learn to adapt requires their
developing, through treatment, cognitive capacities (“the psychodynamic
cerebral system”) that permit conscious and purposive adaptation to reality.
The specifics of the treatment process appear to be of lesser concern to Rado
than specifying through theory building and research method, a medical

science of psychoanalysis.
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In Rado’s theory, evolutionary biology is the foundation for the scientific
study of the physiology and psychology of human motivation (Rado was
influenced by the Cannon-Bard theory of emotion) and the organism’s
eventual ability to gain control over its biological and psychological

interaction with the environment.

HISTORY

Sandor Rado was born in Hungary in 1890. He studied at the
universities of Budapest, Berlin, and Bonn. In America he held several faculty
positions, among them: Director of the New York Psychoanalytic Institute and
Director of the Psychoanalytic Clinic for Training and Research of Columbia
University. His two-volume work, Psychoanalysis of Behavior, states most

comprehensively his theory of scientific psychoanalysis.

At Columbia University he was thought of as an inspirational, if
somewhat eccentric, teacher. He developed a training curriculum for medical
psychoanalysis and strongly felt that all medical doctors should be trained in

scientific psychotherapy.

Rado believed that Freud’s original investigative procedures of self-
analysis and the analysis of his patients had to be subjected to the strict
scientific method in order to create a systematic theory acceptable to medical

) o«

science. Adaptational psychoanalysis was a result of Rado’s “re-examination,
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re-systematization and re-wording of Freud’s theories prior to 1905.

TECHNIQUE

Treatment requires the psychotherapist to impress upon the patient the
difference between his infantile and his realistic life performances.
Interpretations help to achieve recognition of infantile responses as
unadaptive and to teach the patient “adaptive insight,” which is the
development of reason and control evolving into adaptational behavior.

Treatment goals include: “helping the patient toward self-reliance”; “to plan a

better adaptation”; and to “instill confidence and hopeful expectation.”

Rado’s technique of treatment is unlike Freud’s and has even been
generally viewed as a conscious psychology and not a depth psychology.
Because Rado’s theory and technique support a concept of organismic utility,
many critics view the development of adaptational responses as too focused
on purposeful control of pleasure, pain, emotion, thought, and desire. The
implication is that control can be achieved through thoughtful adaptation
alone. Rado does not appear to give sufficient status to the independent

power of unconscious motivation.

APPLICATIONS

Rado’s pioneering research in schizophrenia and his theory of

www.freepsychotherapybooks.org 36



“schizotypal organization” (schizophrenic-phenotype) paved the way toward
contemporary psychiatric views of schizophrenia as a disease entity that
exhibits the “interaction of genetics with environment in a specified
developmental context.” Rado’s work seems best applied to psychiatric
disorders whose correlates are more obviously mind-body related. His
research in drug addiction and the addictive personality are significant

observations of mind-body interaction in addictive disorders.

Critics of Rado argue strongly that his biologically based adaptational
view does not hold up within the more psychodynamic disorders, i.e.,

characterological disturbances and schizoid orientations.

Rado’s work is reflected quite clearly today in the understanding and
application of biofeedback; sleep and dreams research; and in the continuing
development of scientific methods to uncover mind-body relationships in
psychiatric disorders that appear to have both genetic and physiological

correlates.

The Psychotherapy Guidebook 37



Adaptive Psychotherapy

Richard T. Rada, Edgar Draper, and Robert S. Daniels

DEFINITION

Adaptive Psychotherapy is the term applied to the psychotherapeutic
technique that: 1) fosters the adaptation, rather than the adjustment, of the
patient, 2) addresses itself to the patient’s specific disabling problem and
maladaptation, and 3) springs ideally from ego-syntonic and adaptive
features within the therapist. Adaptive Psychotherapy is a derivative of
psychoanalytic therapy and its theoretical bases rest primarily on the
contributions of Heinz Hartmann. Patient adaptation implies mental
equilibrium, ability to enjoy life, and lack of disturbance in productivity.
Adaptation differs from adjustment in that adjustment implies passive
submission to the goals of society, whereas adaptation implies active
collaboration with the environment and attempts to change its goals.
Adaptation may be progressive or regressive. Progressive adaptation alters
the environment for the better and implies intrapsychic growth. Regressive
adaptation is tolerated or accepted by society but implies intrapsychic arrest

or movement toward the infantile self.

HISTORY
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Adaptive Psychotherapy was developed in the setting of a general
hospital psychiatric clinic and was intended to meet the needs of a large
group of patients referred from other medical clinics who were poorly served
by usual therapeutic intervention, particularly intensive psychotherapy
(Rada, et al., 1969). These patients included those with a diagnosis of chronic
schizophrenia, hypochondriasis, or borderline psychosis, as well as the

elderly patient, the “doctor shopper,” and the severely dependent patient.

Patients were seen in a psychiatric clinic organized along the lines of a
medical clinic, but structured to provide a supportive milieu with a
therapeutic waiting area experience, a receptionist-hostess, and refreshments

(Rada, et al., 1964).

TECHNIQUE

Adaptive Psychotherapy is characterized by: 1) patient contact over an
extended, sometimes indefinite, period of time, 2) contacts generally less than
25 minutes and less frequent than weekly, 3) the frequent use of psychotropic
drugs, 4) goals that are varied but not aimed primarily at insight, transference
exploration (transference is when the patient shifts feelings about a
significant person to the analyst), or interpretation, and 5) techniques that
include support, suppression, an institutional alliance, advice, environmental

manipulation, attention to life happenings, and promotion of reality testing.
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For some patients, frequent and intense contacts with only one
therapist can lead to severe dependency and regression. In Adaptive
Psychotherapy an attempt is made to foster an alliance between the patient
and the institution or clinic; the institutional alliance can be more easily

transferred from therapist to therapist.

Although the therapist’'s precise understanding of the patient’s
psychodynamics is essential, the therapist’s intervention is judged not on the
basis of the completeness or accuracy of his psychodynamic interpretations,

but on the basis of the patient’s subsequent adaptation (Draper, et al., 1968).

APPLICATIONS

In Adaptive Psychotherapy attention is focused on specific
maladaptations; major intrapsychic alterations of character are not a goal of
treatment. With infantile and schizoid personality disorders, those aspects of
the patient’s behavior that defend him against overt psychosis and keep him
in an acceptable role in society are strengthened and rewarded. No attempt is

made to change the basic character disorder and its defenses.

In certain cases regressive adaptation is considered a goal of treatment.
When progressive adaptation (ego growth and development) is considered
temporarily or permanently impossible, transference cures and flights into

health are encouraged. In this regard, primitive and infantile transferences
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are accepted and supported when they contribute in a positive way to the
patient’s ties to the institution or enable him to accept the therapist’s
interventions. Another goal of Adaptive Psychotherapy is reality education,
which emphasizes sharpening objectivity, the reduction of omnipotent fears,

and the correction of referential distortion when it is disabling.

Adaptive Psychotherapy emphasizes the use of the natural personality
and adaptive features of the therapist as an ally to the patient’s adaptive
possibilities. Training in Adaptive Psychotherapy can help the
psychotherapist to develop a useful repertoire of characteristics that can be
valuable in assisting certain patients toward a more successful adaptation

(see Daniels, et al.).
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Adlerian Psychotherapy

Dorothy E. Peven

DEFINITION

Adlerian theory is at once a model of personality, a theory of
psychopathology, and the foundation of a treatment method. Adler’s theory of
Individual Psychology is based on a humanistic model of man. Among the

basic principles are:

1.Holism. The Adlerian views man as a unit, not as a collection of

drives or instincts divided against themselves.

2.Field. Theory. The individual can be studied only by his movement
within his social field. Therefore, the Adlerian therapist is
extremely sensitive to the client’s interpersonal transactions.
Especially examined are the “tasks” of work, sexuality, and
the individual’s feelings of belonging to the social group.

3.Teleology. (inferiority feelings and the striving for significance).
While Adler’s name is linked most often with the term
‘Inferiority complex,” toward the end of his career he
became more concerned with observing the individual's
struggle for significance or competence (later discussed by
others as self-realization, self-actualization, etc.). He believed
that, standing before the unknown, each person strives to
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become more perfect and is motivated by one dynamic force
— the upward striving for completion — and all else (traits,
drives, etc.) is subordinated to this one master motive. Thus,
all behavior can be observed as purposeful movement
toward a final end point of significance. Behavior is
understood as goal-directed movement (the teleological
point of view), though the person may not be fully aware of
this motivation.

4.The Creative Self. It is the creative self that determines the
idiosyncratic nature of behavior. Adler postulated that it is
neither the individual’s genetic endowment nor his social
environment that determines his behavior, but that each
person responds in an adaptive, creative way to the social
field in which he finds himself.

The concept of the creative self places the responsibility
for the individual’s personality into his own hands. It does
not mean, though, that he is to be blamed for his creation,
since we all believe we have chosen the best way of life
under any given circumstances. But since the Adlerian
therapist sees the client as responsible for himself, he
attempts to show the client that he cannot blame others or
uncontrollable forces for his current condition.

5.Life-Style. Adler believed that each individual’s striving toward a
guiding ideal of significance and social belonging could be
observed as a pattern that manifests itself early in life and
runs as a theme throughout one’s lifetime. This life-style

pattern is seen in all aspects of a person’s behavior — it is
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his perceptual style. If one understands an individual’s life-
style, his behavior makes sense.

HISTORY

Alfred Adler (1870- 1937) was an Austrian physician who was invited
by Freud to become a charter member of the Vienna Psychoanalytic Society.
By 1911 he was president of the organization and editor of its journal, but he
found himself differing from Freud in certain fundamental concepts of
personality and pathology. He did not believe, for example, in Freud’s idea
that neuroses had a sexual origin. Their views were irreconcilable, and Adler
was the first to break from Freud. In the areas in which his views differed
from Freud, later developments in psychology (ego psychology, existential
psychology) can be reconciled more easily with the basic assumptions of
Adler than with those of Freud. The contributions of Adler have become

increasingly important in modern psychology.

When Adler left the Psychoanalytic Society, he founded his own school,
which he called Individual Psychology. Always interested in the practical
application of psychological insights, Adler founded the first child guidance
clinics in Vienna and lectured all over the world to both professionals and

laymen.

TECHNIQUE
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The Individual Psychologist works with the client as an equal to uncover
the values and assumptions by which the client lives. He formulates the life-

style and interprets it to the client.

As the individual is not aware that he is acting according to
misperceptions, it becomes the task of the therapist to not only expose the
“mistakes” but also to re-orient the client toward a more socially useful mode

of behavior.

The Adlerian therapist seeks to establish a climate in which learning can
take place. Thus, encouragement and optimism are key concerns for the
therapist. Demonstration/analysis of the person proceeds to re-orientation

toward a new philosophy of life based on social interest.

Individual Psychologists work one-to-one, or in groups, hospital
psychiatric units, settlement houses, schools, corrections, and everywhere
else in the mental health field. Much teaching is done through demonstrations
in front of an audience, especially in the child guidance centers. However,
there is no one way all Adlerians practice, for Adlerian psychotherapy permits
the use of a wide variety of techniques, such as psychodrama and art therapy.
Essentially, Adlerian therapists use methods to help the client relieve

suffering and, second, to change.

Despite the technique used, a constant factor is the stress on social
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interactions (including the relationship between client and therapist), and
social contribution; the more social interest a client has, the less feelings of
inferiority he has. The primary aim of therapy is to help the client increase

feelings of belonging to the human group through contribution.

The other technique unique to Adlerians is the formulation of the life-
style and the constant use of the information gathered to demonstrate the
client to himself. It is the particular interpretation of the behavior and the
teaching of a certain philosophy of life to prod clients into social usefulness

that is uniquely Adlerian.

APPLICATIONS

Adlerian Psychotherapy is used not only for the change desired in
classical neurosis but also in the treatment of psychosis and character
disorders. Especially important to many Adlerians is the education of parents

and children through the use of family education centers.

Since clients are treated in every conceivable setting, every type of
disorder is considered grist for the Adlerian’s therapeutic mill, including
those people who are without symptoms but desire a personal growth.
“Sickness” and symptoms are not required if one wishes to become the client
of an Adlerian therapist — only a desire for understanding and a willingness

to accept the responsibility for change.
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Adlerian Group Psychotherapy

Helene Papanek and Joan Shea

DEFINITION

Adlerian Group Psychotherapy endeavors to bring about a change of
life-style (the pattern in a person’s perceptions and behavior) by making the
patient feel understood and accepted as he becomes aware of his need to
relate to others socially. An increase in social feelings encourages the patient
to try out new behavior, which receives social approval and reinforcement

from the group.

HISTORY

Alfred Adler’s concept of the social nature of man favors the use of
group treatment. This was exemplified by the Child Guidance Clinics he
established in Vienna. In these clinics, a social worker or teacher described a
pupil’s difficulties in front of an audience of educators, psychologists, and
parents. Finally, the child, the presenting professionals, and the audience
joined in a discussion concerned with the child’s problems and possible
remedies. This approach evolved from Adler’s convictions that a person’s

problems can be best understood and treated in a social context, and that a
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democratic group in a spirit of cooperation provides useful therapeutic

leverage.

Adler recommended groups not only for the education of parents and
teachers but also as a treatment method for the re-education of delinquents
(Ansbacher and Ansbacher, 1964). His followers showed constant interest in
group techniques; Walter Spiel (1950), for example, wrote a comprehensive
paper on group psychotherapy. Beginning in 1928, Rudolf Dreikurs, first in
Vienna and then in Chicago, practiced and wrote on the subject of group
psychotherapy as have his coworkers and followers at the Alfred Adler
Institute of Chicago. At the Alfred Adler Clinic and Institute in New York,
under the direction of Alexandra Adler, Marvin Nelson and the late Danica
Deutsch, group techniques have been taught and practiced for over twenty
years. Recognizing the crucial importance of a therapeutic milieu, the Alfred
Adler Clinic has for many years successfully rehabilitated psychiatric patients
in its social club. Ernst Papanek, a student of Adler in Vienna, taught the
technique necessary to create and maintain a therapeutic milieu in an
institution for juvenile delinquents. The most notable example is the

treatment approach he developed at the Wiltwyck School for Boys (1959).

TECHNIQUE

Group psychotherapy recognizes social interest, which is also a basic
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proposition of Individual Psychology. In 1929, Adler wrote: “It is almost
impossible to exaggerate the value of an increase in social feeling. ... The
individual feels at home in life and feels his existence to be worthwhile just so
far as he is useful to others and is overcoming common instead of private

feelings of inferiority.”

Neurotic and psychotic patients strive for security and superiority at the
expense of others. To a greater or lesser degree, depending on the severity of
the disturbance, they have, in the construction of their life goals, alienated
themselves from their fellow man. Thus, they experience undue hardship in
meeting life’s tasks of work, friendship, and intimacy. In the psychotherapy
group, members develop social interest and become aware of how their
attitudes of fear, distrust, jealousy, oversensibility for self, and
undersensibility for others do not produce the desired result — respect,

acceptance, and friendship.

This therapeutic group is based on equality of all members, with the
therapist as a model demonstrating respect and understanding. In this setting
group members, frequently for the first time, observe social interest in an
authority figure. Either through the insight obtained by the interpretations of
the therapist and group members or sometimes without clear awareness of
what is going on, they discover that feeling at home in the group gives them a

new security. Feeling secure, they dare to relate to others with mutual
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empathy, and find satisfaction in productive cooperation.

To create a cooperative group out of isolated, discouraged, frequently
ineffectual strangers is the task of the therapist and one in which his behavior
and personality have the strongest impact. Fortunately, he is aided by the
innate capacity of each human being for social interest and whatever degree
of social interest already exists, no matter how distorted. In social
participation, rudimentary and misdirected social feelings slowly evolve or
suddenly burst forth into attitudes of mutual helpfulness, tolerance of
differences, awareness of similarities through empathy, and ability for
purposeful communication. All of this leads to understanding and shared
feelings. It is within this context that the distortions and prejudices

incorporated in the life-style during childhood are then examined.

The Adlerian therapist assumes that each individual in the group has a
life-style, a cognitive framework that enables him to understand the world
and select behavior that will advance him toward his goals of safety, security,
self-esteem, and success, and that will protect him from insecurity, danger,
and frustration. All of this is more or less erroneous, depending on whether
the individual is more neurotic or more healthy. Understanding of his life-
style is often facilitated by examining the individual’s earliest recollections.
Adlerians believe that those significant experiences the individual chooses to

remember reflect his opinion of the world and himself. What he chooses to
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remember also reflects the path of behavior he has selected for himself to
cope with a complicated world. The distortions, that is, mistakes in his life-
style, are interpreted to the individual and he is encouraged within the social
context of the group to correct these mistakes by substituting private

meanings and behavior with socially useful ones.

Increase in security and self-esteem results not only from corrections in
lifestyle, but also from the experience of being useful to the members of the

human community of which the therapeutic group is a microcosm.

APPLICATIONS

With a few exceptions, all types of patients profit from group
psychotherapy. For many, it is best to add group psychotherapy to individual
psychotherapy, for then individual psychotherapy becomes more supportive
and group psychotherapy more interpretive. Group psychotherapy is
inadvisable for very depressed patients and for psychopaths. Depressed
patients are overly sensitive to attack by other group members and the
danger of suicide is always present. Psychopaths often exploit people and
may damage the other members of the group. For borderline cases,
personality disorders, and neurotics, the group is a valuable tool for support,

self-understanding, and new modes of behavior.
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Creative Aggression Therapy

George R. Bach

DEFINITION

The Creative Aggression (CAG) approach to individual and group
psychotherapy is a body of theoretic principles and practical clinical methods
that minimize, by rendering harmless, the hostile, hurt-oriented component
of human aggression. CAG offers new ways of maximizing the playful,
assertive, “impactful,” cathartic, information-rendering and affection-
instigating effects of open and honest confrontations between intimates —
friends, family members, spouses, lovers, and coworkers. The Fair Fight
System provides angry and conflicted intimates with rules, rituals, and coping
techniques that reduce the fear of aggression, avoid hurtful hostility, and
facilitate basically good-willed “combatants” to fight fairly — not against each
other, but for improvements in their relationship. CAG is differentiated by
definition and by origin from so-called Assertion Training. CAG was
developed and reported on before 1960, long before others took the assertive
— I call it impact — aspect out of the context of the Creative Aggression
principles. Also, Assertion Training considers anger and aggression
unnecessary (as in Rational-Emotive Therapy), without providing methods of

constructive utilization of this basic human energy source. The Creative

www.freepsychotherapybooks.org 52



Aggression approach, however, helps patients and therapists to utilize —
rather than to defensively deny, displace, or overcontrol — frustration, anger,

and hostile feelings.

HISTORY

As the innovator of Creative Aggression Therapy, one of the roots of the
approach was my own personality, including my way of confronting, fair
fighting, and pressuring for changes. Another stimulus toward the
development of CAG was my professional training. Predoctorially, | worked
with both Kurt Lewin and Robert Sears, and both men influenced my interest
in the psychology of aggression. My own doctoral research in 1944 impressed
me with the intensity of play aggression in young children. Lewin’s tension
and conflict theory encouraged me to explore the role of aggression in group

psychotherapy.

In the late 1940s, I sought further post-doctoral training as well as
personal analysis from the late Adler student Lydia Sicher. Sicher reinforced
me in my search of evolving clinical methods to put my “pro-conflict” ideas
into practice, especially in group psychotherapy and couples and family
therapy. During this time, my own creativity started and, then, my
contribution of central significance: showing people how to utilize conflict

and aggression creatively.
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In my early group therapeutic practice (1945- 1953), I developed the
clinical art of utilizing group processes — including my leader role — to
maximize the mutual aide, the peer-therapeutic effects, in group therapy. In
observing mis peer-influence factor, I was repeatedly struck by the relative
failure of the nice-guy type of interaction — one might say the classical
Rogerian stance of uncritical, unconditional positive regard — to move the
patients through their resistances and on to new experiences. In contrast, I
noticed that the more critical-aggressive confrontations, even “fights” —
between patients themselves and between patients and therapists — tended
to initiate new attitudes and opened people up to consider alternative ways of
solving conflicts. The introduction of the time-extended “marathon group”
schedule in 1963 provided longer-lasting group sessions in which the trust

necessary for the open display of aggression had a chance to develop.

TECHNIQUE

CAG exercises are designed to reduce the stress due to the basic human
fear of aggression (within oneself and from others). I do not believe in
tranquilizing, distracting, or numbing human aggression. It's too basic a
tendency. I do not trust that aggression can be reliably held down, and even if
and when it is renounced, the price often is detachment. I view aggression as
the most effective force in shaping oneself and the behavior of others. With

CAG, clients learn and practice constructive ways of utilizing a variety of “fight
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styles.” Their aggressive behavior is shaped by the therapist to minimize
hurtful hostility and enhance and maximize open, authentic, information-

yielding communications.

The Fair Fight for Change is the crux of the Creative Aggression system.
It provides a step-by-step procedure for two (or more) partners of an
intimate, ongoing association to constructively express criticism of one
another and to assertively demand and negotiate changes for the better in the

quality of their emotional or material interdependence.

It is the most effective Creative Aggression technique, especially in
couple therapy. The capacity to conduct a mutually productive, exciting and
even joyful fight for change is proof that the student has learned all of the
other procedures of the aggression control system. Every one of the Creative
Aggression exercises is an essential preparatory step to ready the opponents

for the Fair Fight for Change.

The preparatory exercises, such as the “H-type rituals,” effectively
remove hurtful hostility, punitiveness, vengeful smarting as well as irrational
emotionality, such as raging anger, so that the fight for change can be not only
fair but also realistic and rational. Other preparatory exercises, such as the
“info-impacts,” remove hostility-escalating generalities and rigid

stereotyping. They also render much information about options, “beltlines,”
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and non-negotiable territory.

The fight for change, a fifteen-step procedure, is a communication
training technique aimed at establishing a process for dealing with any one
specific issue. It is a zeroing-in on a single issue, gripe, or “beef about a
specific behavior pattern with a demand for change by one partner or the

other.

APPLICATIONS

The CAG system is practiced in both individual and group
psychotherapy. Its major applications are in the areas of self-improvement,
pairing (where divorced adults are helped to improve their dating and mating
skills), couples, and family therapy. CAG-trained therapists, as well as
teachers and counselors, have effectively worked with co-workers in offices

and factories, and with public school and university students.

The CAG approach lends itself ideally to the reeducation of the “A type”
abrasive personality, as well as the fight-phobic fearful personality. The CAG
approach has also been found psychiatrically effective with the difficult
passive-aggressive patients; CAG brings indirect hostility into the open where

it can be dealt with in a rational manner.

Last but possibly of first importance is the use of CAG techniques in self-
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improvement and psychological self-help. Self-respect can be increased,

which also facilitates decision-making.
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Aikido

Robert Frager

DEFINITION

Al means oneness, meeting, harmony. KI means mind, energy, spirit, the
spirit of the universe. DO means road, path, way of life. Aikido might be
translated: “the way of harmonizing with the spirit of the universe,” or “a way

of unifying life energy.”

Aikido is derived from the Japanese martial arts, the disciplines of the
samurai. In its practical application, Aikido is a combat and self-defense art,
yet it is more than a physical discipline; into its techniques are woven

elements of philosophy, psychology, and dynamics.

HISTORY

Aikido is one of the most recent Japanese martial arts. Its founder,
Morihei Ueshiba, or O’Sensei (great teacher), devoted more than seventy
years to the study of budo (martial arts). He mastered many different combat
arts, including various schools of jiujitsu, swordsmanship, and the use of the

staff and spear.
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0’Sensei won many matches, but he was troubled with the feeling that
winning at somebody else’s expense is not really winning. He came to believe
that true self-defense is not winning over others, but winning over the
discord within oneself. In 1925, O’Sensei had a major spiritual experience that
deeply affected the development of Aikido: “I understood “budo is not felling
the opponent by our force; nor is it a tool to lead the world into destructions
with arms. True budo is to accept the spirit of the universe, keep the peace of

the world, correctly produce, protect, and cultivate all being in Nature.”

In 1953, Aikido was introduced to Hawaii and later to the mainland.
Today there are Aikido schools and clubs in most major cities and universities

of Japan and the United States.

TECHNIQUE

There are literally hundreds of Aikido techniques. The basic principle
behind all techniques is harmonizing one’s movements with those of one or
more partners. For the author, there are three basic aspects of Aikido training

— "centering,” energy flow, and harmony.

Centering practice includes focus on the lower abdomen. Beginning
Aikido students learn to keep neck and shoulders relaxed and to integrate all
movements from their center (lower abdomen). In the East, the abdomen is

considered a major center for meditative practices, and the storehouse of
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vital energy in the body. It is also the area of physical balance and
psychological stability. The physical and psychological aspects of centering
are thought to be virtually one and the same. When we are emotionally or
mentally tense, our bodies are also tense, and vice versa. And it is also true
that we can become more calm and centered through physical discipline, and

this will result in greater mental and emotional balance and calmness.

Energy flow is essential in Aikido practice. Conscious mind-body
coordination is basic to all Aikido training. This is taught through the concept
of energy and forming a mental image of energy flow. Students are taught to
visualize energy extended out from the hands and fingers. Relaxed, flowing

movement is stressed rather than jerky “muscular” movement.

Harmony is a central theme of Aikido. Stress is placed on flexibility and
grace. Many of the Aikido movements are circular, with emphasis on blending
with the movement of one’s partner. Essential in Aikido practice is the
attitude of working with a partner rather than fighting or competing against
an opponent. The aim in Aikido is to go along with the partner’s energy, not to

fight force with force.

APPLICATIONS

Aikido can help the therapist in relation to violent or potentially violent

patients. Howard Pashenz, a psychotherapist and Aikido black belt, has given

www.freepsychotherapybooks.org 60



several examples of this practical use of Aikido with patients. According to
Pashenz, one possible use of Aikido training combined with therapy is to
begin to develop a relationship with those who ordinarily refuse to become
involved with any adult authority figure; for example, acting out adolescents.
Another such group is bright underachievers who have built up blocks against
verbal situations. Also, Aikido can be useful along with psychotherapy, in
either a supportive role or as a supplemental, nonverbal form of therapy in its

own right.

Traditional Aikido practice itself stresses relaxed, supple movements,
free from any form of rigidity, whether physical or mental. This training can
be extremely effective in eliminating habitual physical tension as well as
psychological rigidity. It can help patients deal with fears and aggressive

impulses, and develop a more positive self-image.

Von Durckheim, K. Hara. London: Allen & Unwin, 1962.
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Ajase Complex

Keigo Okonogi

DEFINITION

The Ajase Complex stems from an original theory by Dr. Heisaku
Kosawa (1897 — 1968), considered the pioneer of psychoanalysis in Japan.
As Freud found the basis for the Oedipus complex in Greek mythology, so
Kosawa found the legendary background for the Ajase Complex in a parable
from the ancient Buddhist scriptures — specifically, in the tale of Ajase,

revolving around the Buddhist precept of reincarnation.

In the time of Buddha, so the legend goes, a childless queen (Idaike),
fearing the eventual loss of her husband’s (King Binbashara) love as her
beauty faded, longed to have a son as a means of securing the king’s love for
as long as she lived. Hearing of her desire, a prophet told her that, within
three years, a mountain hermit would die a natural death and start his life
afresh to become her son. However, the impatient queen elected to kill the
hermit before the three years had passed. Soon, as the prophet had said, she

conceived and gave birth to a boy (Ajase).

Ajase reached manhood and one day, during a bout of melancholy, he
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was told by one of Buddha’s enemies (Daibadatta) that his birth had sprung
out of a fatality. Although the cause of his melancholy was ascribed by
Daibadatta to “your mother’s evil deed,” Ajase initially reacted against his
father, feeling sympathy for his mother’s agony and anger against the one
who had so distressed her. He helped unseat his father, then had him
imprisoned and deprived of all sustenance. But Ajase soon learned that his
mother was surreptitiously feeding his father honey, which saved him from
starvation. The son then became so angry with his mother that he made a
move to Kkill her, but was dissuaded from this act by a minister. At that
moment, Ajase was attacked by a severe guilt feeling and became afflicted
with a dreadful skin disease characterized by so offensive an odor that no one
dared approach him. Only his mother stood by and lovingly nursed him back

to health.

Forgiven by the mother he had intended to slay, Ajase was awakened to
a real love for her and discarded his grudge against her. His mother, in turn,
was able to develop a natural maternal affection for her son beyond original

self-centered attachment to him.

Ajase was beset by a dual guilt feeling: the initial violent guilt
manifesting itself in the skin disease, which was really a desire to inflict self-
punishment for wanting to take his mother’s life, and a subsequent tender

sense of guilt — so prevalent among Japanese — resulting from his mother’s
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pure act of forgiveness.

Kosawa cited the mother’s female egoism as the factor causing the
child’s aggression against her. Thus, the Ajase Complex refers to a child’s
resentment against his mother’s female sexual drive toward, and desire to be
loved by, his father, together with the guilt feeling stemming from this

matricidal impulse.

HISTORY

This theory was first presented to Sigmund Freud in July 1932, during
Kosawa'’s studies at the Vienna Psychoanalytic Institute in a paper entitled

“Two Kinds of Guilt Feelings (Ajase Complex).”

TECHNIQUE

In his paper, Kosawa discussed the psychological peculiarity of the
Japanese, as evidenced by their acceptance of oral dependency toward the
mother, and repression of the hatred and resentment of the mother that
accompanies this tendency. In the case of psychoanalytical therapy for
Japanese patients, the mother transference (the emotional attitude the
patient has toward the therapist, who serves as a mother substitute) conflict
with the therapist appears at a comparatively early stage, while therapeutic

regression to an oral-ambivalent state takes place easily, particularly when
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compared with the process of psychoanalytic therapy for Western patients.
Parallel to this psychic process, the patient experiences the feeling, peculiar to
Japanese, of “being aggressive and yet being forgiven,” from which develops a
“guilt feeling over being forgiven and a need to make restitution for having
harbored an evil intent.” This Japanese type of guilt feeling is quite different,
Kosawa states, from the “guilt feeling of castration anxiety, fear of

punishment,” which Freud embodied in his theory of the Oedipus complex.

APPLICATIONS

On the basis of the Ajase theory, Kosawa advocated that, when treating
cases of mother transference, the psychoanalytic therapist keep Ajase’s
mother’s mental attitude continuously in mind — e.g., loving her child and
forgiving his aggression against herself. The therapist should manifest to the
patient the latter’s negative transference in identifying his mother with the
therapist. Through the patient’s experience of being forgiven for his
aggression — originally directed against his mother and now transferred to
the therapist — he becomes free from the above conflict and develops the
core of a healthy ego. In Kosawa’s psychotherapy, patients, through the
feeling of togetherness with the therapist — who both forgives the patient
and accepts the thrust of the patient’s aggression against him — experience
feelings of fusion with their mothers and thus become capable of developing a

basic trust in society.
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Alcoholics Anonymous

General Service Staff

DEFINITION

Alcoholics Anonymous is a fellowship of men and women who share
their experience, strength and hope with each other that they may solve their

common problem and help others to recover from alcoholism.

The only requirement for membership is a desire to stop drinking.
There are no dues or fees for A. A. membership; we are self-supporting

through our own contributions.

A.A. is not allied with any sect, denomination, politics, organization or
institution; does not wish to engage in any controversy; neither endorses nor

opposes any causes.

Our primary purpose is to stay sober and help other alcoholics to

achieve sobriety.

This statement, usually read at the beginning of A. A. meetings, gives the
core of the purpose of Alcoholics Anonymous, the way it works, and the role

of the structure that holds it all together.

www.freepsychotherapybooks.org 66



Copyrighted © The Alcoholics Anonymous Grapevine, Inc. Reprinted with permission.

HISTORY

Identification with the “common problem” is what Bill W., a New York
stockbroker, found was the key ingredient. After he shared his experience
with Ohio surgeon Dr. Bob, he was able to get sober. Both had been
considered hopeless alcoholics, yet neither man was to drink again. That was
in 1935. From the initial success of one sober alcoholic’s sharing his
“experience, strength, and hope” with an alcoholic still drinking, an informal
society of more than one million recovered alcoholics in more than ninety

countries has blossomed.

A.A. has found that it cannot furnish the initial motivation for sobriety.
While alcoholism has now generally become recognized as a disease,
acceptance of one’s own condition, in the final analysis, seems to be the result
of self-diagnosis. Doctors and other informed persons may clearly see the
symptoms and give helpful guidance, but the alcoholic makes the
determination that brings acceptance and a desire to stop drinking. Then,
these facts can be pointed out to the problem drinker: medical testimony
indicates that alcoholism is a progressive illness, that it cannot be cured in the
ordinary sense of the term, but that it can be arrested through total

abstinence from alcohol in any form.
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TECHNIQUE

At an A.A. meeting, the alcoholic finds people who know the pain,
loneliness, fear, and hopelessness that he has been living with, all the while
thinking, “I'm different. Nobody really understands what I'm going through!”
As other alcoholics describe their lives under the influence of alcohol, the
newcomer realizes that no theories or generalities are being presented. These
are people who understand because they have lived through these emotions
and experiences. If they have lived through the same emotions and
experiences of degradation and despair, there can be no judgment involved.
Before this, the guilt, remorse, and ensuing judgment, by others and oneself,

have been reinforcing the drinking pattern.

The alcoholic has now met people who truly understand. The A.A.
members then say, “I found out I had a disease, and I found a way to arrest it.”
There is recognition of the suffering person’s condition, and what is more,
there is indication of a way out. At this point, the encounter with A.A. has
offered the suffering alcoholic understanding, equality, and a proved solution

to the problem.

Whatever deep troubles the person has, there is only one place for the
alcoholic to start: he must first stop drinking. The newcomer is told that all
recovery is dependent on the decision to stay away from the first drink. Total

abstinence is the key. But the newcomer also is told that it is done only one
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day at a time. Here is the beginning of the training to bring life into
perspective. By placing the decision to drink or not to drink squarely in the
moment at hand, it becomes apparent — perhaps as a previously unthought-

of possibility — that the alcoholic actually has a choice.

If the alcoholic is to become willing to make the choice not to drink,
changes in attitude must take place. He felt relief in finding people who truly
understand, but now he recognizes that this compassion does not lead to
indulgence. As well as knowing the pain of the newcomer, the newfound
friends also know all about the evasions, dishonesty, and manipulating
techniques. Self-deception and self-pity are noted for what they are. Members
explain that self-honesty is the key to recovery, and this confrontation,
without judgment, lessens the need for self-deception and reinforces the basis

for trust. Once trust begins to be established, recovery is on the way.

“Twelve Steps” to recovery in A. A. are suggested. Never is a person
required to follow any prescribed program of therapy in order to be
considered a member. But the identification and trust that develop do

encourage the member to try the methods that have helped others.

Alcoholics Anonymous is not organized, in any formal sense. There are
no governing officers, rules, or regulations. What structure there is has grown

as A. A. has expanded, and communication and some standardization of

The Psychotherapy Guidebook 69



approach have become necessary. The principle of consistent rotation of

responsibility is followed in virtually all A. A. service positions.

APPLICATIONS

A.A. does not claim to be the whole and only answer to alcoholism,
though its success as a maintenance program for sobriety is uncontested.
Since A.A’s goal is to help the suffering alcoholic to recover, it is eager to
cooperate with individuals or groups sharing this goal. Members of A.A. have
traditionally refrained from disclosing their A. A. membership in any media,

whether it be press, radio, television, or films.

www.freepsychotherapybooks.org 70



The Alexander Technique

Deborah Caplan and Frieda Englard

DEFINITION

The Alexander Technique employs conscious awareness to achieve a
physical result; namely, the improved use of the body. Specifically, the
Technique enables its students to move with free and well-coordinated
musculature, to breathe without tension, and to use their bodies with

optimum efficiency, whether walking, playing the violin, or sitting at a desk.

The Technique is both physical and mental in approach. As with most
psychotherapies, it depends for its effect on what the student or patient
learns to do for himself rather than on something done to him. Alexander

students learn to control their bodies through the use of their minds.

HISTORY

Frederick Matthias Alexander was born in Australia in 1869. By his
early twenties he had become an actor who kept losing his voice while
performing; doctors and voice coaches could provide only temporary relief.

Since his voice problem occurred only while he was speaking on stage,
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Alexander reasoned that it was probably caused by something he did with his
voice mechanism while performing. To find out what that was, he observed
himself with a network of mirrors, and thus began an exhaustive ten-year

process of self-exploration.

Alexander observed that tension and compression in his neck, larynx,
and rib cage were causing his voice loss. He could not feel that he was doing
anything wrong: his habitual way of speaking had come to feel “right,” even
though it was wrong and harmful. His efforts to speak in a less harmful way
were unsuccessful until he made the discovery that the misuse of his voice
was just one small part of the total pattern of misuse involving his whole
body. He could not effectively improve the use of his voice until he improved
his total musculo-skeletal use, a discovery that led to the development of the

Alexander Technique.

The Technique has since attracted the attention and acclaim of people in
diverse fields. The medical profession has shown ever-increasing interest in
its therapeutic uses, as evidence mounts that many disorders are caused or
aggravated by inefficient or stressful use of the body. For more than half a
century many actors and musicians, who must use their bodies as vehicles for
artistic expression, have considered the Alexander Technique an essential
part of their training. The more philosophical aspects of Alexander’s work

have been explored by John Dewey, Aldous Huxley, and George Bernard
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Shaw, all of whom studied with him.

TECHNIQUE

Part of the task of the Alexander teacher is to help the student
accomplish in a relatively short period of time what Alexander’s mirrors
helped him do during his years of research: identify faulty habits. The student
gives largely passive mental directions (for example, “Let the back lengthen
and widen”) to his own body while the teacher uses his hands to guide the
student into an improved kinesthetic experience. In time, the directions
become associated with improved balance and alignment, which feel and are

“right,” although invariably they feel “wrong” at first.

The improved use begins with the balance of the head on the neck.
Alexander found that if the neck muscles are allowed to release during
activity, the head will balance up off the spine instead of compressing it. The
spine can then lengthen, and the whole body move in an integrated fashion.
Under the teacher’s guidance, the student consciously inhibits faulty use,

saying no to unwanted responses and directing the body into the desired use.

APPLICATIONS

Although the Alexander Technique has usually not been included among

the psychotherapies, it constitutes a significant psychotherapeutic tool or
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orientation to life. Its approach is holistic, furthering positive change and self-
awareness through mind-body integration. As Aldous Huxley stated, “It

”

breaks the pattern of determinism.” Frederick S. Perls was profoundly
influenced by Alexander in his development of Gestalt Therapy, since it
emphasized a need for change beyond exploration of cause, catharsis, and/or

body work.

As in neurosis, if a symptom is not ego dystonic or uncomfortable, the
possibility for change is diminished. Avoidance and denial lead to self-
stagnation even when motivation for change prevails, and the focus of the
Alexander Technique on the body armoring helps break this bind. Delaying
action lets memories and affects (feelings, emotions, or moods) emerge into
consciousness. This may at times offer clues to the cause of the primary faulty
use of the musculature. For example, a patient with a persistent squint was
helped to release the tension in his eyes. Without the use of this armoring, he
became nauseated. Eventually he realized that he tended to close his eyes so
as not to see things as they were. As he increasingly learned to free the

occipital areas, he became more open to himself.

The feeling of freedom and “lightness” produced in the body by the
Alexander Technique is very helpful with depressed patients, as it provides

energy for meaningful and nonhabitual behavior.
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The narcissistic patient can benefit, too: his need to control others
becomes slowly diminished by a feeling of mastery of the body, since the
postural change also results in a more positive self-image. Thus, inhibition of
superfluous activity liberates energy for new, nonstereotypic behavior. If one
becomes aware of tension in the neck and shoulders, one may become aware
of anger. The emotion, rather than building up into nonproductive intensity,
is transformed into an awareness that something or someone is causing it.
The Technique may remove the “panic from fear” (Jones, 1976) when
concentration on breathing is implemented; this also reduces mind-

wandering with a reinforcement of general alertness.

The Alexander Technique differs markedly from behavior modification
in that the authority is not the therapist but the student, who inhibits
overloading a musculature with superfluous activity and redirects it to a
natural, conscious, self-integrative use. Thus, it has proved to be a very
effective adjunctive tool in the enhancement of the psychotherapeutic

process.
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Analytical Psychology

Yoram Kaufmann

DEFINITION

Analytical Psychology is the name given to the psychological-
therapeutic system founded and developed by the Swiss psychiatrist Carl
Gustav Jung (1875- 1961). It views the psyche as consisting of two
complementary and interacting systems: consciousness and the unconscious.
The two systems are motivated and guided by a powerful thrust of the psyche
to become whole. This thrust finds its expression in communication between
the systems via an imaginal process using symbolic language, as in dreams,
fantasies, etc. Increased awareness, and thus symptomatic relief, is brought

about by translation and interpretation of this language.

HISTORY

While a young psychiatric resident, Jung read the just-published book
by Freud on the interpretation of dreams. Freud’s revolutionary idea of
attributing unconscious motivation to human behavior resonated with similar
thoughts Jung was entertaining at the time, and Jung proceeded to devise an

experimental method, called the Word Association Test, that could be seen as
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providing an objective, scientific basis for some of Freud’s ideas. The two
started a warm correspondence, and struck up a friendship that lasted for
many years. Jung became Freud’s pupil, then colleague. The two agreed on the
most basic hypothesis: in addition to the rational, conscious aspect of the
personality, there is another realm of the psyche of which man is normally
not aware, which they called the unconscious. But they soon disagreed as to
what the contents of the unconscious is. This may have been the result of the
different settings in which Freud and Jung were observing unconscious
phenomena. Freud was initially dealing with middle-class women suffering
from neurotic hysteria while Jung was primarily involved with mental
patients in psychotic states. Jung was also, at the same time, exposed to
parapsychological phenomena via a medium and her trance states. So Jung
and Freud were exposed to different kinds of unconscious material. Perhaps
as a result, Freud maintained that the unconscious was composed of
repressed, traumatic childhood experiences that involved the clash of
emerging instinctual needs and the oppressive reality of the family and
society. Psychoanalysis was then developed as a technique, consisting of free
associations, designed to bring the clashes (“conflicts”) into awareness and
thus deal with them from an adult vantage point. Jung employed this
technique successfully for a while, but gradually became dissatisfied with it.
Although it certainly seemed correct as far as it went, it did not go far enough.

Jung found he could not, in good conscience, reduce all of a person’s current
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life situation to repressed childhood instinctuality, especially if instinctuality
primarily meant sexuality. Jung understood and acknowledged the enormous
importance of sexuality in the development of the personality, but he
perceived the unconscious as encompassing much more. To be sure, in his
patients’ material, instinctual conflicts came to the surface, but in addition he
saw in their unconscious material, especially dreams and fantasies, an
unfolding of a process. This process was uniquely expressed in each person,
but it had nevertheless a common structure. Jung called it the “individuation
process.” Underlying the concept of an individuation process is the idea that a
person’s psyche contains a potential, is seeking its fulfillment. In other words,
the unconscious is goal-oriented, it has a teleological facet. It does not just
relate a person’s behavior to past experiences, but, more importantly, it
orients it toward the future. This differed fundamentally from Freud'’s point of

view, and the inevitable rift occurred. Jung then established his own

psychology.

TECHNIQUE

Modern Jungian psychotherapy investigates the following four processes:

1. Projection and its ramifications. The basic rule of the psyche is that
what is unconscious is projected: that is, attributed to other
people or external situations. The projection may lead to an
erroneous perception (as when you think your friend is sad
while he himself feels quite happy), or to a correct one (your
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friend is very stingy and it makes you very angry). Projection
is always accompanied by a strong affectivity (emotions or
moods). In an analysis, the patient is made aware of the
extent to which he is projecting, and how his behavior is
affected by it. He is then called upon to withdraw his
projections and recognize that they are aspects of his own

psyche, and to take responsiblity for them.

2. Encounter with one’s shadow. A person’s shadow is that side of his
psyche to which he is unrelated. It consists of those qualities
that one would rather not see in oneself, as well as
unrealized potentials. Facing the shadow is mostly very
painful, and theoretically endless. The analyst has to
carefully guide this encounter so that the patient will
assimilate only as much of his shadow as he needs to change
maladaptive patterns. Care is taken that he not be thrown
into more of an individuation process than he is

temperamentally suited for.

3. Complexes. A complex is an energy system. It is to the psyche what a
mine is in a field. At its core it has an idea that acts like a
vortex, draining energy from the conscious personality.
Examples are: an inferiority or superiority complex, a
mother or father complex, and so on. The analyst helps the
patient to identify his complexes and to gradually defuse
them and return the deflected energies back to the conscious

ego.

4. Encounter with the "Collective Unconscious.” The Collective
Unconscious, also called the “Objective Psyche,” is the name
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given by Jung to the underlying structure that he found
common to all people. Jung found parallels to this structure
in mythologies, fairy tales, and various esoteric traditions,
such as alchemy. All of them, if translated into psychological
terms, were composed of similar elements. These building
blocks of the underlying structure Jung called archetypes.
One does not encounter the archetypes directly, but through
their archetypal imagery or symbolism. Some examples of
archetypes are: God, the Wise Old Man, and the Hero on a
journey to find a treasure. Not everyone has experienced the
Collective Unconscious directly, but most of us do so at least
indirectly. The analyst guides the person in such an
encounter by amplifying it with parallels in mythology,
literature, and so on.

APPLICATIONS

Analytical Psychology started as a healing technique in the medical
model to relieve incapacitating symptoms, but it has become a way of viewing
the world and man’s place in it. It is essentially a viewpoint that endows the
human condition with meaning. Toward the end of his days, Jung thought of
his work more as a process of reeducation, a way of understanding psychic
phenomena, than as a psychotherapeutic process per se. Although
acknowledged as one of the great thinkers of our age, his work is considered
controversial, and does not as yet form part of the psychological

establishment. His work is most often taught in the departments of religion
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and literature.
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Anti-Expectation Psychotherapy Techniques

Roger P. Greenberg

DEFINITION

I coined the term “Anti-Expectation Psychotherapy Techniques” in 1973
to refer to an array of procedures that have one major common element: they
consistently contradict most patients’ expectations of how a therapist will
respond to their problems and symptoms. For example, most anti-expectation
techniques involve a therapist encouraging the patient to produce or amplify
symptoms, rather than a therapist emphasizing that the symptoms be
suppressed, denied, or avoided. The techniques have been used mainly with
patients demonstrating particular kinds of resistance to the more traditional
therapy approaches and those who are unrealistically anxious about the

meaning of their symptoms.

HISTORY

My interest in these techniques grew out of a number of encounters
with resistant patients who stated that they were seeking change while at the
same time they clung tenaciously to the symptoms and discomforts that

brought them in. Such patients tended to externalize problems and emphasize
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that the world was beyond their control while demonstrating the ability to
control the therapy situation by fending off therapist attempts at exploration,
interpretation, or direction. These patients often took the role of the help-
rejecting complainer, first identified by Jerome Frank and later described by
other clinicians. Thus, they continually attempted to pull advice from the
therapist only to reject any suggestions that might be offered. They made
their problems seem insoluble and appeared to take a special delight and

pride in the insurmountability of their difficulties.

Perhaps the key to this type of patient’s control of the therapy situation
is his expectation that no matter what he does, the therapist will try to be
therapeutic. The patient remains relatively confident that his negative view of
himself will be matched by therapeutic interventions aimed at getting him to
see the “causes” of his views, the alternatives he is overlooking, the positive
assets he has, or the resistive nature of his communications. Typically, a static
balance soon evolves in which the patient’s negative statements are
repeatedly counterbalanced by therapist intervention. While this kind of
patient behavior may get attention and possibly preserve some inappropriate
truths for the patient — such as, even the therapist can’t help me solve my
problems — it can prove extremely frustrating to therapists and potentially
destructive of the therapeutic relationship. It eventually becomes imperative
that the therapist somehow disturb the nonproductive stability of the

resistant behavior. The use of Anti-Expectation Techniques allows the
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therapist to regain control over this impasse to therapeutic progress.

TECHNIQUE

In dealing with resistance, the major aspect of the technique involves
the therapist trying to break into the patient’s closed system. This is done by
aligning oneself with the patient’s negative comments while echoing and
greatly amplifying the views that the patient probably expects the therapist to
oppose. For example, this might mean initially agreeing with the resistant
neurotic housewife’s complaint that she doesn’t keep her house clean enough,
and possibly even suggesting that she spend more than her usual ten hours a
day cleaning. Or it might mean aligning oneself, at least temporarily, with a
patient’s statement that he must be defective since he is not perfect at
everything he does. More complete case illustrations of the use of these

techniques can be found in some of the references listed below.

When such techniques are employed, patients usually begin to find it
extremely difficult to be resistive since there is no one to resist. From this
position the therapist can begin to have the patient confront behavior and
gain control over it. These techniques may be seen as “anti-expectation” — in
that the therapist consistently goes against what the patient expects. It is
done, however, within a framework that strongly implies that the therapist

will be therapeutic. The results are: patients find themselves unable to use
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comfortable old defenses, since they no longer produce the expected
feedback; interactions are marked by the humor of the unexpected; and

patients are forced to look at their problems from a different perspective.

It should be emphasized that Anti-Expectation Techniques usually
represent only one segment of the therapy. Further, they do not substitute for
a theoretical understanding of case material. Thus, such techniques are
probably most effectively put into play after a strong therapeutic relationship
has been established, the case has been conceptualized theoretically, and
there are indications that the techniques are unlikely to precipitate harmful

activities — such as self-destructive behavior.

Employing such techniques is difficult and requires considerable
therapist sensitivity and skill. The therapist must develop the ability to resist
the pull of the patient’s message and continually anticipate where an anti-
expectation communication will lead. The therapist must be able to put the
intervention across without sarcasm and refrain from responding, at least
initially, to the humorous or almost absurd aspects of the interactions. Finally,
and perhaps most important, care must be taken to insure that the techniques
are being employed to further the patient’s progress and not to just fulfill the

therapist’s needs to exert power or express hostile feelings.

APPLICATIONS
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Anti-Expectation Techniques can be used in two major ways: to directly
deal with symptoms or to circumvent resistance and facilitate therapy within
any theoretical framework. It may well be that the chief value of Anti-
Expectation Techniques, with regard to combating symptoms, lies in their
giving the patient a clear feeling that self-control can be exerted over

behavior and problems.

There are a variety of other ideas expressed within the psychotherapy
literature that are consistent with this approach. Behavior therapists have
sometimes advocated the method of “negative practice,” which involves
having patients repeat again and again undesirable habits they are trying to
break. A number of papers have described successful treatment of tics with
this procedure. Similarly, the behavioral technique labeled “emotional
flooding” involves the repeated presentation of anxiety-arousing stimuli until
anxiety is extinguished. Implosive Therapy, as described by Stampfl and
Levis, also involves a very similar behavioral approach based on
psychoanalytic theorizing. They use the patients’ own imagery to expose
them to the most intense anxiety-eliciting stimuli the therapists can devise
based on their theoretical understanding of the case. Again the expectation is
that continuous exposure to such a stimulus without harmful consequences

would cause it to lose all power to elicit anxiety.

Other examples of therapists using anti-expectation messages to
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undermine patient defenses and gain control over the expression of
symptoms can be found in Milton Erickson’s descriptions of “naturalistic” and
“utilization” hypnotherapy techniques and Jay Haley’s views of the

psychotherapy relationship from the standpoint of communications theory.

Interestingly, Albert Ellis’s Rational-Emotive Therapy suggests that
disturbances can be eradicated by patients learning to tell themselves more
rational and less self-defeating sentences. Anti-expectation approaches
highlight the fact that certain patients can gain control over their behavior by
first trying to tell themselves more self-defeating sentences while being made

very aware of what they are doing.
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Art Therapy

Elinor Ulman

DEFINITION

Art Therapy includes a range of therapeutic uses of visual art materials.
At one end of the spectrum art as a means of nonverbal communication is
stressed. In conjunction with verbal associations and interpretations, art
products serve to assist the understanding and resolution of emotional
problems. At the other end of the spectrum, therapy is derived from the
artistic process itself. Its usefulness depends on the age-old power of the arts
to reconcile conflicting forces within the individual and between the

individual and society.

Basic to the art therapist’'s work in all its variations is the use of
expression in the visual arts as a bridge between the individual’s inner and

outer experience.

HISTORY

The term “Art Therapy” was originated in 1942 by Adrian Hill, a British

artist and teacher who started his therapeutic work with his fellow patients in
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a tuberculosis sanatorium. In the United States, Margaret Naumburg was the
foremost pioneer in the field; she began to work in the early 1940s at the New
York State Psychiatric Institute under the sponsorship of psychoanalyst Nolan
D. C. Lewis, M.D. Other prominent American figures are Edith Kramer —
outstanding both as a general theoretician and as the leading specialist in
child Art Therapy — Lauretta Bender, and Paul Schilder. Schilder contributed
to theory while Bender, in her work with autistic children, was among the
first to put art to therapeutic use. In Europe, Lombroso, Simon, and Prinzhorn,
with their early investigations into the art of mental hospital patients, were

important precursors.

The development of Art Therapy in the United States coincided with,
and to some extent was related to, the rising influence of psychoanalysis on
psychiatric thinking. Today Art Therapy is associated with many kinds of

psychotherapy and ex tends, as well, into nonpsychiatric areas.

TECHNIQUE

Where art is used mainly as a tool in psychotherapy, art materials are
limited to those that produce effects quickly and without the need for a great
deal of technical proficiency. Art methods aimed at spontaneity of expression
are presented in the hope that unconscious material will escape censorship.

Since the art works are valued mainly for their immediate communicative
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value, the complete development of expressive art products is not

emphasized.

Therapy is primarily interpretive, with the client's own verbal
associations and formulations playing a large part. Provided that the therapist
has sufficient training, the development of transference (shifting feelings
about significant people to the therapist) may be encouraged and its handling

then becomes an important element in treatment (Naumburg, 1966).

Where therapy depends primarily on values inherent in art itself, the
therapist strives to help clients make art products whose expressive quality
and depth are as fully realized as the individual’s capacities permit. Art
materials are selected on the basis of their suitability for this purpose in the
hands of people of various ages or who are in particular stages of artistic
development. The therapist uses his clinical background to respond to the
latent as well as the manifest messages contained in the art and to help clients
to be more tolerant of the less easily accepted aspects of themselves. The
significance of habitual behavior and attitudes is likely to be discussed, but
direct interpretations of unconscious material evident in the art work are

seldom made or invited.

Art Therapy of this kind does not stand alone as an agent of profound

psychological change. It complements psychotherapy by providing an area of
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symbolic experience, where new attitudes may be tried out, gains deepened

and made an integral part of the person (Kramer, 1971).

There are many variations on these two basic technical approaches. For
example, clients are sometimes asked to collaborate — in conducting a
pictorial dialogue, producing a mural, or working on a single small picture. In
most of these instances, emphasis is placed on the way in which the
immediate experience enhances self-awareness and demonstrates or
influences the relationship between group members. Both artistic
development and insight gained through the interpretation of symbolic

content play a relatively minor part.

APPLICATIONS

Art therapists have found a place not only in all kinds of psychiatric
institutions (ranging from mental hospitals to community mental health
centers) but also in private practice. In addition, Art Therapy is used in many
nonpsychiatric settings, such as geriatric centers, rehabilitation programs for
the physically disabled, residential centers for children suffering from a wide
range of disorders and deficiencies, special education schools and classes,
prisons, and centers devoted to enriching the lives of people without any

recognized psychiatric problems.

Applications to which Art Therapy has been adapted include
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psychological assessment, the training of members of other
psychotherapeutic disciplines, intensive individual psychotherapy, formal
Group Art Therapy — where art productions serve as a springboard for group
discussion — assessment of family dynamics, ongoing psychotherapy with

family groups, and adjunctive therapy with patients seen in informal groups.

Because the art product inevitably bears the stamp of its creator, Art
Therapy cannot help impinging on the territory of psychotherapy and
psychological assessment. Painting and sculpture are, in addition, susceptible
to such a broad range of applications that the boundaries between Art
Therapy and other uses of art materials are inevitably blurred. Recreation
and rehabilitation programs use art activity to serve purposes other than
those of Art Therapy, as does Occupational Therapy. Art education in
residential facilities for emotionally disturbed children seldom makes the

most of the therapeutic possibilities of art.

At best, all institutional uses of art materials will be coordinated by a
person who understands their similarities, differences, and possible points of
conflict as well as the usually untapped opportunities for collaboration among

them.
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Group Art Therapy

Shaun A. McNiff

DEFINITION

Group Art Therapy is a process that combines the healing/therapeutic

qualities of art with group psychotherapy.

HISTORY

As the practice of Art Therapy has developed over the past thirty years,
art has been introduced to the various modes of therapy — individual, group,
milieu, and family. Although the pioneering work of art therapist Margaret
Naumburg in the 1930s and 1940s was psychoanalytically oriented,
philosophical approaches to Art Therapy have paralleled the multiplicity of
viewpoints in the general mental health field. Psychotherapists have
introduced the arts into group therapy sessions because of their interest in
providing alternatives to verbal communication. The alternatives allow for
the expression of feelings that cannot be completely revealed in words or the

revelation of feelings that are too threatening to verbalize.

TECHNIQUE
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Virtually every manifestation of Group Art Therapy involves
participants in the basic process of making art and sharing their work with
others. For the most part, art is made during the group session, although
therapists will often encourage clients to make art individually outside of the
group session and bring in their work for discussion. The sessions tend to run
from one to three hours, and group members discuss their work with each
other both during and after the process of production. The discussion that
follows the production of art allows for more formal and focused analysis of
feelings. Art works can provide the opportunity for the sharing of the artist’s
motives; the analysis and sharpening of visual perception; the projection of
repressed conflicts and emotions; and as a means of provoking associations to
past experiences. In addition, art activity is inherently therapeutic in and of
itself. Thus, group discussion often focuses on the healing power of art, with
participants sharing how they are personally affected by the artistic process.
This orientation to art therapy is encouraged in situations where it is
important for clients to be involved in creative activity for its own sake.
Practitioners of Group Art Therapy have observed that the sharing of art
works and the object orientation of artistic activity take away a great deal of
the fear that many clients have of discussing their feelings directly. In this
respect, artistic activity helps in the early stages of a group in developing

trust, mutual respect, and a sense of purpose.

Although most of the literature on Group Art Therapy describes the use
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of drawing materials, paint, and clay, virtually any art medium can be
introduced to a therapy group, depending on the purpose of the group, its
structure, and available space. There is also a growing interest in the
integration of the arts (dance, drama, music, poetry, and the visual arts) in
therapy. Analytically oriented group leaders will generally limit the
availability of materials with the goal of developing a sense of continuity from
session to session and to minimize distractions. Within this context, art is
perceived as a tool in furthering the process of group therapy. Other
approaches are more art oriented and make the broadest range of creative
activities accessible to participants — from simple line drawings to stone and
wood sculpture, to the construction of environments, to the artistic use of
photography, videotapes, and so on. The art-oriented group may also place an
emphasis on the artistic development of the person, because of the positive

effects that this may have on the whole personality.

The structure of Group Art Therapy can again be extended along a
continuum, running in this case from small, closed group sessions stressing
intimacy and private sharing to the more open studio approach where
individuals may work within the same space on individual projects and come
together from time to time to discuss their work. It is generally agreed among
group therapy leaders that a combination of both approaches is needed to
maximize opportunities for creative expression. Structure in the sense of a

common activity and a common artistic theme can also help a group to focus
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itself on personal issues. For example, if fear happens to be an important
theme in a group, each individual might be asked to deal with the feeling of
fear in an art work. In this way each individual is given the opportunity to
intensely focus on his personal concern. When the art is shared by the group,
similarities and differences in experiences are discovered. On the other hand,
more nondirective approaches to art activity and group discussion can give
the more independent and self-sufficient group the space needed to bring

personal feelings and concerns into the group experience.

APPLICATIONS

It is generally true that young children cannot sustain formal discussion
of their art for more than a few minutes — especially if the children are
afflicted by severe emotional disorders. Practitioners have discovered that
behaviorally disordered children tend to function best in a structured
environment where limits are clearly set. Children are also apt to show needs
for accomplishment in their art and consequently, Group Art Therapy activity
with children tends to be more “product” oriented than group sessions with
adults. Although adults often have similar needs for pleasing “products,” the
literature on Group Art Therapy indicates more of a concern with the process
of artistic activity and the role that art can play in furthering personal

reflection, sharing, and interpersonal learning.
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Aversion Therapy

Max Mastellone

DEFINITION

Aversion Therapy, also known as aversive conditioning, is not in and of
itself a discrete form of treatment. Rather, when properly used, it is a

technique that forms but a part of a comprehensive behavior therapy.

Very simply, Aversion Therapy is an attempt to establish a durable
association between an undesirable behavior and an unpleasant stimulation.
Target behaviors may include overt actions as well as private events, such as
thoughts or feelings. Implementation of Aversion Therapy may follow either a
classical (Pavlovian) conditioning paradigm — simple association by
contiguity — or an operant (Skinnerian, instrumental) conditioning paradigm
wherein the unpleasant stimulation is made a consequence of the undesirable
behavior. The conditioning is designed to create a learned connection
between the undesirable behavior and the unpleasant stimulation, which is
expected to bring about the elimination, or at the very least, a reduction of the
target behavior in question. Presently, aversive conditioning is not frequently

or widely used, and its application is limited to certain circumstances.
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HISTORY

Clearly it was Pavlov’s extensive investigation of the phenomenon of
classical conditioning that laid the basis for the therapeutic use of aversive
conditioning in humans. In particular, it was his demonstration that
conditioned aversion responses could be established in dogs. According to
Franks (1977), work by Kantorovich in 1930 in the Soviet Union represents
the first formally documented attempt to use aversive conditioning in a
therapeutic situation. This investigator treated alcoholics with electrical
Aversion Therapy and reported that most abstained from alcohol use for
months. While other early work employed electrical stimulation with
apparent success, Frank reports that through the 1930s and 1940s Aversion
Therapy primarily consisted of the treatment of alcoholism by means of

nausea-inducing drugs.

Due to the incorrect application of conditioning principles by ill-
informed clinicians, and to the use of sedative drugs with patients of
therapists who were unaware that such drugs disrupt the formation of
conditioned responses, the use of Aversion Therapy as a treatment for
alcoholism lost favor. With the rise of behavior therapy as a distinct field
starting in the late 1950s came the resurrection of aversive conditioning.
Researchers oriented toward clinical work and knowledgeable about learning

theory refined and perfected aversive procedures. Behaviorally oriented
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clinicians undertook widespread and diverse application of Aversion
Therapy. Through these experiences many behavior therapists were
forcefully reminded of the complex nature of humans and found that,
generally, aversive procedures had value only within the context of a
multifaceted behavioral regimen. When used alone, such procedures often
produced only poor or short-term results, unless the target behavior was a
relatively circumscribed habit, such as smoking or hair pulling, exhibited by

an otherwise well-adjusted individual.

TECHNIQUE

As indicated earlier, Aversion Therapy can be practiced through either
classical or instrumental conditioning. Under each of these conditions the
technique would vary somewhat, as it would between overt, physical
aversion procedures and covert, cognitive aversion procedures. The basic
technique involves pairing the undesirable behavior with a noxious
stimulation or having the latter occur very shortly after the former. For
example, a smoker may be treated by delivering a brief, high voltage, low
amperage, harmless shock to the hand holding the cigarette as he begins
taking a puff. Treatment might consist of a number of sessions on different
days, each comprised of a series of smoking-shock trials. An instrumental
conditioning paradigm is illustrated in a study by Meyer and Crisp (1964).

They administered electric shocks to two obese patients at some stage during
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their approach to, or eating of, favorite foods. The shocks were stopped as
soon as the patients pushed the food away or stopped eating it. As avoidance
behavior became established, the patient was exposed to the tempting food
for progressively longer periods while the frequency of shocks was

diminished. This design is an example of instrumental escape learning.

In recent years Aversion Therapy procedures have been adapted and
developed for self-administration. Using a pocketsize, battery-operated shock
box, an individual can deliver shocks to himself whenever he intends to
commit or does commit an unwanted behavior. Such a device gives an
individual the freedom to administer noxious stimulation on potentially 100
percent of the occurrences of the behavior in question. In the same vein, the
application of a rubber band worn on the wrist can be an aversive procedure
(Mastellone, 1974). In one case, a fifteen-year-old girl had the habit of pulling
strands of hair from her scalp, one after the other. She was instructed to wear
a rubber band, stretch it and snap it on the underside of her wrist
immediately after each instance of hair pulling, or whenever she had the urge

to pull out her hair if she became aware of this first.

The recent emphasis in behavior therapy on the development of
procedures to enhance self-control has coincided with (if not been
encouraged by) the reemergence of the view that cognition is an important

determinant of behavior. A significant contribution to these events was
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Cautela’s (1966) introduction of the covert sensitization technique. This is a
self-administered, cognitive aversion therapy procedure. It involves having
the individual imagine a scenario wherein he experiences a highly aversive
stimulation, such as severe nausea and vomiting, in connection with
committing the unwanted target behavior. The technique may be extended to

apply to covert behavior, such as obsessive ideation, as well.

In addition to chemical and electrical noxious stimulation and the others
mentioned above, such things as noxious odors, smoke inhalation, high-
intensity auditory signals, and traumatic respiratory drug-induced paralysis

have also been used.

APPLICATIONS

In regard to the application of aversive conditioning procedures we
need to distinguish between those of the physical, other-administered sort
and those that are cognitive and/or self-administered. For many behavior
therapists, use of the former type — mainly electrical stimulation — has
become limited to those behaviors for which a more desirable alternative
does not exist. For example, in cases of head banging or other forms of self-
mutilating behavior, sometimes observed in severely retarded or autistic
individuals, Aversion Therapy is the treatment of choice. In such instances the

potential consequences of the behavior are so dire that they overshadow the
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ethical and humanistic concerns over the use of electric shock to modify
human behavior. Despite the controversy surrounding it, some workers in the
field continue to use electrical aversion therapy in the treatment of
homosexuality, transvestitism, and fetishism. Controversy also exists in
connection with the abuse of aversive conditioning in certain federal
correctional institutions. Punitive measures have been employed under the
legitimizing guise of “behavior modification.” In some state institutions
inmates have been involuntarily subjected to Aversion Therapy for the
treatment of sexual deviations. In my opinion, any such use of therapeutic

technology must be opposed and eliminated.

Ethical questions are essentially avoided by the use of self-administered
aversive procedures. There is a qualitative difference between these and
externally controlled electrical stimulation that permits a much wider range
of application. These techniques may not be as powerful, but deficiencies in
power are made up by combining such techniques with other behavioral

techniques in a well-rounded therapeutic program.

In general, just about any unwanted behavior is fare for techniques such
as covert sensitization or the wrist-worn rubber band. Target behaviors may
include more serious symptoms, such as obsessions and compulsions as well
as less serious nervous habits, such as nail biting or hair pulling. Hayes, et al.

(1978) used covert sensitization in the treatment of exhibitionism and
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sadism. [ used the rubber band technique to discourage sexual arousal to the
sight of men, in a male homosexual. I used other behavioral techniques in
conjunction with that one in order to establish sexual arousal in response to

women.

Covert and other self-administered techniques have been used with
behaviors such as smoking, overeating, substance abuse and tics, as well as
numerous unwanted idiosyncratic behaviors. Because these techniques are
not amenable to the same rigorous control as is possible with electrical
stimulation, some would say that they are really not scientific conditioning
procedures. Clinical experience suggests that self-administered aversion
procedures enhance the client’s view of his ability to control his own
behavior. Sometimes just the knowledge that he can invoke the procedure is
sufficient to enable the client to inhibit the target behavior. Rather than
simply representing an escape or avoidance response, it would appear that
the inhibitory behavior is being mediated by changes in attitudes and/or
beliefs. More research is needed to elucidate the bases of self-administered

aversion procedures.

The Psychotherapy Guidebook 103



Selective Awareness Therapy

Wendy Helms

DEFINITION

Selective Awareness Therapy (S.A.T.) is a short-term, holistic approach
to the treatment of physical and psychological symptoms through integration
of body and mind. The underlying assumption of S.A.T. is that both physical
and mental symptoms are the product of unresolved thought/emotion
complexes that upset the natural homeostatic balance of the individual
through misallocation of energy. Through a combination of deep relaxation,
breathing, and imagery, clients learn how to achieve insight into the
connection between the symptom and the thought/ emotion process of which
it is a manifestation. Once insight is achieved, clients are taught to get in touch
with their own self-healing potential to release blocked energy and regain

and maintain natural health and vitality.

HISTORY

Dr. Peter Mutke became aware of the need for a new approach to
medical and psychological problems during his career as a physician and

surgeon. He was fascinated by the variety of different ways in which people
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react to illness or injury, and he noticed that patients’ belief systems and
mental attitudes seemed to be powerful factors influencing survival and
speed of recovery. In his search for a tool that could utilize these powerful
factors, Dr. Mutke turned to Hypnotherapy, which he used, for a time, with
great success. However, he was troubled by the numerous misconceptions
and expectations associated with hypnosis, especially the client’s expectation
of being passively controlled. So, Dr. Mutke began to develop a new approach
that would have the advantage of neutral expectations. Based on sound
principles of psychophysiology, S.A.T. combined positive aspects of hypnosis
— such as deep relaxation, access to amnestic material, and use of creative
imagery — with techniques for teaching clients to adjust their own physical
and psychological functioning to normal and to take responsibility for their
own well-being. S.A.T. differs from Hypnotherapy in several important ways.
The S.A.T. relaxation induction purposely avoids any connotation of “trance”
or “sleep,” and is regarded rather as a state of “super-consciousness” that
facilitates increased insight and receptivity to change. The client’s consent is
sought at all stages of therapy, giving reassurance that the client is in control

and can return to social awareness at any time.

S.AT. has elements in common with a number of other therapeutic
approaches. Autogenic training, for example, also employs deep relaxation
and positive imagery, which are effective in temporary relief of symptoms.

However, Autogenic training is a lengthy procedure that fails to provide
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techniques for dealing with emotional abreactions (reexperiencing a previous
emotional event) and amnestic material that may spontaneously appear
during relaxation. Thus, clients cannot achieve the insight essential to lasting

change.

The structure of S.A.T. is unique and it is one of the few therapeutic
approaches that effectively bridges the gap between psychology and
medicine, giving clients an awareness of their power to influence their own

physical and mental health.

TECHNIQUE

S.A.T. is a short-term therapy; a series of from three to five one-hour
sessions at weekly intervals are expected to lead to significant change in a
client'’s illness pattern. After identifying and breaking the perpetuating
thought/emotion/physical symptom chain, the client is helped to adjust
attitudes and self-image accordingly so that the changes will become
permanent. When a client has a number of unrelated symptoms, it is
necessary to explore the dynamics of each symptom in turn, allowing two or
three sessions for each disease. An initial S.A.T. session begins with a short
inquiry into the client’s social and medical history and current complaint.
Evidence of a recent medical work-up is essential when treating physical

symptoms outside of a medical setting. After discussion of the S.A.T.
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approach, the client is introduced to the state of selective awareness through
a process of deep relaxation. An eight- to ten-minute tape of the relaxation
induction is made during the session and the client is asked to listen to the
tape twice a day. Finger signals are established to facilitate communication on
a subconscious level and especially to check for the client’s consent at all

stages of therapy.

A typical second session begins with a brief relaxation induction into a
state of selective awareness. Then the client is asked to orient himself back to
the most recent time when he experienced the symptom (for example,
stomach pain, insomnia, depression), to describe the situation, and to
reexperience the thoughts and emotions that were dominant at that time.
Examination of a succession of such “symptom-producing events” leads back
to an original “sensitizing event” and reveals a clear pattern of relationship
between the symptom and a triggering thought/ emotion complex. When the
client gains insight into the origin of the symptom and begins to take

responsibility for ill health, then healing and change begin to take place.

A third session would make use of “bio-automation” or creative image
rehearsal” to sever the connection between symptom and thought/emotion
complex. Bio-automation involves using mental imagery to gain positive
influence over autonomic functions of the body, such as circulation, digestion,

and healing. Negative patterns of behavior and communication can similarly

The Psychotherapy Guidebook 107



be influenced through creative image rehearsal, a process of mentally
visualizing and rehearsing desired changes in behavior. A tape is made of this
therapeutic process, which includes positive feedback to reinforce the client’s
new symptom-free self-image. Positive feedback is important at all stages of
therapy to ensure that the client takes credit for the fact that he is using his
own natural healing potential to create change in himself. After the third
session, therapist and client review progress and decide on the number of
additional sessions needed. At the conclusion of therapy, a single review

session is scheduled in four to six weeks to reinforce progress and change.

The structure of S.A.T. is of great importance, but within the basic
framework there is great scope for creativity in catering to the needs of each
particular client. S.A.T. combines well with other approaches such as Gestalt,
Transactional Analysis, and Psychodrama, and it can also be used effectively

as a tool for self-help.

APPLICATIONS

Theoretically, there are few physical and emotional symptoms that
cannot be alleviated with S.A.T. However, the success of S.A.T. is directly
proportional to the client’s motivation and ability to concentrate and use

mental imagery.

S.A.T. is particularly well suited for use in a medical setting where
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holistic counseling can take place in cooperation with a team of medical
personnel. However, therapists and counselors with training in psychology
must be cautious about treating physical symptoms without first obtaining

evidence that the client has had a complete medical checkup.

Psychosomatic complaints that respond particularly well to short-term
treatment with S.A.T. include migraine headaches, muscular pains, digestive
and circulatory disorders, skin allergies, and asthma. S.A.T. has also been used
effectively with before surgery patients, helping to promote rapid healing,

and postoperative recovery.

Habit disorders, such as smoking, obesity, and nail biting, respond well
to the S.A.T. approach, which facilitates direct insight into the negative

thought/emotion complexes that underlie such symptoms.
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Bates Method of Vision Training

Janet M. Goodrich

DEFINITION

The Bates Method of Vision Training utilizes relaxation, movement,
light, and visualization to gain clear eyesight without the use of glasses or

artificial lenses.

HISTORY

In the preface to his revolutionary book. Perfect Sight Without Glasses,
Dr. William H. Bates expressed regret that ophthalmic science had at that
point already become so rigid that creative searching for preventive and truly
curative measures had ground to a halt. Faulty vision, we are still told, is
annoying, but nothing can be done for it beyond the prescribing of refractive
lenses or, in more severe cases, treatment by drugs and surgery.
Unconvinced, Bates performed many experiments with nearsighted,
farsighted, and astigmatic people, both adults and children. He discovered
that visual distortions are directly linked to states of tension and emotional
stress. Upon this basis, Bates devised educational techniques for relieving

eyestrain and staring brought on by the effort to perform visually and by
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mental-emotional imbalances.

The effectiveness of the Bates method was evidenced by innumerable
case histories. Students of both Bates and Margaret D. Corbett, who trained
teachers at her School of Eye Education in Los Angeles during the middle of
this century, learned to direct their own seeing-healing process, and
dispensed with eyeglasses. Because this therapy was never accepted by the
orthodox professionals, objective research of this method is rarely found.
More recently, a handful of optometrists have expressed interest as the trend
toward holistic measures moves into professional circles. The Bates practice
is currently enjoying a great resurgence of activity among the many people

who are seeking alternatives in all areas of their life.

TECHNIQUE

A teacher of the Bates method sits with the students for one to one and
a half hours patiently leading their bodies, minds, and eyes into a state of
relaxed functioning. A typical lesson may begin with “sunning” the closed
eyes: while absorbing the light, warmth, and energy of the sun, a slow, easy
movement of the head is employed to stimulate the retinal cells and to induce
deep relaxation of facial and eye muscles. Following sunning, swinging of the
head or the whole body may be taught. This slow, rhythmic motion, which can

be done to music, reverses the rigid staring process and helps restore the
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natural mobility of the eye. The students can sit in chairs easily and turn their
heads from side to side, sometimes imagining a fluffy feather or paintbrush
extending from the ends of their noses. This gives a feeling of smoothness that
creates many fine movements of the eyes. The standing body swing is done by
standing easily, turning from side to side in a half circle by swinging the heels

outwardly one at a time.

The students are advised not to look outward from themselves at
objects, to peer, or fix their gaze. The suggestion is given that they allow all
the wonderful colors and details of the world to come into their minds softly,
realizing that all vision, whether eyes are open or closed, is in the

imagination.

Cupped hands are then placed gently over the eye, shutting out all light,
and the visualization of pleasant scenes is described by the teacher and
sometimes by the students as their powers of imagery grow. Emphasis is
placed upon images that are conducive to general body and sensory
enjoyment, such as vacationing on a tropical isle or scanning a panoramic
mountain view. When students open their eyes once more, they are
encouraged to blink easily and retain the sensation of ease and well-being as
they swing their attention gently about the room. The idea of centralizing may
be introduced as the students “edge” or outline one object at a time, using a

make-believe pencil on the ends of their noses.
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Massage of the shoulders, neck, head, and face may be brought in to
relieve accumulated tension in these related areas. All through the process,

expansiveness of breathing is encouraged and much yawning ensues.

APPLICATIONS

The foregoing procedures have application to people of all ages and
types of visual problems. In general, the students who seek out the method
are those interested in activating their own native capacity for vision.
Motivation, persistence, and understanding are the deciding factors in the
outcome of any individual’s practice of the Bates Method. Its relationship to
all other psychosomatic therapy procedures is being revealed in the light of
present-day holistic endeavors. For example, the teachers of Reichian-
oriented or Bioenergetic therapies often refer to the relationship between
refractive problems and emotional repressions. The near-sighted person may
carry subsurface feelings of apprehension, anxiety, and fear. The farsighted
person may be expressing a blockage of anger. This person stares intensely at
the world and can suffer from fierce eye pain and headaches. Corbett-trained
vision teachers often spoke of cross-eyed children throwing temper tantrums

as they released the pent-up energy held in their eyes and heads.

Emotional flexibility, release of body tension, and visual functioning are

closely tied together. Students of the Bates Method react with pleasure when
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experiencing a “flash” or natural clearing of vision. When asked how they felt

when first taking off their glasses, typical replies were: “insecure,”

» o«

“unbalanced,” “my jaw was tight all the time,” “mistrustful of what I see.”

When asked later how they felt upon their first experience of a “flash,” these

replies came through: “I enjoyed letting the world into me,” “It was exciting

» o« » o«

and expansive,” “I felt lightheaded and transparent,” “I was relaxed, thrilled,

and balanced.”
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Behavior Modification

Carl V. Binder

DEFINITION

The term “Behavior Modification” was originally coined by practitioners
to emphasize the treatment of behavioral deficits and excesses per se, rather
than the hypothetical psychological states or processes claimed by others to
cause human behavior (Ullmann and Krasner, 1965). Behavior change — the
implicit or explicit goal of all psychotherapy — is conceived of as a learning
process; Behavior Modification, from the practitioner’s point of view, is thus
an “educational” endeavor (Binder, 1977). Because Behavior Modification
refers to outcome rather than method, it does not distinguish between
various means of changing behavior (for example, reinforcement techniques
versus chemotherapy or psychosurgery). This ambiguity has led to a good
deal of public confusion in recent years. And among professional

” o«

practitioners, terms such as “behavior therapy,” “contingency management,”
“learning therapy,” “applied behavior analysis,” “applied behaviorism,”
“programmed instruction,” and “precision teaching” (which refer to more

clearly defined subcategories of behavioral treatment) are often used instead

of the term Behavior Modification.
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HISTORY

The roots of Behavior Modification can be traced to early experimental
studies of human and animal learning, most notably in the traditions of Ivan
Pavlov and B. F. Skinner (Barrett, 1977; Rachlin, 1970; Skinner, 1953; Wolpe,
1973). A vast literature of more than sixty years’ accumulation (Britt, 1975)
attests to the power of the quantitative experimental method that forms the

basis of the applied behaviorist’s practice (Hersen and Barlow, 1976).

TECHNIQUE

The conceptual and methodological foundations of behavioral
treatment are to be found in what is known as the functional analysis of
behavior (Skinner, 1953, 1969), according to which the measured
interactions between behaviors and environmental events specify their
functions for the behaver. That is, in a functional analysis, behavioral and
environmental events are defined in terms of their causal relationships with

one another.

In application, functional behavior analysis seeks to discover, through
the experimental method, events preceding behavior (antecedents) and those
following behavior (consequences) that have demonstrable effects on such
measurable behavioral dimensions as frequency, duration, intensity, and

location of the behavior in space and time (Lindsley). Functional behavior
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analysis applies to both manipulation of already existing behaviors and the
development (i.e., teaching) of new forms of responding (cf. Barrett, 1977).
For example, the term “reinforcement” is applied to an event that follows a
behavior if — and only if — it can be demonstrated that the subsequent event
actually increases the frequency (that is, functions as a reinforcer) of that

behavior exhibited by the individual in question.

The applied behaviorist seeks to alter behavior by manipulating
antecedent and consequent events in such a way as to achieve an explicit
behavioral objective — a specific, measurable behavior change. Thus, clinical
assessment, in the framework of behavior analysis, always involves
measurement of past and current behaviors and the conditions under which
they occur, either through direct observation or through the client’s verbal

report.

APPLICATIONS

All human behavior falls within the domain of the behavior therapist,
and practitioners of behavioral treatment are to be found among educators
and special educators, psychologists, social workers, medical professionals,

and paraprofessionals in every area of human service.

The frequent criticism that applied behaviorism ignores subjective (i.e.,

mental) events has been blunted in recent years by an increasing interest in
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the manipulation and treatment of “covert processes” (Cautela, 1973).
Thoughts, sensations, and other private experiences now appear to be as
open to functional analysis and modification as overt behavioral events. A
serious problem is that of measurement reliability insofar as private events
are directly observable only by the person within whose body they occur.
Nonetheless, behavior therapists have found that systematic arrangement of
covert events (for example, practiced imaginary sequences) can alter the
frequency of both covert and overt behaviors, and that overt events may have

reliable effects on covert behaviors (Kazdin, 1977).

Self-management is another major focus of behavior therapy in recent
years (Thoresen and Coates, 1976). Clients are taught to make changes in
their environments and to practice procedures that lead to modification of
their own behavior. Relaxation training, or systematic desensitization (Wolpe,
1973), for example, involves procedures clients are encouraged to practice
between therapy sessions in order to acquire the ability to relax “at will.” Self-
reinforcement, thought stopping, behavioral contracting, and other related
procedures also involve attempts on the part of the therapist or educator to
teach clients a set of skills leading to self-control and to the eventual

obsolescence of the therapist, except perhaps in an infrequent consulting role.

The literature of Behavior Modification contains examples of application

to nearly every form of human activity. Psychotic and neurotic behavior, all
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kinds of educational objectives, social and sexual behavior, physiological
functioning and pain control, organizational behavior, overeating, and
addictive behaviors have all been addressed by the practice of behavior
therapy. A more thorough perspective on the practice of behavior therapy
and applied behavior analysis can be gained through study of the works listed

in the bibliography.
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Assertive Behavior Therapy

Robert E. Alberti

DEFINITION

Assertive Behavior Therapy (also known as Assertiveness Training,
Assertion Training, or Social Skills Training) is a procedure which trains the
client in socially appropriate behaviors for self-expression of feelings,

attitudes, wishes, opinions, and rights. Included in the procedure are:

Skills training, in which specific verbal and nonverbal behaviors are

taught, practiced, and integrated into the client’s behavioral repertoire.

Anxiety reduction, which may be achieved directly (for example,
through desensiti-zation or other counter-conditioning procedures), or

indirectly, as a by-product of skills training.

Cognitive restructuring, in which values, beliefs, cognitions, and/or
attitudes that limit the client’s self-expression may be changed by insight,

exhortation, or behavioral achievements.

HISTORY

www.freepsychotherapybooks.org 120



Assertive Behavior Training procedures are rooted in behavior therapy.
However, a considerable humanistic-gestalt influence is evident. Foundation
for the process lies in Andrew Salter’s Conditioned Reflex Therapy, which
centered on making assertive (or “excitatory”) behavior more spontaneous;
and Joseph Wolpe’s “psychotherapy by reciprocal inhibition,” a counter-
conditioning technique which attempts to inhibit neurotic anxiety or fear by

evoking other emotions.

More recently, my work with Michael Emmons and the work of a
number of others (Alberti, 1977) have popularized the technique, integrated
concepts and procedures from the humanistic-gestalt framework, and

extended its application to a wide range of nonclinical “training” settings.

TECHNIQUE

Techniques utilized in Assertive Behavior Therapy follow the three

general forms noted above.

Skills training techniques include modeling, behavior rehearsal,
systematic feedback and coaching, homework assignments, games and
exercises, journals, and systematic assessment. Treatment of choice is often in
a therapy or training group in order to provide an adequate social
environment, except for highly anxious and inhibited clients. The emphasis is

usually on rehearsal and coaching of behavioral skills required in
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interpersonal situations. In simulated situations, the client is called upon to
express positive or negative feeling toward another person, or to stand up for
his/her rights. In addition, clients are urged to extend their new skills into life

situations outside of therapy/training, and to report their progress.

Anxiety reduction techniques include the traditional desensitization
procedures, as well as desensitization resulting from skill building and

successful approaches to the actual feared situation.

Cognitive restructuring procedures include didactic presentations
regarding individual human rights, social conditioning, values clarification,
decision making. Barriers to individual expression — that is, society, culture,
age, sex, socio-economic status, family — are examined and challenged

against the standard of individual rights.

It should be noted that a variety of “games,” “techniques,” and
“manipulation procedures” have, unfortunately, evolved in the wake of the
popular interest in Assertive Behavior Training/Therapy. Responsible
practitioners avoid any procedure which does not both enhance the client and

respect the rights of others.

APPLICATIONS

From its beginnings as a therapeutic procedure for pathologically
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inhibited individuals, Assertive Behavior Therapy has found application far

beyond its considerable value as a clinical tool.

In therapy, the procedure is useful with clients who suffer from
moderate to severe social inhibition due to anxiety, skill deficits, or faulty
belief/attitude systems. It is, as any therapeutic tool, best applied after careful
assessment, and in conjunction with other techniques appropriate to meeting

the client’s needs.

As a training procedure, assertive skills training has been effectively
utilized in women'’s organizations, management training, children’s programs,
and minority rights groups. Other applications have included health-care
personnel, delinquent youth, alcoholics, couples, divorced people, job seekers,
employees, phobics, overweight persons, the handicapped, senior citizens,

prisoners, and correctional institution staff, among others.
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Broad Spectrum Behavior Therapy

James P. McGee, Il

DEFINITION

Behavior therapy is defined by Ullmann and Krasner as “treatment ...
that aims to alter a person’s behavior directly through the application of
general psychological principles.” More specifically, Wolpe relates behavior
therapy to psychological learning theory by describing it as ... the use of
experimentally established principles of learning for the purpose of changing

unadaptive habits.”

Until recently the rather narrow definitions of behavior therapy
provided by Krasner and Wolpe, which stressed the alleged
sociopsychological and learning theory foundations of behavioral approaches,
dominated the field. Broad Spectrum Behavior Therapy, a concept invented
by Arnold Lazarus, was developed to extend the scope of behavioral
intervention to include not only external, observable, and measurable
behavioral deficits and excesses but also to alter internal private events such
as maladaptive thoughts and feelings, attitudes and beliefs (Lazarus, 1971).
“Narrow band” behavior therapy stresses the notion that behavior is acquired

and maintained and thus also changed through processes of “conditioning” or
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learning. In contrast, the Broad Spectrum approach is essentially atheoretical
in that it proposes the use of techniques that derive from various, and at
times competing, theoretical frameworks. Broad Spectrum Behavior Therapy
is a form of “technical eclecticism” wherein the practitioner relies on not only
strictly behavioral techniques, such as desensitization or assertive training,
but also on more traditional strategies, such as interpretation, reflection,
cognitive restructuring, as well as the relationship aspects of therapy. The
selection of treatment approaches by the Broad Spectrum Behavior therapist
is more determined by his perception of the needs of the patient and the
patient’s individual responses than to any specific set of theoretical

assumptions.

HISTORY

The origins of behavior therapy, or the more generic term Behavior
Modification, can be traced back to the philosophical tradition of empiricism
as characterized by the British philosophers Locke, Hume and Hartley. Here
emphasis was placed on the mind as a tabula rasa, or blank slate, upon which

knowledge and behavioral tendencies were impressed by experience.

In the United States, the Behavioral School of Psychology was founded
by John B. Watson, regarded by many as the “father of modern behaviorism.”

Some of Watson’s early work in the 1920s, in which he applied learning
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principles to alter behavior patterns in children, can be seen retrospectively
as behavior therapy. Watson’s work was influenced by the research of Ivan
Pavlov on the conditioned reflex and the pioneer learning theorist E. L.
Thorndike. Thorndike’s “law of effect,” which articulated the influence of
reinforcing consequences on behavior, provided the foundation for B. F.
Skinner’s Behavioral Psychology of Operant Conditioning. Krasner (1971)
regards the work of Skinner as the most important of fifteen various “streams
of influence” that converged in the early 1960s to give birth to the field of
behavior therapy. Perhaps the two other most important trends affecting the
evolution of Behavior Therapy were the development of a social learning
theory of psychopathology as a viable alternative to the disease or medical
model, and a growing dissatisfaction with psychoanalysis and psychodynamic

therapies because of their alleged inefficiency.

Current developments on the level of broad conceptualizations, as
opposed to specific techniques, are directly linked to the work of Arnold
Lazarus and his Broad Spectrum Behavior Therapy. This approach goes well
beyond the strict Skinnerian and Pavlovian conditioning formulations that
characterized the early history of behavior therapy. Even more recently,
Lazarus has proposed a scheme he calls Multimodal Behavior Therapy
(Lazarus, 1976) as the legitimate successor of Broad Spectrum Behavior
Therapy. The mulitmodal approach to assessment and treatment stresses that

the clinician attends to what Lazarus regards as the seven successful domains
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or “modes” of human functioning: behavior, affect (moods, emotions),
sensation, imagery, cognition, interpersonal, and drugs (neurological,
biochemical functioning). The first letters of these seven modes spell out the
acronym “basic id.” According to Lazarus, failure to adequately deal with a
patient’s functioning in the areas of the basic id accounts for a large portion of
relapse in patients treated by other therapies — including other behavior

therapies.

TECHNIQUE

Subsumed under the heading of Broad Spectrum Behavior Therapy are
all the standard behavioral strategies that are based largely on principles of
Skinnerian and Pavlovian conditioning and imitation learning, plus the
techniques of cognitive therapy, such as those developed by Albert Ellis and
Aaron Beck. The more purely behavioral techniques include the following:
systematic desensitization, implosion, flooding or response prevention,
emotive imagery, assertive training, massed practice, modeling based
procedures, operant conditioning based procedures, techniques of aversive
control, behavioral methods of self-control, covert conditioning and covert

reinforcement, and biofeedback.

(For a definition and description of these various techniques, consult

either of the texts by O’Leary and Wilson or Rimm and Masters cited in the
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Bibliography.)

APPLICATIONS

Broad Spectrum Behavior therapists utilize any of the behavioral and
cognitive techniques listed above either alone or, more frequently, in
combination to treat all varieties of human deviance and psychopathology.
For example, with the patient who shows neurotic anxiety and depression,
assessment might reveal that this includes both “free-floating” and situation-
specific anxiety. This patient may also suffer significant social-interpersonal
anxiety that results in his acting withdrawn, passive, and submissive in social
situations. Such a patient frequently experiences sexual difficulties, such as
periodic impotence. The patient may also experience episodic depressive
states characterized by feelings of low self-esteem, which are the result of the
person’s having very critical thoughts about himself. For this type of patient a
combination of relaxation training and systematic desensitization for his free-
floating anxiety and specific phobias is indicated. Secondary to that, the
patient could receive a program of assertive training designed to reduce
social anxiety while simultaneously increasing his repertoire of appropriate
assertive responses. For the sexual difficulties some variation of the Masters
and Johnson treatment for impotence might be utilized. For the patient’s
depression, a cognitive therapy strategy might be taken where the patient is

encouraged to examine his irrational thoughts and self-condemnation, and to
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replace these with rational beliefs that include notions of self-acceptance.
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Bereavement Counseling

Roberta Temes

DEFINITION

Bereavement Counseling is the therapy that takes place when a
professionally trained bereavement counselor meets regularly with a person
or group of persons who have experienced the death of a loved one.
Unresolved grief can remain for many years after the death of a significant
person in one’s life. Thus, recipients of Bereavement Counseling are not
necessarily recently bereaved. The trained bereavement counselor may or
may not be a professional therapist. Often those who elect to be trained are
members of the clergy, widows who have successfully completed their own

mourning, or funeral directors.

The focus of Bereavement Counseling is on health and normalcy.
Bereavement is a psychologically healthy and appropriate response to the

death of a relative or friend.

HISTORY

When extended families, religious rituals, and ethnic traditions were the
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norm, mourners received ample support from their culture. As assimilation
and alienation pervaded American society, people became removed from
necessary support systems, from a caring community. With no secular
mourning rituals to serve as guides through grief, and no known formalized
way to complete the emotional relationship with the deceased, mental health

professionals saw symptoms of depression in the bereaved population.

Various services for the bereaved were initiated in the mid-sixties.
Telephone “hot lines” were established by hospitals and community agencies.
Phyllis Silverman, at Harvard Medical Laboratories, established a Widowed-
to-Widowed program, where a professionally trained widow reaches out to a
newly widowed member of her community on a one-to-one basis. In the early
seventies, groups of parents who lost children to leukemia formed a national
support network, as did parents whose babies succumbed to Sudden Infant
Death Syndrome. By the midseventies most major cities had one or more

programs for Bereavement Counseling services.

Bereavement Counseling is now a clearly defined subcategory within
the mental health professions. The symptoms of depression experienced by a
mourner are no longer judged pathological but rather as legitimate, time-

limited responses to a profound loss.

TECHNIQUE
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Most Bereavement Counseling services are modeled after Grief Groups,
established in New York City in the mid-seventies. Groups of bereaved people
meet for three months, one and a half hours each week, under the direction of
a professionally trained counselor. Each group is composed of members who
have experienced a similar loss, such as the loss of a parent, or loss of a
spouse. The groups provide members with role models; those who have

endured the same trauma.

Each meeting has a different agenda. During the first month, emphasis is
placed on educating members about the bereavement process and the stages
of grief. The second month meetings are particularly concerned with
permitting the ventilation of feelings in a safe environment. Alliances within
the group develop at this time. Meetings during the last month focus on

future-oriented issues, such as values clarification and goals.

Occasionally, the leader will suggest specific assignments at strategic
points for particular individuals. An example of such a homework assignment
during the second month may be to write a letter to the deceased, and during
the third month the homework may be to send for catalogues from all
continuing education programs within a fifty-mile radius. The groups are
neither encounters, sensitivity groups, nor psychoanalytic experiences.

Leaders do not attempt to deal with pre-existing emotional disorders.
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APPLICATIONS

Bereavement Counseling workshops are equally effective for children or
adults. Anyone who has experienced the loss of a signficant person — parent
or spouse, child or lover, friend or relative — needs to complete the mourning
process in order to get on with the tasks of life. A Bereavement Counseling
workshop provides help for those who need support in passing through the

stages of grief.
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Bibliotherapy

Sharon Henderson Sclabassi

DEFINITION

Bibliotherapy is a technique that utilizes the reading of literature. The
belief that reading can affect an individual’s attitudes, feelings, and behavior
is as old as reading itself. Bibliotherapy involves the reading of selected
literature, planned and conducted as a treatment procedure with therapeutic
objectives. It is not an esoteric technique, but is founded upon an

acknowledgment of the dynamic process that takes place within the reader.

In the professional literature, Bibliotherapy is usually defined in terms
of its objectives. The objectives of the technique and the values attributed to it
are numerous, thus creating many definitions. For example, it has been
defined as a “technique for the development of wholesome principles of
conduct and the prevention of delinquency..” (Kircher, 1966), or “the
prescription of reading materials which will help to develop emotional
maturity and nourish and sustain mental health” (Bryan, 1939). Despite the
many objectives, all definitions include the reading of literature to achieve

specific desired results.
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HISTORY

Throughout history, dating back to ancient times, the concept of growth
through reading is evident from various writings. Although the value of books
had long been recognized, the underlying concept of Bibliotherapy was not

formally identified until the twentieth century.

Among the first professional people in America to set the tone for
Bibliotherapy were two physicians, Benjamin Rush in 1815 and John Minson
Gait II in 1853. They recommended reading as part of a patient’s treatment
plan. In 1904, it became recognized as an aspect of librarian ship, and the first
partnership between librarian-ship and psychiatry began at the McLean
Hospital in Waverly, Massachusetts. Other professionals, such as educators

and psychologists, became interested in the subject.

During the next several decades numerous articles were published on
Bibliotherapy. Although much of the writing indicated uncertainty and
speculation about the new concept, a definite trend toward expansion was
obvious. The exploration of new approaches was investigated, with practical
applications outrunning theoretical projections. It was not until 1949 that a
comprehensive attempt was made to formulate a theoretical base for

Bibliotherapy (Shrodes, 1949).

Several decades have passed since Bibliotherapy became recognized as
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a therapeutic technique, and it continues to be applied for various purposes.
However, it still remains largely unexplored, and not all is known about its

application and effects.

TECHNIQUE

Depending upon objectives and level of intervention, either diagnostic
or imaginative literature is employed. If didactic literature is utilized, the
objective is generally to facilitate a change within the individual through a
more cognitive understanding of self. The literature is instructional and
educational, such as handbooks, documents or how-to books. Subjects that
may be included are child rearing, marriage and sex, coping with stress,

relaxation and meditation.

Imaginative literature refers to the presentation of human behavior in a
dramatic manner. This category includes novels, short stories, and plays. The
theoretical base postulates a relationship between personality and vicarious
experience. The reader is simultaneously involved and detached from the
story, as is true in the vicarious situation. In psychoanalytic terms, the process
may be explained as paralleling the primary phases of psychotherapy:

identification, catharsis, and insight.

There is no one particular manner of applying Bibliotherapy in the

treatment situation. For example, specific literature can be recommended or

www.freepsychotherapybooks.org 136



“prescribed” by the therapist for reading between sessions and discussed
subsequently, or the actual reading may take place in a group session and
serve as a springboard for personal disclosure, or the therapist may read a
story as an adjunct to a play therapy session. Bibliotherapy has been viewed
both as a major technique as well as an adjunct to various other therapeutic

means.

No explicit methodology exists for the selection of appropriate reading
materials. There are bibliographies that list suggested literature for use in
therapy; however, it is most important that the therapist know not only the

patient but also be familiar with and appreciate literature.

APPLICATIONS

Bibliotherapy has been utilized in a variety of settings for a number of
specific problems. People in various parallel professions have been involved
in its application. It has been utilized extensively in neuropsychiatric
hospitals as well as in outpatient psychiatric treatment. It has been applied to
children, adolescents, and adults, in short-term or long-term treatment plans,

and for a variety of psychopathologies .

The objectives of the application of Bibliotherapy are numerous. Using
both didactic and imaginative literature, the levels of intervention may be

divided into four broad areas: intellectual, social, behavioral, and emotional
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(Sclabassi, 1973). On the intellectual level, Bibliotherapy is used to stimulate
the individual to think and analyze attitudes and behavior between sessions
and allow the person to realize that there are choices in the way problems are
handled. The individual may obtain facts needed for solution of problems, and
acquire knowledge about human behavior to help understand one’s own self
and gain intellectual insight. It may also widen the individual’s sphere of

interests.

On the social level, Bibliotherapy can be used to expand an individual’s
awareness beyond his own frame of reference and to increase social
sensitivity by being, in the imagination, in the place of others. It may be used
to reinforce social and cultural patterns, absorb human values, and give a
feeling of belonging. It may also help channel socially unapproved
expressions of emotion and impulse, and facilitate the reader to form

satisfactory life goals and thus live more effectively.

Behaviorally, Bibliotherapy can contribute to competence in activities. It
can also give the individual an opportunity to experiment imaginatively with
various modes of behavior and envision the probable effects. It may help to
inhibit infantile behavior, promote growth in reaction patterns, and develop

wholesome principles of conduct.

Emotionally, Bibliotherapy may provide a vicarious experience without
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initially exposing the person to the risks of actual experience. The reader may
gain confidence in talking about problems ordinarily difficult to discuss, due
to such feelings as fear, shame, or guilt, and it may encourage discussion
without the initial embarrassment of explicit self-revelation. It may enable the
reader to bring submerged feelings and experiences to consciousness, effect
controlled release of unconscious processes, and develop emotional insight. It
may provide successful solution of similar problems in others, thus
stimulating eagerness to solve one’s own problems. It can also help the
individual to understand the motivations of self and others in a particular

situation.
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Biocentric Therapy

Nathaniel Branden

DEFINITION

Biocentric Therapy is a cognitive-experiential approach to problems of
development, personal growth, and self-actualization. It developed around a
perspective that sees human beings, first and foremost, as living organisms
whose primary task is to exercise their capacities effectively to satisfy their
needs and thereby preserve and enhance their well-being. The way in which

an individual deals with this task is seen as the key to his psychology.

If a person is to act effectively, if he is to maintain and further his life, he
requires a knowledge of his environment, of his own state of external and
internal reality, of the world, and of self. Thus, Biocentric Therapy sees a
person’s mental functioning as being psychologically maladaptive to the
extent that the functioning of his consciousness is unimpeded by blocks; his
psychology is biologically maladaptive to the extent that blocks obstruct the

functioning of consciousness.

Thus, a central goal of therapy is to remove obstructions to awareness

and restore the integrated power of the mind.
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HISTORY

The biocentric approach, developed by this author, was first presented
systematically in my book The Psychology of Self-Esteem. The primary
background of this approach is in philosophy, specifically in the Aristotelian
orientation and, more recently, in the Objectivist philosophy originated by
Ayn Rand. My approach does have important differences, however, with both

of these schools.

The most significant aspect, perhaps, of the evolution of Biocentric
Therapy is an increasingly experiential orientation, a greater focus on an
emotional self-awareness and self-acceptance, and the unblocking of feelings

as a pathway to the integration of mind and emotion.

TECHNIQUE

Biocentric Therapy tends to see “symptoms” as representing
undesirable “solutions” to real problems arising in the course of the
individual’s development. The blocking or disowning of feelings, for example,
can have obvious short-term functional utility for a child struggling to survive
in a terrifying and painful environment — even though there are very real

long-term dangers in learning this strategy.

The goal-directed character of “neurotic symptoms” cannot be
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adequately understood without an appreciation of a human being’s need of
self-esteem and the profound role this plays in his development. Self-esteem
is defined in Biocentric Therapy as the experience that one is competent to

live and worthy of living.

As a being with the ability to seek awareness or to avoid it, to exercise
his mind or to suspend it, he carries the responsibility of knowing that his
method of functioning is appropriate to reality, to the requirements of
survival and well-being, to the need of self-esteem. Self-esteem is seen as

varying inversely with reality-avoidance strategies.

Virtually all techniques aim at making the client conscious of reality-
avoidance strategies, conscious of the goal such avoidance strategies are
intended to fulfill; they aim further at opening awareness to alternative

pathways to well-being.

Methods to achieve this vary from a variety of emotional-release
processes, to psychodrama, to fantasy exercises, to breathing exercises, to
homework assignments, to designed experiments with new types of behavior,
to what is perhaps the most distinctive technique used in Biocentric Therapy:
sentence-completion work. In this technique, the client is given a sentence
stem and asked to keep repeating the stem with new endings. Then a new

stem is provided, building on clues suggested by the earlier responses, and so
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on, taking the client deeper and deeper into his feelings. This results in an

explosion of awareness that is simultaneously cognitive and experiential.

The primary values transmitted in Biocentric Therapy are those of self-
awareness, self-acceptance, self-responsibility, self-assertion, and personal

integrity, all of which are seen as being indispensable to self-esteem.

Biocentric Therapy differs from cognitive-oriented therapies in its
heavy emphasis upon emotional-release work and emotional self-awareness.
It differs from the emotion-oriented therapies in its heavy emphasis on the

cognitive component of learning and growth.

It is easy enough to pay lip service to the ideal of integrating thought
and feeling, mind and body in the course of doing therapy. It is unlikely that
any psychotherapist would dispute the desirability of this ideal. However,
psychologists who emphasize the intellect, cognition, reason, often tend to
take a disparaging attitude toward emotions. On the other hand,
psychologists who emphasize emotions and specialize in emotional-re lease
types of therapy tend to be hostile to reason and the intellect, though there
are exceptions. Biocentric Therapy does not sharply dichotomize conscious
and subconscious, but thinks instead in levels of awareness or unawareness
and holds that the making conscious of material viewed as profoundly

subconscious is not nearly as difficult as certain schools, notably

The Psychotherapy Guidebook 143



psychoanalysis, seem to believe.

APPLICATIONS

Biocentric Therapy has been used successfully with a wide variety of
problems, ranging from sexual disorders, anxiety, and depression to
alcoholism and a host of other such behavior disorders. However, its primary
focus is less on the treatment of symptoms than on the process of personal
growth and self-actualization — the opening up of the individual’s positive
personality potentials. A great many problems are seen to fall of their own
weight, without requiring separate and specific treatment, with the removal
of blocks to self-actualization and with a greater utilization by the individual

of his powers and abilities.
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Bioenergetic Analysis

Elaine Waldman

DEFINITION

The core of Bioenergetic Analysis brings us back to the energetic and
functional unity of mind and body. We do not simply have bodies; we are our
bodies. Our living bodies are expressions of our total selves — our past and
present, our personal and interpersonal experience, our conscious and our
unconscious attitudes, our motion and our emotions. We are embodied

beings.

In this functional unity of human experience, Bioenergetic Analysis
recognizes antithesis. Energetically, in every aspect of the individual, the
presence of the opposite is implicit. When this oppositional dimension is
energized, it can make contact with its polar counterpart and move into a new
integration of life force at a higher energy level. One-sided individuals tend to

exhaust themselves in struggle and become run down energetically.

At the same time, the unitary process is an organismic phenomenon. No
matter how complicated individuals are, we function on an organismic level,

as a single cell. The essence of the organismic function is pulsation —
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continuous expansion and contraction, charge and discharge, reaching out
and pulling back, giving, and taking. In this way, we are always moving and

our movement is regulated by the goal of pleasure and “grounding.”

The principle of charge and discharge and their relationship to each
other account for the energy level in the personality. The living organism can
function only if there is a balance between energy charge and discharge.
Breathing charges up the energy level, while self-expression discharges the
energy. Since the two go on simultaneously, the amount of energy taken in

will influence how much is given out and vice versa.

The difference between health and illness is our grounding of both
pleasure and-reality functions in the pulsatory process of our biological life
force. A person’s balance and grace are based in this pulsatory process that
couples the excitatory and the inhibitory in a functional unity. The complete

loss of such rhythmic excitation is death.

The energetic movement within the organism is manifested by
movement in the body fluids — the blood, lymph, interstitial fluids (between
the cellular components of an organ), and intracellular fluids. The body’s
motility depends upon this involuntary flow of excitation. Experiencing this
flow of excitation can take us beyond our anatomical boundaries into

interaction with the world. We can thus become aware of the functional
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identity of ourselves and the world at the same time.

What disturbs the flow is muscular armor, based on chronic tensions
and rigidities. Muscular armor is not a static phenomenon, but rather a
dynamic contraction that has functioned chronically over a long period of
time to block excitation or defend against a hostile environment. Since
muscular armor has usually persisted for many years, release requires
consistent work over an extended period if a significant difference in

behavior and personality is to occur.

All the tension patterns of an individual add up to character structure,
which is the way the self has chosen to survive in the world. As Dr. Alexander
Lowen said in 1971, “Energy, tension, and character are interrelated since the
total tension pattern controls the amount and use of the body energy.
Therefore, bioenergetic analysis is basically a character analytic method of
seeing people.” Character armor both blocks and asserts our way of being in
the world. It is a way of saying no to the self in order to say yes to existence.
To survive in childhood, a system of defense is often necessary and functional.
In Bioenergetic Therapy, a person begins to experience both the blocks and
their origins. As the character armor begins to soften, pulsations fill deadened

areas of the body with a new consciousness of life.

Grounding ourselves in our body and in our relationship to the earth is
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the main contribution of Bioenergetic Analysis to character analytic work.
When we can identify with our flesh and blood, our needs and desires, our
participation in reality we are grounded. The functions of grounding, as Dr.
John Bellis has pointed out, are related to the development of the ego and its
contact with reality: 1) its motor functions — standing, rising, walking, 2) its
perceptual functions, including the integration of what is heard and seen with
its motor functions and its intellectual functions, 3) its vocal functions,
including the individual's attainment of his own voice and an extended

somatic character typology, the harmony of heart with ego functions.

HISTORY

Bioenergetic Analysis was developed by Dr. Alexander Lowen out of
Wilhelm Reich’s theory of muscular armor and life energy. As a student of
Reich in the 1940s, Lowen absorbed Reich’s innovative energetic concepts:
the muscular basis of character armor and the physical basis of the libido in
the energy economy of the body. Reich called this energy “orgone energy,”
derived from the term “organ-ismic,” and used such therapeutic techniques as
touch to loosen bodily rigidities, deepen the breathing, increase the
pulsations, and release the life force, with the goal of full orgasmic potency. In
the process of modifying Reich’s work, Lowen dropped the term “orgone,”
and added the concept of grounding, and techniques that include structured

exercises and stress positions.
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In 1956 Lowen, with his colleague Dr. John Peirrakos, founded the
Institute for Bioenergetic Analysis in New York. Other centers and institutes
have developed around the country, including, most notably, Stanley

Keleman'’s in California and John Bellis’s in Connecticut.

TECHNIQUE

The basic bioenergetic technique integrates direct body process and
experience with an understanding of the character and grounding patterns in
the body. Character patterns can be recognized in the body’s form and
motility. For example, masochistic bodies are dense and highly muscled; rigid
bodies are unyielding and stiff; schizoid bodies are fragmented; psychopathic

bodies are often top-heavy.

By getting in touch with the language of the body the individual
becomes aware of the layers of his armor. The experience of their defensive
function invokes new sensory patterns. New pathways to the brain are

thereby generated with excitement, form, and imagery.

When, in the first instance, we find ourselves maintaining social position
with a determined jaw, a stiff neck, and fixed eyes, we discover that our face
to the world is masking our inner feelings and blocking energy input from the
environment. There are two techniques of enlivening the energy underneath

the mask: first, by pressure over certain parts of the face (such as the labial
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levator muscle), which releases the ability to smile; second, by making a face
as children do and connecting it to an appropriate sound, such as a lion’s roar.
The eyes and voice will often tell us what the person really feels behind the

mask.

When, in the second instance, we find ourselves tightening our
abdomens, inflating our chests, and locking our legs, we discover that we are
utilizing our long skeletal muscles to hold back anger and sexual feelings and,
at the same time, stopping the unexpressed energy from flooding us.
Stretching seems to diminish the ability of the muscle to hold energy. The
technique of lying down and kicking the bed helps to unbind the energy by
increasing breathing and triggering pulsatory sensations. The technique of
hitting the bed from a standing position will get the energy moving toward
the ground and mobilize the individual’'s aggression against his own character

blocks.

When, in the third instance, we find ourselves gritting our teeth,
constricting our breathing, and tightening our throat, we discover that we are
utilizing the muscles of the joints and sphincters to take up stress that had
been released elsewhere. For example, if we sense our jaws clenching and our
voice choking up, we may discover that we are trying to block an unwanted
response to the sexual feelings in our pelvis. The technique of accompanying

every release phenomenon with vocal sound — such as crying, sighing,
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singing, laughing, shouting, and screaming — will inhibit this segmental
armoring by stabilizing the energetic release and the individual capacity to

flow.

When, in the fourth instance, we find ourselves barely breathing and
clutching our solar plexus, we discover that we are utilizing the diaphragm
and the semi-voluntary muscles of digestion, respiration, and the voice to
deaden ourselves against anxiety and alienate the horror in a threatening
environment. Techniques to restore natural breathing patterns include the
use of a bioenergetic stool, which is an adaptation of the old wooden kitchen
step stool. One or two tightly rolled blankets are strapped to the stool. If you
lie with your back over the stool and relax, your breathing deepens
spontaneously. The pelvis, abdomen, thorax, and throat will expand in turn as
each of them is filled by the waves of inspiration moving upward and will, in
turn, let go as the expiratory wave starts at the mouth and flows downward to
the pelvis that moves slightly forward. Such total body action may contact
suppressed feelings of sadness and sexuality in your stomach and fear of
reaching out in the chest. Crying and other vocal sounds, like singing and
laughing, not only release the feelings but also connect the ego functions with

the heart.

As the person’s energy level is increased through deepened breathing,

the pathways of self-expression through the eyes, voice, and movement need
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to be opened up for the release of increased energy. Since life is an energetic
process, breathing, pulsation, and expression are not simply devices to
liberate some feeling, but rather a life system to generate, expand, and focus

organismic growth, and thus achieve, in a word, grounding.

Grounding techniques enable us to possess our energies as well as
express them. The technique of pitting the individual against the field of
gravity helps to bring out negative feelings about giving in or collapsing. The
field of gravity represents the social stress of our success-oriented culture,
which has been introjected (via the family) into the ego at the expense of our
pleasure functions. Our fear of falling or failing prevents us generally from
falling asleep, falling in love, and giving in or letting go. Ultimately, terror of
collapse results in a physical collapse of the body. After giving in to the force
of gravity, the individual is able to give in to the natural functions of the self.
Combined with direct work with the body armor, including massage,
controlled pressure, and gentle touching, the bioenergetic parts come

together and find roots in the human ground.

APPLICATIONS

Bioenergetic Analysis applies not only to our way of being in this world
— how much coordination and grace we have, where there is weakness and

where rigidity, which parts are overdeveloped and which deprived, and
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where there are habitual constrictions — but also to our way of becoming —
how we face the unknown, our sense of helplessness in the midst of the new,
what happens to us when old boundaries break down, our incompleteness,
anxieties, our hunger for the embodiment of more wholeness, contact,
feelings, sexuality, and tenderness. Both expansion and containment are
involved: on one hand are the people whose hearts long for love, whose
feelings insist on expression, whose bodies want to be free; on the other are
those whose defenses choke off impulses, whose anxiety may lead to retreat
and closing off, whose depression may keep the energy level low, desires at a

minimum, and life immobilized.

Bioenergetic Analysis applies to those who are willing not only to know
themselves but also to be themselves, and to those who want to go beyond
the known. It applies to those who want to develop a sense of identification
with their biological processes and to those who feel alienated. It applies to
those who wish to awaken their emotions and to those who wish to care for
and nurture their felt excitation. It applies to those who seek a capacity for
deep feeling and to those who feel inhibited in sexual expression. It applies to
those who want to affirm themselves as individuals and to those who feel

themselves bound up in the stress syndrome.

Self-confidence comes from restoring our natural life rhythm, vibration,

and pulsation. The pulsatory process enables us to go out into the world and
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back to the self in a continuous exchange of sensations and information. As
we recognize the self talking to the self, our innate responsiveness becomes
clear: we are engaged in generating an internal body that hears our voice,
expresses our knowing, and gives us a wholeness of being in this world. This,
the enhancement of our life process is the ultimate application of Bioenergetic

Analysis.
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Bioplasmic Therapy

Earl J. Ogletiee

DEFINITION

Bioplasmic Therapy is based on the concept that all living matter
contains energy forces and a material or physical body. This energy (called
etheric or bioplasmic forces) works in a formative way on physical,
emotional, and intellectual development in the human being. This invisible
energy keeps the body chemistry and organs functioning properly, is
responsible for regeneration, growth, and reproduction, and is the builder
and molder of the physical body and energy force for speech and cognition.
These are the forces others have claimed to have photographed using the

Kirlian photographic process.

HISTORY

Through the ages the bioplasmic or etheric body of energy forces has
been known as “subtle body,” “etheric body,” “fluidic body,” “beta body,”

” o«

“counter body,” “prephysical body,” to name a few.

Rudolf Steiner (1861-1925), philosopher, scientist, and educator,
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rediscovered the etheric forces in 1900 and applied them to the areas of
education, therapy, medicine, and pharmacology. The etheric forces are the

basis of homeopathic and acupuncture medicine.

Research by Russian and American scientists and Steiner found that not
only are the organs and the physical body maintained in their form and
development by the flow of the etheric forces throughout the body, but each
organ has an independent, yet intradependent etheric body. Underlying the
physical brain is an etheric brain, the physical liver, an etheric liver and so on.
Kirlian Photography has shown that the physical body and organs appear to

mirror what happens.in the energy bodies.

The physical cells and organs of the body are in reality temporal
deposits of these dynamic, metamorphosing etheric current flows, moving at
various rates throughout the body. Fingernails and hair grow rapidly; it takes
ten days for the substance of the liver to be replaced; seven years to replace
all the skin cells; and six months for new molecules to appear in the bones.

Every cell and organ is the effect; the etheric current flow is the cause.

The existence of the etheric or bioplasmic forces are evidenced when a
limb falls asleep. When normal circulation returns, there is a “needles-and-
pins” sensation, indicating a return of the bioplasmic body to the physical

limb. Additional evidence is the phantom limb phenomenon. A person with a
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missing limb often continues to sense the physical limb as if it were still there.

Another factor is the phenomenon of regeneration. Human beings do
not have the power of cell and organ regeneration as lower animals do. For
example, a flatworm can completely regenerate itself when cut in half
longitudinally or transversely; a rain worm can regrow a tail; a lungfish, a
severed fin; and an amphibian can regrow an amputated limb. In the human
being, who lacks the ability of organ and limb regeneration, these etheric
forces are transmuted into the higher functions of personality and cognitive

development.

Good health is the free and unimpeded circulation of energy, flowing
from organ to organ, along an invisible network of intercommunication
channels affecting the flow of blood and fluids to cells and tissues; Illness is
the result of a blockage and imbalance of the natural flow of these etheric

currents.

TECHNIQUE

The various methods of stimulating the etheric energy flow include:
acupuncture with needles, massage, chemical stimulation, electrical and laser
beam stimulation of the acupoints on the skin surface, or by eurythmic
therapy. In medicine the two techniques of revitalizing the etheric forces are

homeopathic medicine and acupuncture .
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Homeopathy is based on the concept that the basic mineral and plant
medicinal elements were created by etheric forces. The patient is given a
medicinal element (lead, copper, carbon, etc.) in a micro-dose form that is
similar to, and duplicates, the symptoms of the illness. The micro-dose (one
part of the element to one or ten thousand parts sugar water) creates
simulated symptoms of the illness in the patient, causing the etheric to
overreact to the diseased portion of the body, restoring normal etheric

current flow, cell regeneration, and finally, health.

Acupuncture works similarly except it is accomplished by stimulation of
one or more of the eight hundred acupoints on the skin surface using a
needle, massage, or heat. This brings about a rebalancing and normal flow of
energy along one or more of the fourteen meridians, affecting rehabilitation

of the afflicted part of the body.

Eurythmy (created by Rudolf Steiner in 1912) is another method of
etheric energy stimulation. Eurythmy (not to be confused with Dalcroze’s
“eurythmics,” a form of dance to melody) is a disciplined movement of the
arms and body that visibly expresses the vowels and consonants of speech
and the tones and intervals of music. The eurythmic gestures relate to speech,
the definite forms produced in the air when a word is spoken. The eurythmic
gestures emulate these air formations (speech and song) by the movement of

the arms and body.
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Steiner studied the movement of the organs of speech as they produced
the sounds and found them to be akin to the etheric current movements in
the body. He discovered that the air formations created by the spoken word
and song are an image of the etheric forces that created them. The etheric
forces, the basis of growth, regeneration, health, and personality, and

cognitive development, also produce speech and singing.

As indicated, illness, disease, and depression can result from
misdistributed, unbalanced, or weak etheric energy flow. In order to prevent
pathological conditions, or to improve a condition if something has already
gone wrong, these misdirected etheric current movements have to be
removed, rebalanced, arid strengthened. This is how eurythmy is used as a
therapeutic art of movement. That is, the formative movements of speech,
which are the creation of the etheric forces, are transformed into the
movements of the body through eurythmy. The integral relationship of
speech and psychology develops by means of the etheric forces making
eurythmy a natural media to stimulate etheric current flow in a wholesome

way.

APPLICATIONS

In eurythmy the formative laws underlying speech and music are

carried over into the larger expressive movements of the arms and body.
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There are three types of eurythmy: speech, tone, and therapeutic. Speech and
tone eurythmy are performed on stage as an art form, as a teaching media,
and as a therapy. Therapeutic eurythmy differs from its artistic counterpart in
that the movements are emphasized more dynamically and with more
intensity for particular maladies. Unlike the other forms of eurythmy,

therapeutic eurythmy exercises are prescribed by a physician.

Some exercises have psychological benefits while others are for physical
disorders. For example, the “a” exercise (crossing of arms) gives strength and
self-confidence to a shy or depressed person. The “e” exercise (stretching
movement) corrects poor posture and curvatures of the spine. The “u”
exercise (parallel movement of arms) improves blood circulation and
improves coordination. Some eurythmy exercises wake up the person
physically and mentally while others build physical substance and stamina in

the body.

In summary, eurythmy can have a healing effect on the respiratory,
nervous, and metabolic system and other organs of the body by rebalancing
the etheric or bioplasmic forces of growth and development. It takes four to

five years of intensive training to become a eurythmist.
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Bio Scream Psychotherapy

Nolan Saltzman

DEFINITION

Bio Scream Psychotherapy, also known as Bio Psychotherapy, is a
direct, responsible way to help a patient learn to feel safe with his deepest

emotions.

HISTORY

Two schools of psychotherapy that elicit screaming, associated with the
names Casriel (New Identity Group Process) and Janov (Primal Therapy),
originated independently in the early 1960s. A few years later, Bio Scream
Psychotherapy evolved from the New Identity Group Process at a time when
Casriel groups, still strongly influenced by the Encounter Therapy for drug
addicts at Synanon, were often filled with hostility and the threat of

humiliation.

My purposes in creating Bio Psychotherapy were to provide greater
emotional support to my individual patients and to structure my groups to

encourage warm, empathetic exchanges among group members. What was
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therapeutic, I came to believe, was that the patient experiences his climactic
screams, which can be uttered only at a moment of abandonment of defenses,

thus bringing about rapport with others.

TECHNIQUE

The principal process of Bio Scream Psychotherapy involves eliciting
emotional cries in a setting where they meet with a validating response. I call
this process “Scream/Love” or “S/L.” The “Scream” referred to is one of
several kinds human beings can produce: it is a biological expression of
emotional pain, the intense form of the need for love. “Love,” or good feelings
toward the patient, is abundantly available (from the therapist in one-on-one
Bio Psychotherapy and from fellow patients in the group form) when the
patient’s expression is the open scream of emotional pain. Similarly, in
response to the scream of fear, comfort and reassurance; to the roar of anger,
at least an acknowledgment of the anger, and often much more, an

empathetic sense of a common triumph; to the cry of joy, a sharing of the joy.

Here are three techniques of Bio Psychotherapy, briefly sketched. (At

the end of this section I list a number of others.)

1. Helping the patient achieve climactic emotional expression. A
patient isenabled to identify his emotion, perhaps using one of the modal

» o«

phrases — "I'mscared,” “I hurt,” “I'm angry,” or “I feel good.” He is asked to
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repeat the phraselouder and more rapidly, that is, with less time for recovery

between phrases.

The therapist knows what a biological expression of emotion looks and
sounds like. He guides the patient toward the movement and vocal
resonances that allow a complete release. For example, when a woman with a
lot of suppressed anger beat at her thighs in frustration at not being able to
sound angry, I said, “You don’t have to punish yourself anymore. Hit out with
your fists!” I urged her to scream louder, more angrily, and to “blast out” with
her voice. My own voice, crackling with anger, suggested the staccato quality

she was striving toward.

When the therapist hears the naked resonances of the scream emerge in
the modal phrase, he says “Just say, ‘Ahhh,” “ and urges the patient on to the

climactic release.

The goal is for the patient to learn (or relearn) to feel safe with his
emotions so that they are no longer fearful and painful to him. Thus, the
therapist may say, “It's safe to express all that fear,” or “It’s safe now to let out
all that pain.” When the patient works through the complete expression of
one or more of the emotions, he generally feels very good, even exhilarated.
The therapist shows his own pleasure in the patient’s work, embracing him if

appropriate and, in the group setting, inviting him to go around to receive the
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love (embraces) of his fellow group members.

What has this to do with real life? Everything. One who has learned (for
example) to feel safe roaring out his anger can say, when necessary, “I'm not
going to stand for that — cut it out!” and his voice will have an assertive edge
to it. One who has screamed out his pain, and felt safe with it, can say to a
friend or lover, “I need you,” and his voice will have a quality that draws

others to him.

2. Paracatastasis, or projecting a significant figure in order to deal
with him as though he were present. To elicit feelings toward a spouse or
lover, or a parent, who may even be dead and so unavailable for a
confrontation, the therapist may say, for example, “See your mother in that
chair.” (The therapist looks to the empty chair as though seeing her there.)
“What would you like to say to her?” Thetherapist helps the patient identify
his emotion and urges him through the complete expression as in technique
#1, above. Afterward, the therapist may say, “Look ather again. What's she
doing now?” It is a remarkable aspect of the mind that the patient will often
be able to see his mother as though she were present, and making a
characteristic response. “She’s turning away”; or “She’s saying ‘How dare
youopen up your mouth to me.” “ “And how do you feel about her saying

that?”Thus, a long, overdue emotional dialogue may be initiated.
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3. Abreaction of early trauma and deprivation. Some patients come
to the first session ready to deal with a lifetime of pain and emotional
deprivation. Others swiftly reach that level in the course of attempting to
organize an emotional expression, or in projecting a parent into a chair. The
therapist asks the patient to lie down on a mat. The therapist often takes his
hands. [ sometimes cradle my patient’s head against my side or chest when he

is screaming out (abreacting) early pain.

The heart of Bio Scream Psychotherapy is this: the therapist gives love
to the patient. The love evokes the patient’s pain, fear, and rage at never
having gotten what he needed in infancy and childhood. He is able to scream

out his early emotions and learn once more to feel safe with his own needs.

Paying too much emotionally for love, or playing Don Juan, or drug,
alcohol, or junk-food addiction, or impotence in men or lack of orgasm in
women — these and other self-defeating patterns serve to avoid situations in
which some feeling must be expressed. Often the feeling is so fundamental
that it would scarcely be said in so many words, such as, “I have the right to
be loved.” Bio Scream Psychotherapy, in allowing the patient to learn once
again to feel safe with his emotions, prepares him to engage in rewarding love

relationships.

(In the cassette set referred to in the Bibliography, I discuss the above
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techniques in much more detail, and also treat many others. Space limitations
permit me only to list a few here: eliciting emotions from dreams and
memory fragments; changing dysfunctional attitudes and expectations in love

relations with scream/love methods; confrontations.)

APPLICATIONS

Bio Scream Psychotherapy works for a wide range of neurotic and
character/disordered patients. It does not work well for psychotic patients
outside of a residential setting. It has not been adequately tested for

psychotics in a residential setting.

It is not a miracle cure. It may be considered a miracle that it exists at
all, that with hard work and love a therapist can help a truly committed
patient effect great changes, even a new integration of his character in a
briefer time than a conventional therapist could have imagined. One reason
for the very high rate of success of Bio Psychotherapy is that we skim off the
cream of the patient population. We do not attract patients who merely want
to mark time. Those who want a “miracle cure” bounce out in a session or

two. Those who throw themselves into the work make the miracle happen.
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Body Energy Therapy

Hector A. Prestera

DEFINITION

Body Energy Therapy is a somato-psychic approach to evolutionary
blocks in any given personality structure. It is based on the premise that
during growth, not only are psychological adaptations made to various
stressing forces but also physical compensations are produced. It is on these
physical compensations that Body Energy Therapy focuses attention. In short,
the body is a physical template reflecting the interactions of our whole self in
its entire historical perspective. Certain generalizations in terms of body
structure allow for a typology to be produced that may be exemplified as that
of a needy person, an overburdened person, a rigid person, or an overblown
person. It would be simplistic to consider that only the above four
adaptations suffice to describe every human personality. In fact, the physical
modes of adaptation are far more complex and have been summarized
elsewhere (Kurtz and Prestera, 1977). The central notion of Body Energy
Therapy is that a person’s physical stance in the world is a direct statement of

his emotional stance.

HISTORY
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The concepts included in Body Energy Therapy are a product of some
ten years of personal work by the author in private practice as well as at the
Esalen Institute in Big Sur, California. This work summarizes the antecedent
and pioneering conceptualizations elaborated by Wilhelm Reich, Ida P. Rolf,
and Fritz Perls. These pioneering geniuses established the unquestionable
validity of the theoretical framework that sees the mind-body as a functional
whole. In their work they make repeated references to organismic
functioning. The duality that Western culture has produced, separating
consciousness into functions of the mind or head from that of the instincts or
body, was refuted by their work, which integrates the two. The principle to be
underscored is that our life at any given moment is a function of all our

awarenesses, be they mental or physical.

TECHNIQUE

Knowing that our expression at any given moment reflects the posture
of our entire being, it becomes possible — through observation, looking
without attachment, and listening for what surfaces — to contact those areas
in the total body and mind that are obstructed from free flow. The therapist
may then intervene in several ways. In any case the therapist aids in the
resolution of an energy impasse by the addition of his energy. This may take
the form of energy directed at the site of a block, for example, at the jaw, if it is

clenched and held in anger (remembering that this is in reference to a fixed
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posture of anger, not simply a transient expression). To release this holding,
the therapist may directly manipulate the held musculature or, on the other
hand, the therapist may encourage verbalizations or energetic sound releases
on the part of the subject. Both of these approaches have been incorporated
from the aforementioned therapies of Reich, Rolf, and Perls. More unique to
Body Energy Therapy is the addition of the therapist’s energy in still another
direction. In this latter case, the therapist recognizes that within the total
being there exists a force that is expansive and directed toward self-healing
equal to that which is obstructing life growth. It is apparent that if a block
exists, then it exists in opposition to a flow. Behind the anger of a clenched
jaw, which expresses striking out and hence separation, there exists an equal
force that reaches out toward inclusion rather than separation. The therapist
is then in a position to feed energy into the force that wants to be included.
For example, in group therapy an individual may sit rigid and unyielding
outside the circle, only to become pliable, flexible, and joyous when openly

invited within.

APPLICATIONS

The applications of this technique include both those directed at
diagnosis through body analysis and those directed at therapy for resolutions
of intrabeing conflicts. Often, simply bringing awareness — this being the

therapist’s only energetic contribution — will allow the subject to heal
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himself from within. This was alluded to above as the inner life self-healing

force, which is always present.
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Breathing Therapy

Magda Proskauer

DEFINITION

Breathing Therapy uses the breathing function, at times combined with
small movements, as a tool for the achievement of greater awareness. One
learns to experiment with one’s breath in order to become conscious of
hindering influences, so that the realization of certain obstacles can introduce
the desired change. The breathing function proves valuable for allowing
subliminal feelings and sense perceptions to come to the surface because of
its intimate connection with the emotions as well as with the two kinds of
nervous systems: the voluntary consciously directed one and the autonomous
or vegetative one, which works without the mind. Normally, we breathe
automatically from the moment of birth, but we can also take a breath or hold
it for a certain time. In this respect respiration differs from other autonomous
functions, such as digestion. The stomach and intestines cannot be contracted
by will. The breath thus forms a bridge between the conscious and
unconscious systems. By watching it one can observe a normally unconscious
function at work, one can learn to exclude interferences, and thus help self-
regulating processes to set in, such as yawning before becoming overtired,

sighing before feeling overly restricted.
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HISTORY

Movement has fascinated me from early childhood, and through
calasthenics, athletics, and sports, I learned the sense of joy and release that
any genuine movement can bring about. In my case the release from too rigid
a pattern of behavior and social adaptation. At the age of twelve the
Mensendieck system of gymnastics was my first introduction to the new
direction movement and dance were to take. This led me to a degree in
physiotherapy from Munich University Medical School, hospital work in
Germany, Yugoslavia, New York Presbyterian Medical Center, and private
practice. During these years I had ample opportunity to explore the
traditional ways of treatment with the application of breathing exercises to
asthma, polio, cerebral paralysis, and related diseases. Already during my
early studies the growing development of psychoanalysis had shed new light
on the psychosomatic character of many disturbances. Orthodox therapy was

confronted with challenging questions and new schools of thought arose.

Practical work with some of these schools shaped my technique to a
considerable degree. The strongest influence on my work was the analytical

psychology of C. G. Jung.

TECHNIQUE

Instead of correcting faulty habits we take the individual breathing
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pattern, disturbed as it may be, as the point of departure. One concentrates on
the act of breathing, observing its inner movement until the breath left to
itself finds its way back to its genuine rhythm. One learns to experiment with
one’s own nature and harmoniously train the body for its own purpose We
try, for instance, to locate the place where we can feel the movement of the
breath within. Or lying on one’s back with the knees bent we focus on the
phase of exhalation by slowly and gently expelling the air while we allow the
abdominal wall to sink toward the back. We then wait until after a slight
pause, and the inhalation occurs by itself, as if a balloon were blown up within
the abdominal cave. This is diaphragmatic breath. Or one learns to visualize
an inner body space while simultaneously concentrating on one’s exhalation,
as if the breath were sent into that particular space. We may choose to
experiment with a small movement of a joint, like the hip, by slightly bending
it with the incoming breath and releasing it with the outgoing breath as if the
breath were opening up a tight joint. After a few repetitions one is asked to
compare the other hip to find the possible difference. Or one experiments
with the weight of one’s body or its parts by trying to give it over to gravity
while exhaling, which leads to release of tensions and the experience of one’s

inner weight.

APPLICATIONS

Just as we behave, move, and act according to our specific makeup and
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express ourselves uniquely through gestures, so does our breathing pattern
express our inner situation. The usual arhythmic breath goes with our normal
diffusion of attention and changes with emotional states: agitated in anger,
stopping in fear, choking with sadness, sighing with relief, etc. Normally,
when at jest and at peace, one breathes more with the diaphragm. Complete
chest breathing occurs only at times of maximum stress or maximum effort.
To express it simply: where the abdominal breath is disturbed, the inner life

is disturbed; one is driven, unreceptive, and may live too intentionally.

On the other hand, those who cannot open their chest cage are often
anxious, inhibited, self-conscious, with a sense of inferiority. With neurotics
we frequently find a reversed breathing pattern. During inhalation the
abdomen gets pulled in tightly and there is almost no exhalation. The bottle is
filled with consumed air. In our work with the breath we allow these faulty

patterns to reverse themselves.
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Dynamically Oriented Brief Psychotherapy

D. H. Malan

DEFINITION

Dynamically Oriented Brief Psychotherapy is a form of psychotherapy
conducted within an arbitrary limit of about forty sessions, in which the

therapeutic aim is to give the patient insight about unconscious conflict.

HISTORY

Psychoanalytic treatment is generally regarded as a very lengthy
process, in which the patient is seen several times a week over a period of
years. Throughout its history, however, sporadic cases have been observed in
which marked improvements follow after only a few sessions. It has generally
been supposed that such patients can only be those with mild illnesses of
recent onset that the technique should be superficial, and that this leads to an
essentially superficial therapeutic result. In 1946, Alexander and French
published a series of case histories that strongly contradicted this view, but
their work was never generally accepted. In the 1950s and 1960s, however,
attempts were made to investigate the subject systematically at three main

centers in the English-speaking world: the Tavistock Clinic in London
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(Malan); the Massachusetts General Hospital in Boston (Sifneos); and the
Montreal General Hospital (Davanloo). Although these three schools differ in
their approach, all agree on the same fundamental observation: patients exist
who can be selected according to known principles, who do not necessarily
suffer from mild illnesses of recent onset, with whom a far from superficial
technique can be used, and who show permanent and apparently deep-seated

improvements.

The present article will concentrate on these three schools, but it is to
be noted that many non-English-speaking centers also exist, notably in
Lausanne under Gillieron, in Basel under Beck, and in Buenos Aires under

Kesselman.

TECHNIQUE

The three main schools agree on certain fundamental principles of

patient selection:

1. Patients who are obviously unsuitable must be eliminated from the
beginning: those showing strong suicidal tendencies, serious
danger of depressive or psychotic breakdown, poor impulse
control, chronic alcoholism or drug addiction, or extreme
dependence.

2. Correspondingly, the patient must be judged to have the basic

strength to face his anxieties without breaking down, and to
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carry on life independently after termination.

3. The patient must: view his problem as psychological; be able to
interact with the interviewer in an emotionally meaningful
way; have the motivation not merely for symptom relief, but
for achieving emotional growth through acquiring insight
about himself.

4. The initial evaluator must be able to formulate a feasible
therapeutic plan or focus in terms of some aspect of the
patient’s pathology that needs to be worked through.

The three schools agree on the following main aspects of therapy

technique:

1.The therapist must plan a limited aim or focus from the beginning
and follow this single-mindedly. This may involve selective
neglect of other aspects of pathology, but if the patient is
correctly selected and the focus is appropriate, most of the
material will be relevant to the chosen focus.

2.The main therapeutic tool is interpretation: that is, explaining to the

patient aspects of his feelings of which he is as yet unaware.

3.0ne of the major therapeutic techniques is to show the patient that
feelings that he has toward the therapist — for which the
word “transference” was coined by Freud — are derived or
transferred from similar feelings directed toward important
people in the patient’s past, especially parents. This is

identical with one of the basic principles of psychoanalysis.
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There are also certain clear differences among the schools: for example,
I tend to set a time limit from the beginning whereas the other two do not;
Sifneos tries to bypass resistance, while I interpret it; and with certain types
of patients, Davanloo employs a highly active technique, forcefully

confronting the patient with his avoidance of painful feeling.

Correspondingly, the range of patients treated differs among the three

schools:

1. Sifneos concentrates on patients suffering from conflicts involving
an over-intense, guilt-laden, sexualized relation with the
parent of the opposite sex (“Oedipal” problems). With such
patients, treatment lasts about fifteen sessions.

2. I accept patients of this kind but also accept many others,
particularly those suffering from intense mixed feelings
(ambivalence) about important people in their lives, and
those suffering from wunresolved dependence and
deprivation, provided this is not too severe. Grief and anger
about the loss of the therapist at termination may figure
prominently in therapies of this school, which also tend to be

longer than those of Sifneos — up to thirty sessions.

3. Davanloo, by his confronting technique, is able to extend the range
to include certain types of passive, obsessional patients who
would not be considered by the other two schools. He has
demonstrated dramatic results with such patients, with

therapy lasting up to forty sessions.
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All three schools have demonstrated that the results of their forms of
therapy can consist not only of symptomatic recovery, but also of extensive
reorganization of the patient’s personality, lasting for a follow-up period of up

to ten years after termination.

APPLICATIONS

This kind of therapy can be applied in any psychiatric setting, though it
of course requires well-trained therapists or at least experienced supervision.
It has been applied in the psychiatric departments of general hospitals
(including in-patient departments), in psychiatric emergency services,
student health services, psychotherapeutic clinics, and private practice. It
depends on the careful selection of suitable patients, but when correctly used
it results in a marked increase of efficiency. Straker has described the
beneficial impact of Brief Psychotherapy on a psychiatric department
burdened with long waiting lists and poor staff morale. The methods are
particularly important at the present time in the United States, in view of
schemes for financing a limited number of psychotherapeutic sessions

through health insurance.
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Burn-Out Prevention

Gurushabd Singh Josephs and Gurucharan Singh Khalsa

DEFINITION

Burn-Out Prevention addresses a major problem among staff members
of psychiatric clinics, drug abuse clinics, and crisis intervention centers:
“burn-out.” Burn-out is a chronic low-level fatigue that is the result of
Constant encounters with difficult clients. Burn-out causes therapists to
protect themselves by contacting their patients less fully or by treating their
patients automatically and impersonally. It is not uncommon for those

affected by burn-out to choose to leave their profession entirely.

Burn-out can be prevented. Through techniques that raise the
counselor’s energy level and improve clinical work, the Burn-Out Prevention
workshop offers a viable alternative to a problem faced by ali those in parallel

professions.

HISTORY

Burn-Out Prevention was developed in 1976 by the authors. Since then,

the Burn-Out Prevention workshop has been given at six regional conferences
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of the Association for Humanistic Psychology, at the AHP Eastern Education
Conference, and at the AHP National Conference. This workshop has been
taught throughout the country as part of in-staff training at counseling
centers, hospitals, mental health, and alcohol clinics, and as an accredited

course at graduate schools.

APPLICATIONS

This kind of therapy can be applied in any psychiatric setting, though it
of course requires well-trained therapists or at least experienced supervision.
It has been applied in the psychiatric departments of general hospitals
(including in-patient departments), in psychiatric emergency services,
student health services, psychb-therapeutic clinics. and private practice. It
depends on the care fui selection of suitable patients, but when correctly used
it results in a marked increase of efficien-cy. Straker has described the
beneficiai impact of Brief Psychotherapy on a psychi-atric department
burdened with long waiting lists and poor staff morale. The methods are
particularly important at the present time in the United States, in view of
schemes for financing a limited number of psychotherapeutic sessions

through health insurance.

TECHNIQUE
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The Burn-Out Prevention workshop applies the ancient teachings of
Kindalini Yoga to the specialized needs of the therapist. In each of the
following areas, yogic and meditative techniques are used to build the

therapist’s resilience and to increase his effectiveness.

1. The human aura. It is currently becoming recognized and
accepted that human beings have around them an
electromagnetic field, the visual manifestation of which is
called the aura. Kirlian Photography, a photographic process
that produces an auralike image on film, demonstrates that
happiness can increase the radiance of an aura while
depression, even the mere presence of a depressed person,
can reduce the aura’s radiance. Participants in the Burn-Out
Prevention workshop learn to experience their own
magnetic field and that of others, to change the quality and
quantity of their aura, and to ensure that contacts with their

patients are positive and nurturant.

2. Intuition and creative therapy. Often the therapist will contact a
client through empathetic techniques that reduce his own
equanimity, consequently reducing his effectiveness. The
Burn-Out Prevention workshop teaches yoga and meditation
techniques that open the therapist to working within an
intuitive mode. At such a time the therapist’s reactions and
interventions are perfectly tuned to the patient’s needs, and
the truly creative breakthroughs occur. This is not an
accident. The Burn-Out Prevention workshop teaches the
therapist to increase the frequency and effectiveness of the
intuitive mode.
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3. Defense mechanism relaxation and healing. When a therapist
has identified a client’s problem and has created a nurturant
environment, he is then ready to effect a positive change in
the client. This involves relaxing defense mechanisms and
preparing the client to receive the therapist’s healing energy.
The Burn-Out Prevention workshop teaches the art and
science of using the power of the voice to work through
defense mechanisms and contact clients. Relaxation
techniques, special meditations, yoga therapy, and massage
are used in various combinations to help a client develop his

own healing inner rhythm.

4. Becoming more effective. The difference between an average
therapist and a truly effective therapist can lie as much in
their own personal lives as in their behavior in their clinical
work. Participants are shown techniques to make their own
lives more consistently free of depression and anxiety,
thereby making them stronger and more effective in their
personal relationships, as well as their relationships with
clients and colleagues.

APPLICATIONS

Originally designed for psychotherapists and drug rehabilitators, Burn-
Out Prevention has been found to be effective for psychiatrists, psychiatric
social workers, “hot-line” counselors, nurses, educators, the clergy, and all

those who work in professions of close human contact.
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C1C2 Project Psychotherapy

Dorothy Tennov

DEFINITION

C1C2 projects aim to provide peer support and “counseling” on a one-
to-one basis. They are based on the premise that many women go to
psychiatrists and psychotherapists because it is helpful at times to talk about
one’s self, one’s decisions, and one’s troubles to a person who is committed to
focusing attention on you, but who is not a close friend or member of your
family. Respectful attention without interpretation or analysis, without fear of
challenge or interruption is helpful when trouble strikes or when decisions

must be made.

No distinction is made between those who provide assistance and those
who receive it (in fact, we tossed a coin). “C1” is the person focused on
(counselee) and “C2” is the listener in a given session (counselor). A person

could be a C2 one day and in need of a C2 another day.

HISTORY

In recent years women have found their experiences in small group
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sessions to effect profound and positive changes in their lives. For many, it
may have been the first time that they were listened to both respectfully and
attentively. In the nonjudgmental and unhurried atmosphere of the
consciousness-raising session, women discovered again and again that what
they had perceived as personal, even neurotic, problems were, in fact, the
inevitable result of living in a sexist society. As the society was understood
through the testimonies of group participants, a commonality of oppressions
emerged. Thus, individual guilt and social isolation were replaced by concepts

of political solution and the experience of sisterhood.

The focus in consciousness-raising, therefore, is primarily on individual
problems as they relate to the comprehension of a society in which women
are regarded as second-class citizens. Careful detailing of individual
situations is an essential aspect of this process. However, when an individual
demands and elicits response in the form of advice and evaluation, there may
develop negative consequences both to the consciousness-raising experience

and to interpersonal relationships within the group.

The guidelines for consciousness-raising and C1C2 are very similar. In
both, respectful attention and freedom from challenge, criticism, and
interpretation are fundamental. C1C2 is a one-to-one relationship in which C1

has the opportunity to dwell at length on the minute details of her situation.
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TECHNIQUE

The following guidelines constitute basic training for the role of C2:

1. Listen attentively and respectfully. Try to understand the situation
from ClI'spoint of view. Your goal is to help her decide what

she really wants to do.
2. Do not give advice.

3. Do not be dishonest, but also do not feel obliged to express all your
reactions and feelings. Your opinions are best left unsaid,
especially if they are negative or critical. You do not use the

methods of encounter groups.

4. Respecting C1 means accepting her at face value. It means hearing
what she said, not what you think she meant. Assume that
she makes sense and that if you do not understand, you are
the one with the problem. Listen harder.

5. Exert no pressure on C1 — not even subtle pressure. Be careful that
questions of clarification never sound like criticisms or
attacks.

6. Do not feel obliged to do anything. A sympathetic ear has great
value in itself.

7. Freely give any information that you happen to have that may be
useful to C1, or try to help her secure that information. You
might want to collect a file containing information about

available community services, but be careful that giving

www.freepsychotherapybooks.org 186



information is not done in such a way that it sounds like
giving advice.

Self-management procedures may also be taught (Tennov, 1977) if C1 is

interested in them.

APPLICATIONS

Although designed as a self-help service for women, C1C2 procedures
are applicable over a wide range of situations. The crucial concept is the
acceptance of C1 at face value, as opposed to interpretation, especially
psychoanalytic interpretation. The procedures are designed for use by
parents, educators, and members of the clergy, as well as by those employed

by an organized C1C2 group.

In the years since the C1C2 procedures were first presented, various
groups have come into existence across the country. The major problem
encountered was at the structural/financial level. It is recommended that the
C2 be provided with compensation at a skilled clerical level. The purpose and
value of a C1C2 project is to make the service available at low cost. It is based
on the findings of outcome research, which suggest that training for

psychotherapists is unrelated to effectiveness (Tennov, 1976).
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Catalyst Therapy

Nelita Ano

DEFINITION

Catalyst Therapy is a method of psychotherapy that originated out of a
need to communicate with children who were not readily accessible to the
traditional approaches to therapy. In this method of therapy two modalities of
communications are used: drawing and language. These two methods of

communication act as catalysts to stimulate patient-therapist interaction.

Catalyst Therapy is a brief method of psychotherapy that can be used as
a communication bridge between the child and the therapist. It is used with
children who are overwhelmed by guilt feelings, who have a tremendous
sense of aloneness, or have had catastrophic experiences that immobilize
them. Catalyst Therapy focuses on the child as a communicator of change and
as a communicator of past history. The boundaries of the child are vulnerable
to intrusion and so the therapist offers two ways of communicating to protect
the child and to help him to relate at a pace that is less threatening than usual

communication methods.

HISTORY
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Catalyst Therapy evolved as the author recognized the need for broader
communication modalities when working with children who were not readily

accessible to traditional therapeutic approaches.

Winnicott’s (1971) use of the squiggle game suggested the effectiveness
of graphic communication with children. In personal communication,
Robertson and Barford (1970) suggested the long-range significance of
graphic communication. Singer (1973) and others have indicated the
significance of images as they relate to the inner world of childhood. It was
out of this background that I evolved Catalyst Therapy, which uses a

graphic/language therapeutic approach.

TECHNIQUE

Catalyst Therapy is a three-stage method of therapy. In the initial
communication the child and therapist draw one or more pictures together.

Verbal communication is minimal.

The therapist says, “We are going to draw a picture. Watch.” The
therapist then draws a tree, a path, or some other environmental feature. The

therapist then says, “Now you draw.”

This dual graphic communication continues until the session

terminates. As the therapeutic process develops, the verbal communication
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changes and becomes more diversified. However, children in Catalyst
Therapy are reluctant communicators, so it is important to proceed slowly to

prevent the child from becoming inaccessible again.

If the child is responding with some autonomy, the therapist then moves
on to the second stage by introducing an animal with humanlike
characteristics. Animals such as a mouse or a rabbit are usually unthreatening
and can become easy vehicles for such exploration as anger, sexuality, etc.
The child may then be ready to focus on a more aggressive type of animal,
such as a tiger. The graphic communication thus offers a broader channel to
express aggression safely, which is frequently necessary for reluctant
communicators. When communicating through animals appears to be
developing without too much anxiety, the therapist then initiates the third
stage by introducing the use of communication through thoughts and through
words. Balloon-shaped drawings are placed above the animals, in a manner
similar to the balloon shapes used in cartoons. However, there are broken-
line balloons for thoughts and dreams and solid-lined balloon shapes for
words. This is both a recognition of the thought process of children and an
expanded way for the child to respond. Usually the child will initiate more
direct communication in this stage of graphic/language communication by
saying, “I want to talk,” or expressing in different words a wish to be a more

direct communicator.
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APPLICATIONS

Catalyst Therapy is a short-term therapy that offers entrance into more
traditional psychotherapy. It is effective with pediatric populations who are
usually in the hospital only briefly. It has proved useful with selected anorexia
nervosa patients. It has also been helpful with children who have poor self-
concepts and feel threatened by a predominantly verbal or acting-out

therapeutic approach.
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Cathartic-Meditative Therapy

Bernard J. Somers

DEFINITION

Cathartic-Meditative (CM) Therapy represents a model of human beings
capable of moving from distress and rigidity to liberation from the cumulative
effects of pain, oppression, and rigid cultural patterns. All humans are moving
naturally toward greater lovingness, responsibility for self and others,
creative intelligence, and discovery. The CM therapist knows that the
cumulative effects of stress, distress, conflict, oppression, and family and
cultural patterns can obscure this naturally expanding state of human beings.
The therapist joins with the natural healing and synergistic (cooperative)
forces in the person, among which we can include, as a minimum, the urge to
discharge painful emotion (such as anger, fear, embarrassment, hurt,
boredom) by talking, crying, raging, shaking and trembling, yawning and
laughing; the individual's agency (will); the creative, imaginative, problem-
solving intelligence of the person; the human’s emancipatory drive to
overcome all forms of oppression, internal as well as external; our desire for

loving and cooperative relationships with all other humans.

Strategies are devised for compassionately and effectively opposing the
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client’s illusions, rigidities, and repetitiousness, distractability, hatred of self
and others, addictions, and other forms of human irrationality. Healing-
synergistic actions occur best in those human relationships marked by safety,
trust, transcendental love, compassionate understanding, inventiveness, and
playfulness. The CM therapist identifies with the spiritual essence, the vital

center of awareness in all human beings.

HISTORY

My present synthesis of psychotherapy reflects the dialectic of helping
relationships that [ have experienced and processed over a twenty-five-year
span of clinical work and thinking. The years are much less important than
these experiences and my synthesis. My commitments have included: Client-
Centered Therapy; Psychoanalysis and Analytic Psychology; Reevaluation
Counseling (developed by Harvey Jackins of Seattle; the supporting theory for
co-counseling); communicational pragmatics; meditational systems and
Psychosynthesis; and body therapies. My relationship to co-counseling (the
helping modality in which two persons alternate as client and counselor,
exchanging effective help with each other) continues to be of great benefit to

me personally as well as in my therapeutic work and thinking.

TECHNIQUE
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CM therapy emphasizes emotional release, the meditative attitude
towards one’s experience, validation and support for the client, and rational

thinking and actions.

The most basic technique is the nontechnical, holistic, flexible use of my
awareness from moment to moment with my client — how he is experiencing
and viewing himself, his world. This free attention of mine works best in the
framework of a positive, evolution-oriented model of the person. It is my
capacity to see this person in a nonjudgmental way, accurately noting how he
is similar and different at this moment from himself and all other persons I
have known in the past. The less emotional distress and negative attitudes |
have, the more clearly and flexibly I convey my awareness to this person, the
client. I think about how my client might feel, think, and act if he didn’t have
his pain, rigidity, and feelings of powerlessness. His visions of such a utopian

future are encouraged.

[ am interested in and focused upon my client’s painful feelings; his
rigid, repetitive thoughts and actions; the person’s difficulty in attending to
these feelings, thoughts, and actions with nonjudgmental attention; my
client’s loving, creative, and imaginative strivings; validating and supporting
my client as the essence of will, energy, love, and responsibility in his
perceptual “sea” of distress and demoralization; this person’s mastery,

accomplishments, and success.
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I am especially active in helping the client experience and release
painful emotions with such methods as: focusing; body movements; self-
appreciation; role playing; guided imagery; meditation; repetition of phrases
and postures that allow for discharge of feelings. Where possible, I train the
client in specific meditation work, taking account of his cognitive style, style
of emotional control, degree of free attention, and interests. Meditation and
other forms of homework are drawn up by a contract method. Homework can
include affirmations and other forms of self-appreciation that support

positive thought and energy.

The emphasis is on getting the client to do something different in the
therapy session and then out in the real world. This something different is
new or further discharge of painful feelings, thinking different thoughts and
taking different actions, including those with the body. I place less emphasis
on reporting interpretations to the client. I do name rigidities in thought and
action that I have observed and for which I have created, or inspired the client

to create, some useful interruption.

[ support my client at all times. I do not support his negative evaluations
of himself. I support his essence, his rationality, his creative imagination, and
respect his experience of painful emotions. I do not consider his feelings to be

a definition of him as a person or a reliable guide for his thoughts and actions.
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The dumping of my painful feelings, such as anger, disappointment, fear
and embarrassment, on my client seems ridiculous, unimaginative, unfair,
and downright inefficient. [ take these feelings to an appropriate setting
where I can work on them. The therapist can never afford to neglect working
on his own case, hopefully using the very methods that he finds helpful when

doing therapy with others.

APPLICATIONS

CM Therapy is useful in one-to-one psychotherapeutic work, and with
couples, families, and groups. Each member of the group is helped in those
communicational patterns that block the effective use of the therapeutic
model that has been described here. The goal is to facilitate the use of each
member as a helper for the other members of the group. This is the essence of

what is done in a co-counseling class.

In addition to the above applications, this model has practical use in
other helping relationships, such as health-care worker/patient relationships,
supervision, classroom teaching, child rearing and child care work, and in all
of our personal relationships. Finally, therapeutic work on the effects of

oppression can be facilitated greatly with the use of this model.
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Chiropractic

Julius Dintenfass

DEFINITION

Chiropractic is the health profession that concerns itself with the
communication and control systems of the body, particularly the nervous

system, and their relationships to health and disease.

HISTORY

Although widely separated in location, there are interesting parallels in
the origin and development of the therapeutic approaches of Freud and the
American, D. D. Palmer. Both have links to the brilliant eighteenth-century
physician Anton Mesmer, who ripped esoteric healing from the supernatural.
To Mesmer, all health or sickness had to be explained in terms of natural laws
or physical forces. His investigation of bodily and mental disorders led him to
demonstrate that many people could be made well by using subtle energies
and forces of the body, which he called “magnetic” healing. It was his theory
that “magnetic” forces acted through the body, accounting for both disorders
and the process of healing. These forces could be influenced by manual

contacts to the body of a static or stroking nature. He also investigated the
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state of trance and determined that he could devise a basic procedure to place
people in this condition for therapeutic purposes. This, of course, is now

known as hypnosis.

Freud first resorted to hypnosis in his search for a better treatment of
mental diseases. He learned this method, originally called mesmerism, from
the famous French physician Charcot. Later, he collaborated with Josef Breuer
in employing hypnosis in the treatment of cases of hysteria. In 1895, he
discarded this practice for one he found to be more effective — free
association. This was the kernel from which the new analytical psychiatry,

psychoanalysis, was developed.

At the same time, in America, a frontier doctor, Daniel David Palmer,
was practicing magnetic healing. Paul Carter, an internationally known
practitioner of magnetic healing, taught him this art, which was much in
vogue at that time. Palmer practiced this method with success for a period of
ten years. He utilized various local body contacts, and the stroking of the body

in different directions, to affect the flow of body forces or energies.

In 1895, searching for better methods to help his patients, Palmer made
an extraordinary discovery. He found that the manual corrective structural
adjustment, applied specifically to subluxations (minor displacements) of the

vertebral column, had a more positive therapeutic potential than could be
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accomplished by magnetic healing methods alone. It was this discovery that

evolved into the chiropractic profession.

Palmer’s revolutionary concept was that, in order to survive and
function effectively, the human body must transfer information between
tissue cells and organ structures in widely referable parts of the body. In
1910, Palmer frankly admitted in his book, The Chiropractic Adjuster, that
although he was not the first person to replace a displaced vertebra manually
(spinal manipulation can be traced to the ancient Greeks and Chinese), he was
the first to determine the effect of the spinal adjustment upon the functions of

the nervous system.

Today the chiropractor is recognized as a doctor and a primary
physician by all fifty states as well as in many countries abroad. He is
thoroughly trained in the healing arts at chiropractic colleges accredited by

the United States Office of Education.

TECHNIQUE

Contemporary chiropractic practice emphasizes a holistic approach to
health and disease, utilizing modern methods of diagnosis and emphasizing
nondrug therapies designed to restore and maintain the homeostatic balance
of the body. These procedures include structural correction of the body by

manual and mechanical means; nutritional and dietary guidance; various
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instruments of physiotherapy for rehabilitation to stabilize and maintain
maximum function; and guidance to help the patient obtain a proper balance

between the emotional, nutritional, and mechanical aspects of health.

The unorthodoxy of the chiropractic approach has allowed it to advance
into a number of new areas of knowledge relating to health and disease. This
includes body-oriented procedures using specialized manual and mechanical
methods of restructuring nerve pathways in order to restore normal
communication. The profession has developed techniques employing light
manual skin contacts to activate the neurotransmitters and receptors located
in abundance in the outer coverings of our bodies. A more recent contribution
is the development of applied kinesiology, which performs both diagnostic

and corrective functions.

A most unique part of the chiropractic examination is known as
structural analysis. This is a diagnosis of the body’s compensations to the
force of gravity, known as basic and compensatory compensations. It
considers the fact that when a weight-bearing structure is distorted; the body
automatically attempts to restore body balance by developing compensatory
counter distortions. Included in this chiropractic analysis is the evaluation of
the ratio of the curves of the spinal column, body posture, chronic contraction
and tension of muscles, spinal fixations, joint mobility, and the kinesiological

testing of muscles. These factors are of great significance in determining the
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differential diagnosis of a problem and in setting up a treatment program for

the patient.

APPLICATIONS

Psychopathological reactions may be the cause of or may occur as a
result of structural stress. Disturbance of psychic energy may cause muscle
spasm, visceral dysfunction, distorted posture, and imbalance in muscle
action and body mechanics. With these physical defects the pattern of total
input and output of the nerve tracts of the musculoskeletal system is
disturbed and distorted, forcing the spinal cord to deal with conflicting
reports from the periphery of the body, and affecting basic vital functions.
Chiropractic care, by correcting these disturbances in the
neuromusculoskeletal system, reduces abnormal input to the spinal cord and
the cerebrum, lowering cortical activity, allowing a return to homeostasis not

only of the body but also of the mind.

This author’s case history files, gathered over a period of forty years,
and those of his colleagues, contain many recoveries from different phases of
mental illness. These patients go to chiropractors because they are troubled
by acute or chronic pain. Some patients may have old neurotic problems,
whereas others may react neurotically to their present painful condition. In

many instances the development of pain may trigger patterns of anxiety,
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compulsion, depression, or hostility, as well as phobias complicating their

condition.

The manual techniques used bring the chiropractor in close physical
contact with the patient. At the same time, these manipulative procedures set
in motion physiological and psychological changes. For example, when a
spinal fixation is released, there are changes first in the vertebral complex:
relaxation of muscle and ligament contractures and an increased flow of
blood to the part with decreased irritation of local receptors. Breathing and
pulse rate become more regular. Simultaneously, there is relief from pain, a
feeling of ease and well-being, and a marked change in the attitude and
posture of the patient. Our clinical experience shows that after completion of
a period of progressive rehabilitative chiropractic care, dissipation of anxiety,

hostility, depression, and other problems of mental health usually occurs.

In conjunction with chiropractic treatments, patients are taught that
they must assume some responsibility for their physical state. They are
involved in helping themselves to stabilize and maintain their physical
improvement. They are given guidance on how to use their bodies more

efficiently in their daily activities of sleep, work, and play.

I do not contend that all psychophysiologic problems are responsive to

chiropractic care. When the chiropractic physician recognizes that the patient
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has a deep neurotic or psychotic problem, a referral is made to a psychologist
or psychiatrist. There is often a successful team effort between practitioners

with psychotherapy and chiropractic care proceeding simultaneously.
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Christian Psychotherapy

William P. Wilson

DEFINITION

A recent condensation and summarization of the three basic forms of
psychotherapy — the dynamic, the behavioral, and the experiential — has
been published by Karasu (1977). He has provided a framework within which
we can evaluate a technique with standardized dimensions, which I shall use
to present my concept of Christian Psychotherapy. Christian Psychotherapy is
defined here as a therapy that uses as its base the concept of the nature of
man and the teachings about conflict resolution and behavioral control that
are found in the Bible. This framework is completed by incorporating

compatible theory and techniques found in the disciplines of psychiatry and

psychology.

HISTORY

Although pastoral counseling has been performed since the beginning of
the Christian church, it has been a real concern of the church only during the
last few decades. Because there was no historical precedent for the

development of a discipline that began with a distinctive Christian base,
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secular concepts have been seen as sufficient to meet the needs of persons
who counseled Christians. Only a few writers have begun with a Christian
base and have attempted to elaborate a truly Christian psychotherapy. (The
reader is referred to Tweedie’s excellent historical review found in his book,

The Christian and the Couch.)

TECHNIQUE

The starting point of all psychotherapies is the concept of the nature of
man. The Bible teaches that man’s nature has three parts: flesh, soul, and
spirit (1 Thess. 5:23). The flesh is made up of more than the body, for it also
incorporates the biological drives such as sex, sleep, and appetite. These give
rise to certain behaviors that serve to satiate the appetites. The soul has
within its functions the things that psychology places in the intellect. The
spirit is an animating force that resides in man and operates through the flesh

and soul.

In the Christian psychotherapeutic scheme, the spiritual aspect of man’s
existence is of great importance, for it is in this area of functioning that God
operates. Christians believe that there is a prime mover in the universe, and
that he is God (Rom. 1:19, 20), a person who manifested himself in the form of
man, Jesus Christ. This Jesus died, was resurrected, and, after returning to the

Father, sent His spirit (the Holy Spirit) to live in believers in order to reveal
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truth, to give power and to fill them with love for their fellow man. God is
experienced transcendentally by man through His spirit (1 Cor. 2:12) and His
word (2 Tim. 3:16), the Bible. One of the most useful ideas in the Christian
belief system is that God gives his followers the power to live according to the

values he has given them in the Bible.

In his discussion of psychotherapy, Karasu used eleven dimensions. The
reader is referred to his work for details. We will use his conceptual

framework here.

Christians believe that at birth man has an inherited force called sin and
that this force causes him to want to control and guide his own destiny. He
cannot obey God’s rules. Because he disobeys, he remains alienated from God
and is not whole. When he is incomplete, he suffers. When he rebels, his

behavior brings him pain, which causes him to suffer.

The prime concern of the Christian psychotherapist is, therefore, man'’s
alienation from God and his lack of wholeness. His concept of pathology is
that incompleteness gives rise to emptiness and meaninglessness, and his

rebellion gives rise to suffering because of the consequences of sin.

The concept of health usually considered to be characteristic of
Christian Psychotherapy is that of holiness or wholeness. Wholeness or

sanctification begins with a transcendental experience (salvation), but at the
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outset man remains incomplete. After salvation, the Christian life is one of
constant self-inspection and therapy. Confession, reproof, instruction, and the
performance of good works in love are all part of the process through which
behavior is modified and men are made whole. It is necessary to emphasize
the point that the body also be whole, for our view of the nature of man

includes the body.

The mode of change in Christian Psychotherapy involves a synthesis of
the various mechanisms used by the proponents of three kinds of
psychotherapy — depth insight, direct learning, and immediate experiencing.
Christian Psychotherapy adds as its primary goal reconciliation with God.
With the completion of the man, the use of the three modes of therapy

described by Karasu is enhanced.

In Christian Psychotherapy, we have to recognize that the “present is
viewed through the past in anticipation of the future.” (Marias, 1971)
Therefore, an understanding of the past is necessary to determine what
changes must take place in order that the new patterns of behavior can be
established. The objective reality of the patient’s present situation must,
therefore, be examined in order to determine the significance of the
subjectively remembered past. The intellectual and emotional knowledge
gained can be used to help the patient understand his current behavior. After

the therapist and patient have examined their findings in the light of the
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biblical ideas, it is then easier to change behavior.

The Christian therapist begins by establishing an atmosphere of mutual
acceptance in order to encourage the patient’s self-expression. He has to
determine his relationship to God, and to make this right, if it is wrong. He
then has to uncover conflicts and assist in their resolution. If behavioral
patterns need changing, he must program, reward, and shape responses. The
therapist must further determine the order in which he will undertake these

tasks.

The Christian psychotherapist should use all of the tools and methods
commonly used in psychotherapy. He uses such techniques as free
association, structured interviewing, persuasion, dream interpretation,
hypnosis, psychodrama, visualization, role playing, and others to help the
patient get in touch with his long-repressed feelings, so that he can take
definitive action to deal with them. He will then use forgiveness and
surrender as a method of ridding the patient of the undesirable emotions that

have so influenced his behavior.

Conversion, as mentioned before, is an essential condition of Christian
therapy, especially if this has not occurred. The fact that it is a useful and
desirable change is documented in the secular literature (Wilson, 1972).

Prayer and the understanding of biblical ideas concerning conflict resolution
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and behavioral control are part of the therapy. Prayer, Bible study, and
worship outside of the therapeutic sessions also help the patient continue to
focus on a problem until he can effect a change. Finally, the promise of love,
joy, and peace (Gal. 5:22, 23), to say nothing of abundant life and eternal life
(John 10:10; Mark 10:30), are powerful incentives for working toward

healing.

The treatment model utilized by Christians will be varied. Carlson
presented Jesus as relating in roles that were priestly, pastoral, and prophetic.
These are the same roles that are assumed by therapists in Karasu’s system.
Jesus was critic, preacher, teacher, interpreter, mediator, confronter,
admonisher, advocate, sustainer, supporter, lecturer, advisor, burden bearer,
listener, reprover, warner, helper, consoler, and pardoner. Christian
therapists cannot, therefore, commit themselves to a single role model. Their

treatment model must be all-inclusive.

If Christian therapy is to be effective, there must be something unique
about the nature of the therapist-patient relationship. The relationship must
be a loving and accepting one. The therapist assumes the role of a
knowledgeable fellow struggler in a harsh world. It is an accepted fact that
both draw on the same source of strength and wisdom. The therapist is a

disciplined guide.
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Earlier, we discussed the role and stance of the therapist as varied. His
stand should, therefore, be varied. There are times when he will be loving,
accepting, permissive, gratifying, direct, problem solving, and practical. At
other times, he will need to be indirect, dispassionate, or frustrating. Each

stance, however, will be taken in love.

APPLICATIONS

Christian psychotherapeutic techniques are applicable to all illnesses
where wholeness is a desirable therapeutic outcome. It must be recognized
that psychotherapy, whether secular or Christian, is not considered to be a
primary treatment for biologically determined diseases such as manic
depression and schizophrenia. If used in either, it must be recognized that
Christian Psychotherapy is applied with caution. We have found it to be
inadvisable in manic-depressive illness of the manic type. It has not proved
useful in schizophrenia. The technique is particularly useful in alcoholism,
drug addiction, chaotic personalities (the adult who was a maltreated child),
and neurosis. The Christian dimension of therapy should be applied only in

those patients who do not object to its inclusion in the therapeutic effort.
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Client-Centered Therapy

Douglas D. Blocksma

DEFINITION

Client-Centered Therapy is a method of counseling devised by Carl
Rogers that stresses empathic listening and dependence on the client’s
perception of himself, his problems, and his resources. The counselor limits
himself to reflecting stated thoughts and feelings, whether done in a one-to-
one or group setting. The counselor controls the client only with regard to
length and time of sessions. The client is free to vent his feelings in any way
he sees fit without benefit of intervention, interpretation, or imposition of
counselor values. No diagnosis, no case history, and no evaluative judgments
are made. However, there is a tacit encouragement for the client to be
expressive, to deal with the present or past, and to prescribe goals or action
for himself as he sees fit. Meanwhile, the counselor practices participative

listening.

HISTORY

Carl Rogers is a psychologist who recognized early in his career that

children as well as adults could do a lot of independent altering of their lives if
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given understanding and love. He turned away from the moralisms of
religion, from the testing methods of psychology, and from the diagnostic and
interpretive methods of psychiatry. He utilized his intuition, experience, and
research methods to develop a nondirective or client-centered system of

reacting to counselees.

He made his first observations of the effect of counselor behavior on
clients during the 1930s at the Rochester (New York) Guidance Center.
During the early 1940s, he researched Client-Centered Therapy at Ohio State
University and wrote Counseling and Psychotherapy. This book contained
one of the first of a long series of presentations of what was actually said by
client and therapist in therapy sessions. From 1945 to 1957 he continued his
therapy, research, and teaching at the University of Chicago. He published
Client-Centered Therapy in 1951, which included some theory as well as

applications of his viewpoint to settings other than individual therapy.

From 1957 to 1964, he worked with psychotics at the University of
Wisconsin and then moved to La Jolla, California, where he developed a
training center for therapists and leaders of organizations. Today he is active

in applying client-centered principles to leadership education.

TECHNIQUE

The client-centered therapist gives the patient the time and attention he
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needs to explore his situation in his own way and at his own pace. The
therapist shows interest, patience, understanding, and humor; further, he
reflects the emotional quality of the client’'s comments as he restates or
rephrases what the client said. Rogers’s research indicates that the therapist’s
sensitivity to the client’s feelings and comments, and his nonjudgmental
acceptance of them helps the client to absorb anger or whatever feelings have
created tensions, organ reactions, or relationship problems for him. If the
client wants to deal with the past, he can do so. If he chooses to sit in silence,
he may do so. If he wants to transfer his feelings to the therapist, the therapist
will reflect this but not interpret it. Thus, a unique atmosphere is created in
which the client can be himself and not be judged, rejected, or advised, which

he probably has been in his everyday life.

Learning Client-Centered Therapy as a therapy takes years of
disciplined training under supervision and observation via tapes and audio-
visual aids. Learning reflections of feelings as a technique has been helpful to
thousands of educators, ministers, business managers, policemen, and

parents.

APPLICATIONS

During the 1950s, at the University of Chicago, Carl Rogers recognized

that client-centered principles could be effectively utilized in groups as well
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as individual relationships. He noted that his graduate classes, which were
based on participation, free expression, and self-initiated learning activities,
and were taught without prescribed curricula or grades, resulted in the same
outcomes as in individual therapy. Throughout the 1970s, he has used groups
almost exclusively in educating therapists and organization leaders. It is a
rewarding experience to enter one of Rogers’s groups and find that there is
no one telling you what to do; nor is anyone competing with you for grades.
Group members cooperate to help one another with whatever problems
surface in the group. Members become co-therapists with Rogers. Learning

activities are self-generated.

Thus, Client-Centered Therapy methods and attitudes can be applied in
any setting where people interact with people. Client-Centered Therapy may
not completely answer the problems of individuals and groups, but it can
open up many normal and neurotic people who are well enough to

communicate and to relate within normal limits.

During his fifty years in psychology, there has seldom been a workday in
which Carl Rogers did not do individual or group therapy. Client-centered
therapists have done research on therapy sessions that can be examined by
any scientist in the field. Experience and research characterize Rogers’s
contribution which may be somewhat simplistic in its method but is profound

in its effect.
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Client-centered reflection of situational feelings is a technique that any
therapist can use effectively in communicating. As a complete therapy, the
client-centered approach can be used mainly with well-motivated,
communicative clients. It does not work as a complete therapy with
psychotics, clients with health problems, silent or resistive clients, or those
who need diagnosis and evaluation for placement. Client-Centered Therapy is

an excellent technique but is limited as a total therapy approach.
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Cognitive

John Rush

DEFINITION

Cognitive Therapy is an active, directive, time-limited, structured
approach used to treat a variety of psychiatric disorders (for example,
depression, anxiety, pain problems, phobias, etc.). It is based on an underlying
theoretical rationale that an individual’s affect (moods, emotions) and
behavior are largely determined by the way in which he construes the world;
that is, how a person thinks determines how he feels and reacts (Beck, 1967,
1976). His thoughts (cognitions) are verbal or pictorial mental events in his
stream of consciousness. These cognitions are based on attitudes or
assumptions (schemas) developed from early experience. For example, if a
person is concerned about whether or not he is competent and adequate, he
may be operating on the schema, “Unless 1 do everything perfectly, I'm a
failure.” Consequently, he may think about a situation in terms of adequacy
even when the situation is unrelated to whether or not he is personally

competent.

The symptoms of a disorder are related to the content of the patient’s

thinking. For example, people who develop depression have schemas
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concerned with self-dep-recation; those developing anxiety states have
schemas concerned with the anticipation of personal harm; paranoid patients
are controlled by thinking patterns relevant to unjustified abuse or

persecution.

Cognitive Therapy techniques are designed to identify, reality-test, and
correct maladaptive, distorted cognitions and the dysfunctional beliefs
(schemas) underlying these cognitions. The patient learns to master
problems and situations that he previously considered insuperable by
reevaluating and correcting his thinking. The cognitive therapist teaches the

patient to think more realistically and adaptively, thus reducing symptoms.

HISTORY

Freud, Adler, George Kelly, Albert Ellis, and others have emphasized the
importance of cognitions in psychopathology. Aaron Beck specified the
critical role of cognitions in neurotic disorders (cognitive theory of emotional
disorders). He has enumerated techniques to change cognitions in treating
anxiety, depression, and other outpatient disorders. The most well-refined
and researched cognitive therapy methods are those used with depressed
persons. A number of psychotherapy outcome studies have shown the
effectiveness of cognitive therapy in treating depressed outpatients (Rush, et

al, 1977).
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TECHNIQUE

Cognitive techniques are aimed at delineating and testing the validity
and reasonableness of the patient’s specific misconceptions and maladaptive
assumptions. Therapy involves highly specific learning experiences aimed to
teach the patient how to do the following: a) monitor his negative, automatic
thoughts (cognitions); b) recognize the connections between cognition, affect,
and behavior; c) examine the evidence for and against his distorted negative
cognitions; d) substitute more reality-oriented interpretations for his
distorted negative cognitions; and e) learn to identify and alter the
dysfunctional beliefs that predispose him to distort and negatively evaluate

his experiences.

Behavioral assignments are used with more severely depressed patients
not only to change behavior but also to elicit cognitions associated with
specific behaviors. A sampling of these behavioral strategies include a Daily
Activity Log, in which the patient logs his hourly activities; a Mastery and
Pleasure Schedule, in which the patient rates the activities listed in his log; a
Graded Task Assignment, in which the patient sequentially attempts various
steps to accomplish a task that the patient believes is impossible.
Furthermore, behavioral assignments are created to help the patient test out

certain maladaptive cognitions.

Various verbal techniques are used to explore the logic behind, and
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basis for, specific cognitions and assumptions. The patient is given an initial
didactic explanation of the rationale for Cognitive Therapy. Next, he learns to
recognize, monitor, and record the negative thoughts associated with
incidents in which he felt particularly upset (sad, anxious, etc.). The
cognitions and underlying assumptions are discussed and examined for logic,
validity, adaptiveness, and enhancement of positive behavior versus
maintenance of pathology. For example, the depressed person’s tendency to
feel responsible for negative outcomes while consistently failing to take credit
for his own success is identified and discussed as a specific verbal technique.
Therapy focuses at times on specific target symptoms (such as, suicidal
impulses). The cognitions supporting these symptoms are identified (for
example, “Life is worthless and I can’t change it.”) and then examined with

logic and empirical methods.

APPLICATIONS

The therapist and patient work collaboratively to identify unrealistic
cognitions and to test them out (by having the patient undertake, for example,
certain homework assignments designed to check the validity of the thoughts
and schemas). When unrealistic thoughts and beliefs are found, new, more
realistic ones are substituted for the old ones. The patient is then asked to
practice acting on these new thoughts and beliefs to see if they are realistic.

Such use of homework assignments between treatment sessions not only
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maintains the patient’s active participation but also provides an opportunity

in his daily life to use the techniques learned in treatment.
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Cognitive-Behavioral Therapies

Michael J. Mahoney

DEFINITION

Cognitive-Behavioral perspectives represent an amalgam of biomedical,
intrapsychic, and environmental approaches to human behavior. Generally
speaking, the Cognitive-Behavioral therapist assumes that both adaptive and

maladaptive behavior are determined by:

a) biological factors (genetic as well as transient biochemical

variables),

b) psychological factors (e.g, the phenomenologically perceived
stressor, irrational thought patterns, misperceived

contingencies, and learned coping skills), and

c) environmental factors (e.g., the density, clarity, nature, and

compatibility of current stimulation).

The relative contribution of each of these elements may vary from one
case to another and one individual to another. Likewise, Cognitive-Behavioral
therapists vary in their attention to these respective variables. This
perspective defends both intrapersonal (psychological and biochemical)

determinants as well as environmental influence. It likewise recognizes that
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the two arbitrary classes are interdependent and continuously interactive,
suggesting that arguments about the primacy of person or environment are
misdirected. Inter-actionism, or “reciprocal determinism,” is suggested as a

more appropriate conceptualization.

HISTORY

Although its historical roots can probably be traced well beyond
twentieth-century figures, the cognitive-behavioral hybrid owes much of its
current visibility to a handful of relatively contemporary workers (Mahoney,
1977). The writings of George A. Kelly were particularly influential, as were
the works of two of his early collaborators — Julian B. Rotter and Walter
Mischel. In addition, Aaron T. Beck and Albert Ellis helped to emphasize the
potential importance of irrational thought patterns in human distress and
dysfunction. Finally, Albert Bandura was influential in developing a
theoretical framework (“social learning theory”) that offered an integrative
structure to these diverse approaches. Bandura’s book, Principles of Behavior
Modification (1969), was instrumental in encouraging an interface between
cognitive and traditional behavioristic traditions. This was accomplished via
both conceptual and data-based arguments supporting the notion that human
learning is basically a cognitive — rather than conditioning — process.
Bandura was quick to point out, however, that these cognitive processes seem

to be most efficiently activated by procedures similar to those employed by
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traditional behavior therapists. The opportunity for cognitive-behavioral
interface was thus apparent, and an extensive literature was soon developed

(cf. Mahoney, 1974; Mahoney and Arnkoff, 1978).

TECHNIQUE

In Bandura’s (1977) formulation, four primary forms of learning are
recognized: direct associative experience, vicarious learning, symbolic
instruction, and symbolic logic. Since therapy is viewed as a learning
experience, these four forms are often integrated into Cognitive-Behavioral
Therapy. Directed skills training (behavior rehearsal), for example,
represents an application of associative experience. Symbolic, live, and
imaginal models are often used to demonstrate skills and communicate
realistic contingencies. Verbal techniques ranging from didactive instruction
to logical self-scrutiny are relied upon in instances where irrational thought
patterns or inadequate coping skills are believed to be operative (cf. Ellis,
1962; Beck, 1976; Meichenbaum, 1977). In many instances the techniques (or
procedures) employed by the Cognitive-Behavioral therapist are not
dramatically different from those used by more traditional behavior
therapists (although it is also easy to find procedural differences). This may
reflect the fact that the primary source of ideological divergence between
these two groups lies more within the realm of presumed process (cognition

versus conditioning) rather than procedure. Since the Cognitive-Behavioral
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therapist places greater emphasis on the potential importance of
intrapersonal factors, however, it should be no surprise that his assessment
and selected method of treatment often reflect this cognitive-affective

concern.

At the molecular level of techniques, the Cognitive-Behavioral therapist
employs many of the standard behavior modification procedures: self-
observation, behavior rehearsal, contracting, relaxation training,
desensitization, and so on. At the more molar level, however, these
techniques are woven into a more broad spectrum approach that aspires to
teaching coping skills that will serve the client in future stress situations.
Generalization and maintenance are strongly emphasized, along with
responsible client participation in the selection of therapy goals and
procedures. Three somewhat overlapping categories of Cognitive-Behavioral
Therapy are distinguishable: the cognitive-restructuring therapies, the
coping-skills therapies, and the problem-solving therapies (Mahoney and
Arnkoff, 1978). All share a varying emphasis on the use of direct, vicarious,
and symbolic instruction such that the person’s general adaptation skills are
enhanced. These skills include accurate perception and evaluation of a
stressor, the ability to identify and evaluate perceived contingencies, and the
ability to participate actively in one’s own coping through acquired cognitive

skills.
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APPLICATIONS

Despite their relative recency, Cognitive-Behavioral therapies have been
applied to a wide range of adult outpatient problems. To date, the most
extensive documentation of their efficacy rests in the areas of anxiety
disorders and depression, although considerable work is now underway in
such areas as obesity, creativity, impulsivity, gerontological problems, and
psychotic patterns. Overall, this research suggests that the cognitive-
behavioral interface may well represent a promising and progressive
problem shift in clinical science. There are, of course, the enthusiastic claims
that usually accompany new arrivals in the arena of psychotherapy, but a
more cautious optimism would seem preferable. Whether these clinical
hybrids will survive the test of critical empirical scrutiny remains to be seen,
but it seems clear at this point that they have at least demonstrated the need

and potential promise of that scrutiny.
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Dynamic Cognitive Therapy

Melvin L. Weiner

DEFINITION

The fundamental tenet of Dynamic Cognitive Therapy is that the growth
of cognitive processes — the ways in which we perceive, remember, reason,
judge, solve problems, and learn — cannot be separated from the growth of
personal and interpersonal processes — that is, how we develop self-esteem
and a sense of identity, express and control impulses, and relate to other
people. The aftereffect of a traumatic, disorganized, or deprived childhood is
the partial or complete impairment of both these psychological processes.
The goal of psychotherapy is to replace these faulty structures with more
adaptive ones. The inherent limitation of our usual therapeutic methods is
that the typical therapist-patient interaction is verbal-idea-tional, while the
patient’s impaired psychic structures have their origins in and remain on the
nonverbal-cognitive level. The Dynamic Cognitive approach developed by the
author (1975) succeeds in communicating on the cognitive level, making core
conflicts and structures more accessible. As a result, it proves more effective

in promoting growth.

HISTORY
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The Dynamic Cognitive approach reasserts emphases Freud gave early
in his career to consciousness and reality relations, and to cognitive-affective
structures (affect refers to moods and emotions). By systematically
explicating the individual’s cognitive style and its relation to his affective
structures, we provide a link between the thinking of cognitive
developmentalists — such as Piaget (1974), and Witkin and Goodenough
(1977) — and psychoanalytic theorists, such as Kohut (1976), and Mahler,
Pine, and Bergman (1976). Hence, our therapeutic approach is compatible
with psychoanalytic ego psychology, and offers practical implementation for

many of its theoretical and clinical insights.

TECHNIQUE

When a patient’s cognitive style gets him into difficulties in his daily life,
instead of simply asking him to talk about it, the Dynamic Cognitive therapist

says:

I think it is important to find out how you actually see (or think,
remember, or solve problems). | have some perceptual tasks that I would like
you to do, but I am not only interested in what you see, but how you go about
seeing the tasks and what feelings are associated with them. So when you are
attempting to solve the various puzzles [ am going to give you, try to tell me

how you are going about it. Also tell me all the things that go through your
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mind, even the tiny details you might not ordinarily think important. Let me
know when you encounter any difficulty; and when there are any fleeting
impressions or feelings or memories flicking through your mind, even those
which you think aren’t related to the task, tell me those because everything

may be important.

Thus, instead of taking off only from dreams or emotional conflicts, the
patient also proceeds from his current cognitive activities. We find that
associations to a cognitive task typically lead back to critical developmental
events that played an important role in the formation of the patient’s present
difficulties. Feelings, images, and events that he may have completely
forgotten and that, up to that moment, seemed totally irrelevant return in full
vividness and coherence. The most immediate gain is the breaking of
tenacious resistance; the long-term gain is the opening up of new dimensions
of both cognitive and affective processes that have been impairing the

individual’s current adaptation.

Eighty-five cognitive tasks in the visual, auditory, tactile, olfactory, and
kinesthetic modalities have been developed. Each one is specifically designed
and utilized in the course of a normal therapeutic session to help the patient
become aware of the nature of his cognitive style and how it interferes with
the attainment of gratifications and ability to cope with life’s problems.

Further, explication of cognitive processes allows the patient to bypass
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stubborn defenses and to permit new understanding of personal and
interpersonal processes, but on a new, more meaningful level — the level of
his impaired psychic structures. These new insights into the individual's
cognitive structure may outweigh even a high-level treatment alliance

between therapist and patient on the verbal-ideational level.

Let me illustrate with a clinical case. Jeanne, a nineteen-year-old college
student, was referred to me by a psychoanalyst who had been working with
her for eight months. He could not break through her defenses, in spite of his
diligent attempts to understand her problems. I found Jeanne a bright and
engaging person who could not communicate her feelings, had no insight into
her problems, and was perplexed over the sudden change in her ability to
cope with them. During our first session, I began to see how easily we might
get bogged down, for her associations were not productive and my questions
and comments did not seem to penetrate her defenses. However, in the
course of our discussion of her difficulties with a college course, I presented
her with a simple cognitive task, and from the results obtained, selected
succeeding tasks that I thought most relevant to her particular problems.
Little by little, as I picked up clues to the detailed cognitive processes
underlying her behavior as well as the affective context from which they
developed, I closed in on those facets of her cognitive functioning originally
hidden from view. During the second session, I carefully adapted a task for

Jeanne where the solution involved those particular cognitive characteristics
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that I had learned were closely related to her problems.

This task — the “horse-and-rider puzzle” (see below) — involves fitting
the three pieces together (without bending, folding, or tearing) in such a way

that the riders sit on top of the horses.

——

Horse-and-Rider Puzzle

s

-

i
L

4

After several minutes of unsuccessful attempts to place the pieces
together, Jeanne grimaced and said, “Oh, I'm getting that awful feeling.” After

a few questions, Jeanne revealed she had this nauseous feeling often:

“I've been waking up every morning this past week and it really hurts, my
stomach. I wasn’t sick — I didn’t have a fever or something wrong. I don’t
know if it’s related, but my boyfriend has this girl, this girlfriend that he
goes down to see, and this particular weekend I didn’t want him to go
down — [ hadn’t seen him for a long time because of the vacation. What's
really disgusting is that next weekend she’s coming up here! That about
kicked me over the edge. Could it be that the pains in my stomach come
from that, that I'm more afraid of losing him than I think?”
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Jeanne’s feeling of nausea set her off on a successful exploration of a
whole new emotional dimension. She began to recall and examine related
feelings and events that she had forgotten, denied, or avoided mentioning in
her therapy sessions. For example, she was able to recognize the significant
part that fear of abandonment had played in her development. For the first
time, she could talk about her feelings of loneliness and her severe panic over
separation and loss of love. Speaking about her distant and strained
relationship with her parents, she remembered how different it was when, as
a small child, she was close to her father. As Jeanne continued to examine
critical events and feelings in her past, her nausea abated. Soon after, while
playing around with the puzzle, much to her surprise, the pieces of the puzzle

fell into place — almost without trying, she had found the correct solution

L_.J_ Horse-and-Rider Solution. —_—

Exploring other cognitive tasks gave Jeanne new insight into the nature
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of her cognitive processes and their source in affective traumas, and, equally
important, into the way they contributed to her current life difficulties,
particularly to her academic failures. She discovered how her unresolved
emotional problems played a role in producing cognitive difficulties, and
previously elusive aspects of her emotional life came into focus. Jeanne’s
therapeutic endeavor consequently took on a new and broader scope, as a
coherent picture of her emotional problems, their interrelationship with her
cognitive problems, and their roots in unresolved affective and cognitive

disorganization began to emerge.

APPLICATIONS

«

Anna Freud wrote, “.. much of the history of psychoanalysis is
dominated by two efforts: 1) to deny, even in face of evidence to the contrary,
that analytic understanding reaches further than analytic therapy; 2) to

restore by whatever means the former unity between exploration and cure.”

Dynamic Cognitive Therapy, with its ability to reach new and deeper
levels of core psychic structures, has proven effective in its attempt to restore
the harmony between exploration and cure. It does not, however, intend to
set out to conquer new territories, such as drug addiction, but to maximize
the “optimum scope” for psychoanalytic therapy: the treatment of anxiety

neuroses, hysteria, the phobias, the obsessional neuroses, and particularly
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those disturbances where extensive and severe use of defense mechanisms,
such as repression or denial, makes it difficult or unlikely that therapy can
progress successfully. Furthermore, its emphasis on nonverbal cognitive
communication has led to the pioneering attempts that are presently being
made in the treatment of those disorders where verbal communication
becomes a stumbling block to progress: adolescent abnormalities and
borderline psychotic states. Current clinical research will determine the

feasibility of these latter applications.
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Emotional Common Sense

Rolland S. Parker

DEFINITION

Emotional Common Sense is a technique for educating the public to
improve the balance in their emotional life between constructive action and
self-destructiveness. I conceptualize it as follows: “Try to give the same good
advice to yourself as you are capable of giving to your friends.” Self-
destructiveness is defined as disregarding the predictable consequences of

our actions.

This approach balances self-awareness, understanding of how people
behave, and increased personal control or spontaneity as required. Many
people benefit directly. Others find themselves prepared for

psychotherapeutic consultation.

HISTORY

Looking at the world around us reveals tens of millions of people who
are avoidably self-destructive, that is, they have life-styles that lead to suicide,

jail, ruined marriage and other relationships, unnecessary failures in school
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and on the job, etc.

Some of the concepts evolved from personal experiences, when I
became aware of some of my own self-destructive goals and values. Personal
psychotherapy and experiences in performing psychotherapy for others also
clarified my understanding. Important theoretical concepts include: the
Freudian unconscious and transference of feelings; Adler’s ideas about style
of life and fictitious goals; the effect of early fantasies and experience with our
parents in forming images and self-concepts that subsequently affect us
(Harry Stack Sullivan and Melanie Klein); the concept of role playing

developed by Jacob Moreno; and my own study of evolution and human

physiology.

Finally, leadership of many human relations workshops and larger goal-
directed participation-discussion groups have been useful in helping me to
understand the problems that people have in today’s society, and to learn

successful self-help techniques for overcoming them.

TECHNIQUE

Emotional Common Sense has been applied through: Ilarge
participation-discussion groups focused upon a particular topic; smaller
human relations workshops in which people are invited to exchange their

thoughts and feelings on common problems; reading the basic text (Parker,
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1973); a teaching component in group and individual psychotherapy.

The participant is invited to learn and accept these assumptions:

1. Degradation and manipulation of others poison the emotional
atmosphere in intimate and business relationships, and are

thereby self-destructive.

2. There is rarely any excuse to permit ourselves to be degraded by

family, friends, employers, colleagues, etc.

3. By not erasing destructive experiences and images of the past, we
retain out-of-date values, feelings, and memories that affect

our self-esteem, perception of authority, etc.

4. People may not express their emotions appropriately. They hold
back anger and pain, or exaggerate them to manipulate

others through abuse.

5. Our own feelings are not always trustworthy. Displaced anger, low

self-esteem, over-sensitivity, and the like are examples.
6. Substantial differences exist between people which derive from
persistent constitutional (bodily) and temperamental

(mood) qualities between people. These have their origin in
the body’s biological structure and functioning.

Achieving Emotional Common Sense involves:

1. Improving self-understanding. People are encouraged to be

www.freepsychotherapybooks.org 236



sensitive to their dark moods (anxiety, depression, anger,
loneliness) and to the social situations that arouse them. The
question, “What sort of a person am I?” helps us to improve
the balance of constructive to self-destructive actions.

2. Recognizing out-of-date values. It is important to live life according
to the values taught by our own experience, not those of
yesterday’s world taught by parents and teachers, or the
media, etc. We must be particularly alert to values that are
unsuitable for a person with our history and personal

qualities.

3. Resist the temptation to act according to “unfinished business”
from earlier experiences. The pain, humiliation, anger, and
frustration of earlier life are compensated for at that time
through fantasies, goals, and expectations about the future.
We develop ideas while growing up as to how we want to be,
what kind of a partner we want, how we ought to behave,
fantasies of love and revenge, and so on. These scripts are
played out by themselves toward our children, employers,
lovers, and friends. Since the other party is not aware of the
role we project on him, there is resistance and we may try to
manipulate him to fulfill our needs. This is particularly true
when people don’t take no for an answer in love affairs.
Emotional Common Sense is designed to help people
evaluate their needs and take action according to today’s

world.

4. Not knowing how to express feelings appropriately. Most of us have
been trained to hold back our feelings of pain and anger.
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Consequently, we are pushed around since we can’t defend
ourselves. “Keeping a stiff upper lip” when we should object

is an example of a false value.

5. Trusting our feelings excessively. Many people believe that their
feelings offer completely accurate information. In
contradiction to many encounter group leaders and others
who state that “we should always trust our feelings,”
Emotional Common Sense teaches that many feelings have
their origin in early experiences, misunderstandings,
incomplete information, propaganda, and the like. It is self-
destructive to act immediately in significant circumstances

without some cognitive evaluation of the situation.

6. Relying upon momentary gratification. Small triumphs and
momentary pleasure do not create a fulfilling life-style. Many
people exercise little self-discipline, then enter into trivial
relationships, do not prepare their work properly, or do not
invest time in education. Quick sexual adventures, time
frittered away with acquaintances, and so on can interfere

with achieving significant goals.

Some active principles of Emotional Common Sense:

1. The “ouch principle.” This is advised when people do not defend
themselves properly. They are told, “If somebody steps on
your toes, say ‘Ouch.’ This will give them a chance to explain
why they have done something painful. It may be a
misunderstanding, or it may have been inadvertent. If they

apologize, it's one thing. If they insist on their right to
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mistreat you, leave.”

2. Eliminating degrading relationships from our lives. These
relationships include those with parents, children, and
employers. Most people feel that this cannot be done, but
exploration sometimes reveals that the emotional difficulties
are so great that there is little choice. In the area of work, for
example, it is useful to have a “parachute” in the form of
some savings, so that one may quit a job without undergoing

exploitation and abuse.

3. Developing the capacity for autonomy, as well as good
relationships. Many individuals have not learned to feed
themselves emotionally. Therefore, they have excessive need
for continuous close contact with other people. They
participate in very unsatisfactory relationships from fear of
being alone. When we develop our resources — emotional,
spiritual, and vocational — we are better companions since

we are less demanding, as well as more interesting.

4. Developing self-assertion and self-acceptance. This evolves from a
knowledge of who we are, so that we do not end up meeting
the needs of others who have a clearer idea of what they
want out of life than we do. Increasing our self-esteem is part
of this process, so that we feel entitled to getting good things
out of life. By developing self-esteem, we do not require
excessive support from others.

5. Working on good relationships. It is important to develop a less

critical attitude towards others, as well as to be
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understanding and know how to meet others’ needs.
Emotional Common Sense emphasizes techniques of
reaching out to others, accepting their good will, and

increasing capacity for intimacy.

6. Developing a suitable life-style. An emotionally fulfilling life
includes productivity (offering something of use to the
community), relatedness (enjoying and being able to
reciprocate with people), and autonomy (enjoying our own
personality and functioning comfortably by ourselves).

APPLICATIONS

Emotional Common Sense techniques are designed to alleviate stress,
emotional pain, guilt, anxiety, worthlessness, overcoming loneliness,
deprivation, and depression. They also deal with improving self-assertion and
emotional problems of employment, creativity, productivity, and decision-

making.
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Communication Therapy

Elaine Yudkovitz

DEFINITION

Communication Therapy in childhood psychosis involves treatment of
speech, language, and interactional behavior as well as attention to the
cognitive substrate that underlies communication performance. As such,
Communication Therapy with the psychotic child is concerned with the
child’s difficulties with the structure, the meaning, and the function of a

speech act.

The particular approach to be described here is based on the hypothesis
that self-awareness and other awareness deficits that characterize childhood
psychosis have consequences for speech, language, and concept acquisition
and maintenance. A child who is psychotic is not adequately aware of his own
internal states and action, and not adequately open to receiving information
from the environment. The development of language and concepts seems to
be dependent on: 1) the ability to adequately monitor one’s own actions and
thoughts, 2) the ability to monitor actions and events outside the self
(including language), and 3) the ability to assess and make comparisons

between the two. It is the continual ability to make such comparisons and,
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consequently, to make any necessary adjustments in language and thought
(concepts) that characterize a developing and active child in Piaget’s
developmental psychology (equilibration theory) and in the auditory
feedback model of language acquisition and maintenance. From the viewpoint
of communication, then, psychotic children exhibit deficits in auditory
monitoring, both as it relates to attending to salient and relevant language
and associated nonlanguage experiences outside themselves (external
monitoring), and as it relates to attending to information about language and
the world that they have already taken in and stored in their memories
(internal monitoring). This auditory monitoring disturbance, crucial to their
communication failure, exists as part of their total disturbance in self-

awareness and self-regulation.

HISTORY

From the earliest reports of childhood psychosis, deficits in language
expression and comprehension have been seen as a prominent symptom (see
Baltaxe and Simmons, 1975). In recent years, the communication deficits
have been focused on even more specifically, often with the underlying
assumption that the disorders of childhood psychosis encompass a central
language and/ or central cognitive deficit (see Rutter, et al,, 1971; Cohen, et

al, 1976).
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Much of the reported work in specific language therapy with psychotic
children has focused on those children who are nonverbal or who have very
limited verbal behavior, with training occurring primarily through operant
techniques (see Lovaas, 1966) and, more recently, through the use of signed
speech, gestures, and manipulation of visual symbols (see Fulwiler and Fouts,
1976). Some other reported treatments of communication include Rutusnik
and Rutusnik’s (1976) use of Lee’s Interactive Teaching Approach and
Shopler and Reichler’s (1971) use of teachers and parents. Yudkovitz,
Lewison, and Rottersman (1975, 1977); Yudkovitz and Rottersman (1973)
developed a rationale and treatment approach based upon auditory
monitoring and feedback principles and Piaget’s equilibration theory for use
with psychotic children. Their pilot study (1975) indicated changes in the
selective attention abilities of four speaking psychotic children, as well as
modification of such specific communication errors as tangentiality, run-on
language, interruption behavior, and grammatical errors. An ongoing two-
year experimental study has thus far indicated similar results for selective
attentional behavior and communication failures, such as lack of referential
clarity, overuse of specific statements when a more abstract one would be

expected, and a lack of attention to contextual shifts in deriving meanings.

TECHNIQUE

The program consists of three therapy stages: 1) creation of a listening
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attitude, 2) general error sensitivity, and 3) modification of a particular

language, speech, or interactional communication behavior.

Creation of a listening attitude. Through tasks of auditory focusing and
sensitivity, the child learns to scan for, and focus on, auditory stimuli for
features the clinician defines as salient and relevant, and to make
comparisons between various aspects of auditory inputs. In this phase of
therapy, the clinician pays no attention to specific communication deficits,
beyond that of paying attention, and during the therapy tasks of this stage
there is only limited verbalization demanded of the child. For example, in one
type of task, a nonverbal child might be asked to indicate when a sound
occurs that matches the drum sound he has just heard; a verbal child might be
asked to indicate if a particular word occurred in a sentence. Many kinds of

selective attending and comparing activities are used at this stage.

Sounds and language are slightly amplified, or highlighted, by the child’s
wearing earphones during all stages of the program. Because we believe it is
important the child be aware of errors, the child’s discovery of any errors he
makes while carrying out a task is rewarded. Thus, a self-validation
procedure is incorporated into all parts of the program, with the child being
asked to respond a second time to task materials and to judge whether his

first response was adequate.

General error sensitivity. This is a transitional stage that is designed to
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highlight error detection. Again, the focus is not on the child’s production but
rather on his attending to and comparing two language stimuli produced by
the clinician. One is identified as “correct” and a second, which varies from
the first, is identified as containing an “error” that the child must detect. For

example: 1) The boy has four new toys. 2) The boy has four new feet.

In both Stage 1 and Stage 2, 95 percent accuracy is required for each

activity before a new task, or the next stage, can begin.

Modification of a particular language, speech, or interactional
communication behavior. One error specific to the child is chosen. Several
techniques are employed: 1) interpersonal scanning (including recognition of
the correct form when necessary), 2) intrapersonal scanning, 3) comparing,
and 4) modeling for change. While the techniques may generally be used in
any order as the needs of the child indicate, this stage always begins with

interpersonal scanning.

1. Interpersonal scanning. The objective is to create an awareness
in the child of his particular error as it is deliberately
produced by the clinician. The child is required to identify
the error from within a larger verbal stimulus. The error
must be contrasted with the correct form. In addition, before
the child can scan the clinician’s output for instances of the
error, he must be able to recognize the correct linguistic
form as well as understand the underlying concept.
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Once the child can consistently recognize the correct
form, he is required to identify the error the clinician
produces in increasingly complex linguistic environments —
for example, sentences, paragraphs, interactions. Moreover,
the child may experience the clinician making the error:
speaking on tape, speaking to him directly, or conversing
with another speaker on tape. We find the latter mode
particularly beneficial because it displays a microcosm of the
consequences of the behavior, it validates his judgment of
the effects of a particular communication, and it offers some
limited experience in role-playing — something that is
difficult for psychotic children.

2. Intrapersonal scanning. The focus is still on the child’s active
awareness of error rather than on correction of it. While this
active awareness may be important for any language-
impaired child, the psychotic child’s deficiency in self-
awarenessmakes this an even more critical procedure for
him. The child begins by identifying errors of previously
taped samples, thus removing the scanning task from the
need to communicate. Later, a child may be asked to identify
errors as he is speaking, using a kind of simultaneous
feedback. While correction is not the objective here,
frequently proficiency in error detection leads to
anticipation of error, elimination of error, or even
introduction of the new or correct communication behavior.

3. Comparing. The clinician may produce the content of the child’s

utterancebut use the correct language behavior in
immediate juxtaposition. Placing the correct and incorrect
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side by side in this way increases the possibilities of perceiv-
ing differences.

4. Modeling for change. The focus of modeling is on the child’s
production of the correct speech, language, or conceptual
behavior. Within a meaningful language context, the child
follows the clinician’s correct behaviors with his own
production, but codes a different set of stimuli, although they
are of the same type as the clinician’s. The child is, at some
level, abstracting the rule that governs that particular
communication behavior since he is not purely imitating the
clinician’s utterances. Comparison is always operative and
leads to searching as the child attempts to produce a
behavior that is like the clinician’s.

In the recognition and modeling techniques, in particular, the clinician
attempts to bring the model stimuli near enough to the child’s present level of
cognitive-linguistic functioning to allow him to assimilate the new behavior.
In accomplishing this, the clinician not only considers developmental
characteristics of the linguistic or conceptual form itself but also the effects of
the situational context in which it occurs or the linguistic context in which it is

embedded.

APPLICATIONS

Because the label “childhood psychosis” appears to encompass a

multitude of subgroups, it seems necessary to state that the therapy program
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as presented has been designed specifically for a group of children who,
although they have serious communication problems, are rather verbal
already, generally function intellectually in the borderline dull-normal to
bright-normal range, and for two-thirds of whom a positive, if equivocal,
diagnosis of organicity has been applied. However, it seems that the process
considerations and their therapeutic implications are applicable, with some

modification, to other subgroups of psychotic children as well.

In addition, while this therapy model is designed particularly for
communication behavior, the issues that it builds on to effect behavioral
change in childhood psychosis are more far-reaching. Other remedial
approaches, for example, those in the motor sphere, might consider these
issues as well. Psychotherapy with these children has frequently been
concerned with the lack of, and thus the development of, self and other

awareness.
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The Companionship Therapy Model

Gerald Goodman and Chris Barker

DEFINITION

There is no unique “Companionship Therapy.” It is not a therapeutic
orientation in the sense of being a set of techniques; rather the term denotes
that process resulting from a specific combination of interpersonal
ingredients. The recipe can be stated roughly as: take a nonprofessional or
paraprofessional counselor chosen for his interpersonal competence, orient
him toward not giving advice, pair him with a client, structure frequent
contact into the relationship that evolves, and have a professional oversee its

progress.

The companionship model combines elements of friendship with
elements of therapy. Its theoretical basis stresses the value of empathic,
nonjudgmental, playful contact for the resolution of emotional difficulties.
Therapy is removed from the therapist’s office to the client’s natural
surroundings: his home or place of recreation. Client-counselor contact may
cover the full gamut of activities that come under the rubric of
companionship, as well as those more traditionally associated with therapy.

Thus activities may range from attending sports events or sharing hobbies, on

The Psychotherapy Guidebook 249



the one hand, to engaging in intimate discussions on the other.

Companionship Therapy places little stress on therapist strategy or
technique. It gives counselors and clients freedom to choose the activity for
each session, although counselors are selected for qualities that will foster
intimate conversation. The companionship model minimizes the need for
extensive training that characterizes the traditional “expert helper” model,
and it discourages its counselors from taking a “professional” stance toward
their clients. In other words, the therapy emphasizes selection rather than

training, and two-way intimacy rather than patient management.

Of course, all is not as simple as the “recipe” given above implies. The
choosing, orienting, pairing, structuring, and overseeing all take considerable
planning by a given companionship program’s administrators, and, as with
traditional therapy, the precise impact of Companionship Therapy for
different combinations of clients/counselors/circumstances is still partly an
open question. However, one of the strengths of this approach has been its
willingness to evaluate itself, and a substantial body of knowledge about its
effects is now beginning to accumulate. The brief description to follow will
attempt to introduce those concerned with the problems of running a

companionship program to what is known about their solutions.

HISTORY
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Historically, companionship programs reach back at least to the 1930s,
an early example being the Cambridge-Sommerville Youth Study (Powers and
Winter, 1951). Geographically, they spread as wide as the ubiquitous Big
Brother and Big Sister programs. Guerney (1969) gives an idea of current
activity in the area. For our purposes, the approach will be illustrated by
focusing on a single program, author Gerald Goodman'’s Berkeley project (see
Goodman, Companionship Therapy, 1972). This project is similar to others in
that it employed the companionship dyad as the unit of therapy, but different
in that it developed systematic selection methods for both clients and
counselors, and that it incorporated a complex research design to both
evaluate the overall effect of the program and determine specific predictors of

outcome.

TECHNIQUE

Goodman’s project took place in Berkeley in the mid-sixties. The
“clients” were 5th-grade and 6th-grade boys, selected by a systematic
citywide screening of the public schools. The counselors were male Berkeley
undergraduates, recruited through advertisements in the newspaper. The
“companionships” were structured to meet from one to four hours per visit,
with two visits per week, and to last for the duration of the academic year.
The typical pair met approximately fifty times over a span of eight months,

and their average meeting lasted almost three hours.
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The techniques of Companionship Therapy do not exist so much at the
level of the response — such as interpretation in psychoanalysis, or
confrontation in encounter — but more at the level of the relationship as a
whole. They consist of the methods used to compose and structure the

individual companionships.

The program was influenced by the client-centered tradition. Following
Carl Rogers, the hypothesis was that people can change through other
people’s openness, understanding, and acceptance. Thus, counselors were
selected for their capacity to self-disclose, empathize, and show positive
regard for the feelings of others in actual performance situations. They were
given a brief orientation about the value of being more honest with
themselves and their clients, and of avoiding giving advice or trying to “treat”
their boy. As one of the variables in the study, half of the counselors also
participated in weekly sensitivity training groups led by experienced

clinicians.

Counselor interpersonal skills were measured by an instrument
developed within the project, the Group Assessment of Interpersonal Traits
(GAIT). The GAIT is a method that uses brief performance samples to rate
participants on a number of interpersonal skills. The primary scales are

»n o«

“understanding,” “open,” and “accepting-warm,” which together form a

therapeutic talent composite.
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The “companionships” were designed to generate processes occurring
in two forms of human relationships: psychotherapy and companionship. The
dyads in the project engaged in the sustained pursuit of collaborative
activities and the sharing of personal interests, which are the essential

characteristics of social companionships.

In contrast, psychotherapy is usually based on the expectation that
patients will frequently disclose private feelings. While the participating boys
did not expect to discuss private topics, it was hypothesized that the
counselor’s interpersonal style would draw forth much personal disclosure.
Thus, the policy for structuring relationships was intended to foster the
collaboration common to social companionship, while the selection and
orientation of counselors was intended to foster the exploration of intimate

topics common to therapy.

In terms of final outcome, the project had mixed results. Overall, while
the participating group of 88 boys showed positive change on several of the
variables, so did a matched control group. To assess the results, the study
used observations from parents, counselors, teachers, the boys and their
peers. The correlations between the various measures of change were
complex and defied simple explanation. As a result, the predictor variables
did not yield clear-cut findings. However, it did seem that the counselors’

GAIT empathy scores were positively related to outcome, and some dyad
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characteristics also emerged as possible predictors. For example, black boys
with white counselors especially seemed to benefit. Also quiet boys with quiet
counselors seemed to benefit significantly less: a quiet/outgoing variable
emerged as one of the strongest predictors in the study. A replication of
Goodman’s work showed a substantially similar pattern of results (see
Dicken, et al., 1977). Thus, despite the lack of global outcome, the research
implies that judicious selection and pairing will yield companionships that

have positive therapeutic impact.

APPLICATIONS

For the practicing psychotherapist, Companionship Therapy suggests
ways in which the therapist’s role may be expanded. Traditional practitioners
seem excessively role-bound by a number of now arbitrary anachronisms: the
fiftty-minute hour, the formal office setting, professional distance, and
circumscribed notions of what client activities are therapeutic. Hopefully, the
companionship model will provide an impetus towards a therapeutic
repertoire of greater breadth and flexibility From a broader perspective,
Companionship Therapy is an example of the trend toward de-
professionalizing mental health delivery, which Sobey (1970) has aptly
labeled “the non-professional revolution.” Companionship and similar
programs are proliferating. Various formats have been used: interracial pairs,

elderly pairs, college students with chronic mental patients, and such cross-
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age pairings as high school students with younger children, and parent-child
dyads. A current direction is to train preexisting pairings — couples,
friendships, and working relationships — in interpersonal skills. This
capitalizes on an already existing companionship, adding a training
ingredient to further the therapy component (although the intention here

may be prevention rather than repair).

Companionship therapies appear to provide a workable format for the
future. Their compatibility with rigorous research has become clear as
selection, pairing assignments, relationship duration, training format, and so
on can be systematically arranged. The easy interplay between such a widely
appealing, economical, low stigma therapy and modern research design
indicates the potential of Companionship Therapy in the future development

of both community mental health and psychotherapy.
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Computer Therapy

John H. Greist

DEFINITION

Simply put, Computer Therapy in psychiatry involves the use of
computers to treat persons with psychiatric problems. Behind this simplistic
definition lies an extremely complex field that seeks to integrate the rapid and
continuing progress in computer hardware (computing machines) and
software (computer languages and programs) with the still poorly

understood art of psychotherapy.

HISTORY

Development of the first computers made it possible to process
mathematical symbols at a rapid rate. Programming languages to deal with
linguistic symbols soon followed and, with steady refinement, have allowed
easy programming to process language strings that can express quite complex
meanings. With the advent of on-line computing, in which each user interacts
directly with the computer through a computer terminal rather than
indirectly, immediate computer responses to user inputs became possible.

Time-sharing techniques permit a single computer to interact simultaneously
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with many users, dramatically reducing computing costs (now less than $1
per hour on some machines). Harnessing the interactive computer medium to
psychotherapeutic tasks seemed a natural step in the rapidly growing use of
computers, and proponents prophesied widespread availability of expert and

inexpensive computer therapies.

By 1965, a program that crudely simulated Rogerian psychotherapy had
been developed (see Weizenbaum, 1966). Colby, who has been a seminal and
steadily productive worker in this field, had begun his studies, Slack had
conducted medical interviews that had apparent psychotherapeutic effects,
and other workers were beginning to apply computers to studies and
treatments of psychophysiologic problems (see Lang, 1969). Despite this
early promise, there has been neither the widespread interest nor extensive

development of Computer Therapy that many people expected.

Interviews can be carefully written to display warmth and humor and to
be nonjudgmental or confrontational, as appropriate. In these interviews,
therapeutic education, reassurance, suggestion, modeling, support, and

authorization to express emotion are all possible.

Colby’s work has gone far beyond the simple and directly linked
question-answer branching of most computer medical interviews to develop

more complex models of human thought with a capacity to evolve in different
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directions based on the continuing patient-computer interaction. His program
for autistic children who had no socially useful speech was helpful in
initiating speech in thirteen of seventeen patients with whom it was tried (see
Colby, 1973). Another Colby program simulates a paranoid patient so
successfully that it is virtually impossible to determine that one is interacting

with a computer rather than a person.

TECHNIQUE AND APPLICATIONS

There are several different techniques of Computer Therapy in
psychiatry based on different patient problems and different
conceptualizations of etiology and therapy. The hallmark of most computer
therapies has been a direct interaction between the patient and the computer.
It is this immediacy and anthropomorphization of a machine that some find

so threatening, regardless of any associated benefits.

Reactions of most psychiatric patients to computer interviews that
collect past history and present symptom descriptions are strongly positive,
and some patients in a variety of settings have found the interview experience

itself helpful and, in their own words, “therapeutic.”

The biofeedback field has blossomed with the availability of small
computers that can convert the patient’s physiologic functions into electronic

signals that then guide the patient in modifying those very functions. Though
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this field has pulled back from its overly optimistic and simplistic beginnings
to a more reasoned and focused position, the on-line computer will clearly
play an important role in defining the ultimate applications of biofeedback to

medical problems.

Computers have also been used to a limited degree in the development
of hierarchies for systematic desensitization as well as controlling tape
recorders that conduct actual systematic desensitization therapy. Though the
necessity for relaxation as a part of this behavior therapy has been seriously
challenged, the use of computers in providing behavior therapies clearly

offers the possibility of widely available, standardized treatment at low cost.

One of the major problems in psychotherapy practice and research has
been to systematically define the treatment technique, so that it may be
taught to other therapists and applied in a standardized fashion to patients
whose disorders may respond to that particular kind of psychotherapy. Even
in the face of widely variable individual drug metabolism and incomplete
compliance with psychopharmacologic treatments, standardization of
psychoactive drugs has permitted substantial progress in this area. As with
the rest of medicine, the task for computer therapists is to develop specific
computer therapies and test them with specific psychiatric disorders. Unlike
psychotherapy administered by human therapists, which tends to vary

greatly between different therapists and even in a single therapist’s treatment
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of different patients with the same disorder, computer psychotherapy will
have the possible advantage of holding constant the computer statements

across a whole series of similar patients.

Work is now underway to develop a psychiatric interview administered
directly by computer to psychiatric patients that will provide research-quality
diagnoses. Diagnoses with specific implications for treatment assignment
may lead the computer into a therapy-broker role where the computer
recommends the most appropriate initial treatment for a patient based on a
comprehensive evaluation. Treatment recommendations might include
psychotherapy of a specific kind (administered by a computer or a human
with demonstrated effectiveness in treating patients with a particular

disorder), medications, or electroconvulsive therapy, alone or in combination.

There has been occasional criticism of the use of computers in
psychiatry in general and for data collection from patients in particular.
Computer psychotherapy seems even more threatening to some individuals,
yet clearly, the use of nonhuman devices in medicine is far from inhumane
since technological advances in many fields have brought substantial health
benefits to patients. Critics often speak on behalf of a patient constituency
without consulting them. Whenever patient-computer interactions have been
evaluated by patients, the reaction has been strongly positive, often to the

point of preferring the computer as an interviewer over the doctor. This
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seems to be especially true when sensitive subject matter is being discussed
as is often the case in psychotherapy. Too often, there is an immodest
overestimation of the benefits of human psychotherapy based on an absence
of comparisons with other treatments and occasionally on simple self-
interest. Compounding these deficiencies is a large public health problem
poorly met by present-day techniques. There is clearly a need for computer
therapies in psychiatry, though their proper development will require careful
work and will be limited more by the problems inherent in psychotherapy

than by practical computing considerations.
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Conditioned Reflex Therapy

Andrew Salter

DEFINITION

Conditioned Reflex Therapy is the application of the concepts of Ivan
Pavlov and V. M. Bechterev to the practice of psychotherapy. Particularly

important are the concepts of inhibition, excitation, and disinhibition.

HISTORY

Andrew Salter’s book, Conditioned Reflex Therapy, appeared in 1949. In
Joseph Wolpe’s words, “Conditioned Reflex Therapy .. contains the first
detailed account ever to be published of the application of the principles of
conditioning to the treatment of human neuroses. The therapeutic methods it

describes were originated by Salter

TECHNIQUE

Conditioned Reflex Therapy declares that fundamentally everybody has

the same problem and the same cure.

Dr. A is a dentist, and is afraid of blood.
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Mr. B has claustrophobia, and is afraid of elevators.

Miss “C is an actress, and finds it difficult to face an audience.

Mrs. D is a writer who cannot concentrate on her work. Mr. E says that life

isn’t worth living.

Some of these people were brought up in the country, and some in the
city. Some had kind fathers, some had stern ones. Some were indulged by
their mothers, and some were frequently punished. Some were jealous of an
older brother, and some were not. Some were only children, some were the
youngest, and some were the oldest. In short, these people had entirely

different histories and, presumably, entirely different problems.

After taking a phenobarbital pill or a stiff drink:

Dr. A, the dentist, does not mind blood at all.

Mr. B rides comfortably in the elevator.

Miss C finds it easy to appear before an audience.

Mrs. D sits down at the typewriter and works for two hours.

Mr. E decides that the world is a fairly interesting place after all.
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To be sure, the problems return when the phenobarbital or alcohol
wears off, but five different persons, with five different problems, stemming
from five different pasts, have been temporarily “cured” by one and the same
thing. What other conclusion seems possible, save that all five suffer from the

same disturbance: excessive inhibition in social relations.

Although each person represents a different problem, the purpose of
therapy with every individual is identical — to produce a free, outward-
flowing personality in which true emotions are represented in speech and

action.

The neurotic feelings and behavior of the patient were caused by earlier
inhibitory social experiences. Therapy consists of teaching the patient how to
overcome his excessive inhibition. With this in mind, the current social
relations of the patient are discussed. The target of therapy is the excessively
inhibitory behavior of the patient with wife (husband), girlfriend (boyfriend),
friends, acquaintances, employer (or employees) and even with superficial

social contacts.

The “expressive” behavior advocated by Salter in Conditioned Reflex
Therapy was renamed “assertion” by Joseph Wolpe (1958), and the term
assertion has stuck. “The word assertive,” wrote Wolpe, “has rather a wide

meaning here. It refers not only to more or less aggressive behavior, but also
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to the outward expression of friendly, affectionate, and other nonanxious

feelings. It covers exactly the same ground as Salter’s word expressive.”

So-called assertive techniques play a very important role in Conditioned
Reflex Therapy. Nevertheless, desensitization techniques, relaxation
techniques, self-control techniques, and the constructive use of imagery are

also used.

APPLICATIONS

Conditioned Reflex Therapy has been used successfully in the treatment
of a wide spectrum of personality disturbances — anxiety, shyness,
alcoholism, stuttering, psychosomatic disorders, work block problems of the

creative, phobias, masochism and its manifestations, and sexual disorders.

In Alan Kazdin's words, in his authoritative History of Behavior
Modification, “Fuller versions of techniques initiated by Salter are still being

employed by contemporary practitioners of behavior modification.”
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Confrontation in Psychotherapy

Lester A. Gelb

DEFINITION

The Oxford English Dictionary defines the verb “confront” as “to bring a
person face to face with.” Exactly how psychotherapists bring their patients
“face to face with” their problems in a way that will lead to change is what
differentiates the various psychotherapies that have developed since the
classical psychoanalytic approach of Freud. The dictionary’s alternative

” o«

definition of “confront,” “to face in hostility or defiance ... to oppose,” has lead
many people to view “confront” as an aggressive means to express

opposition. This is not the sense in which the term is used in psychotherapy.

HISTORY

The psychoanalytic use of confrontation was, of course, originated by
Sigmund Freud. Freud believed that the pathological factor in neurosis was
not the patient’s ignorance of his mental mechanisms but his “inner
resistance,” which brought the ignorance into being in the first place.
Therefore, Freud generally remained passive and limited confrontation to

interpretation of transference and resistance, and to occasional reality
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testing. Freudian psychoanalysts have in general continued to follow this

practice.

Many analysts who followed Freud used confrontation in a less limited
way. Karen Horney, who broke with Freud over the importance of the
influence of cultural factors, rejected the role of the analyst as merely an
“interpreting voice” rather than a reactive human being. If she believed the
patient was “running into a blind alley” she would not hesitate to actively

intervene and suggest alternatives.

Alfred Adler was the first of these analysts who actively confronted his
patients with their self-deception. He encouraged them to relinquish negative
“life-styles” and to adopt “positive roles.” Sandor Rado, who also began as a
classical analyst, originated the “adaptational” school of analysis. He
confronted patients with the need for change and emphasized that insight
occurs only through practice in daily living as the patient “automatizes” new,
more healthy behavior. Bernard Robbins was originally identified with
Horney, but later went on to develop confrontation to its ultimate therapeutic
advantage. He believed that it is necessary for therapists to actively intervene
in getting patients to change their actual practice: “Inner growth does not
come from within, but through man’s practice on the outside world (Robbins,

1952).
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Many family therapists use even more active confrontation techniques.
For example, Salvator Minuchin uses confrontation in a process he calls
“restructuring operations” which are “the therapeutic interventions that

confront and challenge a family in the attempt to force a therapeutic change.”

TECHNIQUE AND APPLICATIONS

The techniques of confrontation described here are used by many
present-day practitioners, especially those who employ short-term therapy,
family therapy, group therapy, and crisis intervention. From the foregoing
history it is clear that what the patient is confronted with and how the
therapist makes the confrontation have changed through the years. Today,
practitioners of the various schools of therapy generally continue the original

techniques.

The theory and technique of confrontation that follows is based on the
proposition that neurosis is a disturbance or distortion of our view of
ourselves and of others, and Can be changed ultimately only through new,
correct, and undistorting experience. Of course, as in all scientific processes,
the therapist must wait until a significant block of information is gathered to
point to the modes of thinking and functioning that most likely are producing
the patient’s problems. The therapist’s views must be communicated at the

appropriate time, and in a manner that can be clearly understood and
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accepted by the patient. This is the essence of what is called “timing” and
“interpretation.” New ideas in the form of the resulting “insight” do not in
themselves produce change. The confrontation of interpretation is only the
beginning of the process of an active interchange between the patient and
therapist. Since we are interested in useful change for the patient, and not
merely insight, further confrontation is required to insure a change in the
actual interpersonal and social activities of the patient. The requirement of
confrontation is absolute in therapy when a change in behavior is crucial to
avert a crisis. This confrontation must take place in a friendly and supportive
manner, and in the spirit of collaboration, so that the patient understands that
it is the therapist’s wish to help him or her live in a new way that is more
effective, productive, and gratifying. This is the type of confrontation that has
made short-term therapy possible and can increase the efficiency of other

therapies.

How can the therapist, through such confrontation, help the patient to
overcome resistance to change, which in routine psychoanalysis takes years
to “work through”? It is the acute suffering of most of the patients who seek
our help that is the main source of motivation to change. Resistance to change
is often overcome by suffering. Moreover, once relief from immediate
pressure occurs, the patient is willing to examine other areas of disturbed
functioning with diminished resistance. In assessing sources of difficulty, it is

essential to confront the patient not only with the effects of his own behavior
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and thinking but also with the effects of confusing, limiting, and exploiting
behavior of others. This includes the basic limitations embedded in the
patient’s specific social and economic reality. In this way we can help patients
deal with destructive life situations that are not exclusively of their own
making. When we help patients to realize what they are not responsible for,
they are more able and willing to accept their actual contributions to existing

problems.

Since all dysfunction takes place within a disturbed system of human
interaction, it is additionally essential that wherever possible we bring family,
peers, and even appropriate community members into the therapeutic
situation. In this way, not only can confrontation be appropriately directed,
but needed change in whole social units can be effected. Individuals in these

units can learn to be therapeutically confronting with one another.

Pointing out sources of the patient’s difficulty should be only a prelude
for the confrontation of needed change. When the therapist sees that change
is required to avoid a crisis he, using appropriate timing and supportive
manner, will confront the patient with the needed changed activity. Changed
activity will produce a new, healthier consciousness and existence. This is the
only source of inner growth and useful insight. We know a person’s
consciousness only by its practice. Confrontation leading to changed human

practice will produce the therapeutic “cure” — a changed person with a
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changed consciousness.
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Contextual Therapy of Phobic Behavior

Manuel D. Zane

DEFINITION

The psychotherapeutic technique called “Contextual Therapy” is based
upon the observation and functional analysis of a person’s disturbed behavior
in the natural contexts where it occurs and changes. This approach allows
identification of factors and relationships inside and outside the person, and

conceptualization of processes that make behavior get better or worse.

HISTORY

Such a contextual approach was originally developed to observe,
comprehend, and deal with disturbed motor behavior and learning occurring
in the physically handicapped during their rehabilitation programs (Zane,
1962, 1966). In the past eighteen years this approach has been intensively
applied to the study and treatment of phobic behavior both privately and in

clinics.

TECHNIQUE

People who are phobic automatically develop, in commonplace
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situations, fear and distress that can intensify uncontrollably to cause
unbearable feelings and overwhelming panic. Contextual Therapy finds that
in all phobias these terrifying developments are the result of an automatic,
fear-generating process. This “phobogenic process” is activated and
accelerates as the person involuntarily reacts more and more to growing
numbers of imagined dangers and less and less to comforting realities in the

phobic situation.

If a trusted person is present or available in reality or in imagination,
the phobic person can then react more to comforting realities and less to
imagined dangers in the phobic situation. The level of fear then drops or

remains controlled and panic is averted.

Recognizing the central role of the phobogenic process in disorganizing
body and mental functioning, it is hypothesized that Contextual Therapy
slows or inhibits the phobogenic process, and so stops the panic. It does this
by creating conditions that reduce the person’s disturbing reaction to
unmanageable, imagined dangers and builds up his comforting responses to
manageable, existing realities. Mainly, this is achieved by creating a trusted,
familiar therapeutic presence for the patient to respond to realistically in the
phobic situation. Sometimes this is the therapist, or a recollection of him or of
his theory, or of ideas built with his concurrence. The operations of the

phobogenic process are then impeded and the rising panic stops. New,
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constructive experiences and learning can then take place in the phobic
situation from which more realistic beliefs, expectations, and behavior can

come.

An example might best illustrate the technique. A thirty-five-year-old
woman was afraid of and avoided closed-in places, elevators, high floors,
tunnels, and airplanes. Traditional office psychotherapy had helped her in
many ways but not with her phobias of ten years’ standing. At our first
meeting [ obtained the history of her phobia and its surrounding
circumstances. Then I explained my belief that she could help herself best if
she could encounter, deal with, and study her phobic reaction in my presence.
She then agreed to step into my windowless, unlocked, walk-in closet alone
and tell me, when she could, what she felt and thought. Almost as soon as I
closed the door she swung it open. She said she became panicky when she
thought I might be trying to trick her. Immediately she felt trapped, felt
increasing difficulty in breathing, experienced waves of heat and heart
palpitations, pictured herself smothering if she continued, and abruptly
opened the door. I assured her [ was opposed to any tricks and that it was for
her to decide if she wanted to undertake the task. She then returned to the
dark closet and soon consented to my walking away and leaving her alone.
Quickly she felt great fear and strong impulses to bolt. But this time she was
able to stay as she reminded herself that she was safe, that it was a closet in

my office with sufficient air, that she could open the door if she so chose, that
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it was for her good that she was doing this, and that [ was a doctor and would

help her if she fainted or had any trouble.

Afterward we went over the experience and identified the factors —
mostly thoughts, feelings, and imagery — that had made her fear and
behavior get better or worse. Alluding to our shared, concrete experience, |
pointed out how staying with the realities despite her feelings of fear had
helped and getting lost in imagined dangers had created disturbances and
panic, compelling her to run out. What had just happened, I said, was a model
combining what had always made her problem worse in other phobic
situations and what she must now try to do over and over again to help

herself.

In steps, she began to practice going into her phobic situations — with
me, with a non-professional helper, with her husband, and eventually alone.
We kept examining her successes and failures to help her learn how her
phobic behavior was affected by many identifiable factors, particularly by her
thinking. Gradually, she became less afraid of becoming afraid in the phobic
situation. This happened as she learned to keep her fear under satisfactory
control in the phobic situation by reacting increasingly to manageable things
in the present and less to unmanageable anticipated dangers. After ten visits
over a three-month period, she was able to ride elevators to high floors many

times by herself, drove through a tunnel, first with me and then alone, and
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took an airplane with her husband to Europe. Often, when her fear and
distress arose, she could halt or slow the phobogenic process by
remembering the successful closet experience, by recognizing that her
increasing feelings of fear were coming from her imagined dangers, and by
staying connected and responding to comforting realities. She returned to her
referring psychotherapist considerably improved and in possession of a
method that enabled her to continue to work on her remaining phobic

problems.

APPLICATIONS

The same technique is used for all kinds of phobias. Some people will
respond more quickly and many will take much more time, requiring the slow
buildup of new realistic beliefs that can stand up to the impact of long-
standing fear and patterns of distorted thinking. Very similar techniques and
methods of treatment have been developed by others, particularly by Claire

Weekes of Australia.

Like animal ethnology, Contextual Therapy observes and studies
behavior as it changes in its natural contexts. And like the emerging cognitive
therapies, this method recognizes the powerful role in human behavior of
changing thought and imagery. While the contextual approach also explores

hidden mental processes, it differs greatly from contemporary
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psychoanalysis, which directly observes behavior only in the office. And
despite sporadic similarities in technique, Contextual Therapy differs very
much from those behavior therapies whose theories are derived from

laboratory studies of animals.
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Therapeutic Contracts

Klaus Kuch

DEFINITION

Contracts form a centerpiece of psychotherapy. They detail methods
and specify goals. The agreement must make sense or the patient may not
follow it. It evolves during a course of therapy and reflects the changing views

patient and therapist hold of the problem as well as of each other.

Both parties bring a basic philosophy and a set of expectations into their
relationship; they observe, select as relevant, and interpret events
accordingly. A behaviorist would monitor chains of stimuli and responses,
whereas an existentialist would relate to their meaning. An analyst would
interpret a disturbed relationship as a result of childhood memories.
Meanwhile, a frightened patient might see signs of mental illness and ask for
reassurance. Reality is obviously multidimensional. Cognitively oriented
therapists consider the patient’s conceptions and explain to him the effects of
his own interpretative style and how it colors his views. They do not
intervene right away with a prescribed procedure. An emphasis on subjective
experiences at the expense of matter-of-fact observation is first confronted

and shifted toward a more balanced view before an otherwise alien technique
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is suggested. Cognitively oriented contracts are designed to be compatible

with the patient’s concept of reality.

HISTORY

The philosopher Nietzsche distinguished between three contrasting
purposes in his essay on the “Use and Disadvantage of History to Life”: it may
stimulate a collector’s curiosity, serve as a tool of intellectual critique, or be
chosen as a heroic monument. Psychotherapeutic systems differ equally in
their approach to time, space, and individuality. Psychoanalysts attend to
highly personal “free associations” and relate them to past experiences.
Gestalt therapists cultivate “here and now experience.” Behaviorists prefer
standardized techniques to modify observable habits. Many neurotic patients
seem to get better in spite of all this controversy once they find a therapist
who believes in the same things, regardless of the method used. Therapy
should make deliberate use of such nonspecific effects and proceed in
accordance with beliefs about help, as long as this would seem reasonable.

Counterproductive beliefs are then confronted through cognitive reappraisal.

TECHNIQUE

The patient is allowed to develop his style freely, be it storytelling,

demanding, pleading, planning, inquiring, ventilating, explaining or
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complaining, as long as the relationship gains momentum. His responses to
suggestions indicate if he wants an active therapist. Will he feel unique,
understand himself in biographical terms, display feelings, or adopt a
detached scientific stance? Descriptive style and transactions with the
interviewer reveal preferences in problem solving. These insights are applied
to strengthen the budding therapeutic alliance. The initial interview style is
then approximated successively to the most desirable one by first exploring,
later challenging, counterproductive beliefs and unrealistic priorities. To a
client complaining of severe shyness, ambiguous social cues — such as
someone not paying attention — are presented as allowing a variety of
interpretations. The inattentive person might be, for example, preoccupied
with something else, not necessarily rejecting. The client’s tendency to always
expect rejection has perhaps evolved as a result of past experiences and a lack
of social skills, and the explanation introduces a touch of intellectual
detachment into the client’s perception. Assumptions about the importance of
being liked are examined in regard to their usefulness. A sense of being
“special” may be dealt with by pointing out the operant effects of such a belief.
Complaining and demands for compassion gradually give way to ventilating,
recording neglected data, trying out new explanations, testing assumptions,
and finally, to formulating a rationale for an intervention — such as refining

social skills.

A substantial proportion of patients are not conversant in the terms of
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scientific psychology and cannot be expected to cooperate on this basis alone.
Instead, a compromise is negotiated. An understanding cannot be taken for
granted even when a client actively seeks out a particular therapeutic bias. He
may look for a behaviorist to have physiological responses recorded rather
than having to discuss a personal embarrassment or consult with an analyst
because he hopes to avoid demands for behavior change. Therapists may

justly examine their preferences along similar lines.

APPLICATIONS

Correct perception does not provide all the necessary skills for an
appropriate response. They have to be taught separately. The cognitive
strategies outlined here are therefore not understood as therapy per se. They
are employed to introduce specific treatment techniques. These techniques in

turn should be selected according to the results of comparative research.
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Cooking as Therapy

Louis Parrish

DEFINITION

Cooking is a practical mode of therapy through which the patient can
channel anxieties, tensions, and aggressions via physical tasks such as cutting,
chopping and beating into positive (and socially acceptable) outlets. Through
cooking, the depressed patient can begin to reorient himself toward a simple
goal-fulfilling task; the sense of accomplishment can be of great value in

treating mild depression.

HISTORY

The kitchen, since the beginning of time, has been the central room or
gathering place for the family. In this era of depersonalization, cooking
together is a constructive activity that can better communication between

couples as well as parents and children.

Cooking as a psychotherapy is probably a product of modern times.
Prior to that, cooking was a necessary means of providing an adequate diet.

Today, when people can eat out or bring in their meals, cooking is not all that
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essential for physiologic survival. However, the more one knows about
cooking and the more one prepares his own meals, the more likely he is to

have a healthy diet.

And there is little doubt that cooking for the sake of cooking has helped
stabilize the psyches of many people. The number who naturally take to the
kitchen to soothe or release their emotions is amazing. It is such a common

activity that we too often overlook it as a therapeutic modality.

TECHNIQUE

While cooking does not provide treatment for severe mental or
emotional problems, it does afford the basically well-adjusted, functioning
patient suffering from the anxiety/depressive syndrome so common today a
means of working on his emotions and putting his problems into perspective.
The technique is essentially Occupational Therapy. It is not only constructive
but it utilizes a wide variety of basic activities that can express basic
emotions. Cooking necessitates an involvement that can become a diversion.
All the fundamentals of cooking, from the mechanics of slicing vegetables to

the art of seasoning, can be used to good advantage.

APPLICATIONS

In prescribing cooking as therapy it is important to emphasize that part
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of the preparation of the meal — whether it is shopping, preparing the
ingredients, creating a dish, or serving — best suited to the individual
patient’s problems and needs. In the process of his utilizing the prescribed
techniques to get a better perspective on his mental attitudes, the patient also
gets a better understanding of nutrition. The overweight individual, for
example, can be instructed as to how to prepare slimming but flavorful meals.
In doing so, he feels a sense of accomplishment rather than the deprivation so

often associated with dieting.

The person who needs a physical outlet for the pressures of daily life
may find that beating a tough piece of meat until tender is a safe way of
“taking it out” on something. If an individual is feeling emotionally shaky, or
less than stable, “no fault” meals and menus — dishes he has prepared so
often that he cannot make a mistake — in all likelihood are a useful kitchen

prescription for a sense of security.
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Correctional Counseling

Robert A. Shearer

DEFINITION

Correctional Counseling is the application of counseling techniques to
the development, treatment, and rehabilitation of public offenders.
Correctional Counseling is a major part of the services delivered to public
offenders in the broader area of correctional treatment and the term best
describes the setting of counseling rather than describing a particular

counseling technique or theory.

HISTORY

The employment of counselors in correctional facilities began just after
World War II, but until 1965 most counselors in corrections were isolated,
untrained, and unrecognized. In 1965, the Office of Law Enforcement
Assistance was created and was later expanded in 1968. Corrections became
of more interest, therefore large amounts of money were made available for
rehabilitating the public offender. Many counseling and treatment programs
were initiated with the goal of changing the public offender. Many

correctional treatment programs were effective, but others were ill-conceived
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and not implemented according to sound counseling theories and techniques.
Recent efforts have been concentrated in the area of evaluating which of

these programs are effective and which are not.

TECHNIQUE

A variety of theoretical counseling models have been applied to
counseling public offenders. Most of these have been applied in two different

areas of counseling:

1. Corrective counseling and therapy.

The thrust of this counseling is a change in behavior or
in the causes that led to the offender’s involvement in crime;
this counseling is done because the individual has
committed a criminal act. The goal of this counseling is to
help the offender integrate himself back into society by
treating the specific area of the individual’s personality or
behavior that caused him to come in contact with the
criminal justice system.

2. Developmental counseling and therapy.

The thrust of this counseling is to facilitate growth and
positive functioning on the part of the offender; this
treatment concentrates on the offender as a person, apart
from his crime. The goal of this counseling is to help the

offender understand the negative aspects of imprisonment

www.freepsychotherapybooks.org 286



or institutionalization. Consequently, the goals of this
counseling are growth and development in general as

opposed to being crime-specific.

Correctional Counseling is encompassed in the broader “correctional
treatment point of view,” which serves as a philosophical base for the

implementation of more specific theoretical approaches:

Assumption I. Most public offenders need help in constructive behavior

changes.

Assumption II. Most public offenders can benefit from correctional

treatment services offering information on constructive behavior changes.

Assumption III. Many public offenders would prefer to follow a more

positive, socially constructive life-style.

Assumption IV. Correctional treatment should not make offenders more

dependent on institutions or community services.

Assumption V. Correctional treatment of offenders should meet both the

individual needs and social needs for help.

Assumption VI. The only real and effective correctional treatment is

voluntary and uncoerced.
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Assumption VII. Participation in correctional treatment services in no
way substitutes for, or detracts from, legal disposition for crimes committed

by offenders.

Assumption VIII. Participation in correctional treatment in no way
detracts from or minimizes the seriousness of the crime committed by

offenders.

Assumption IX. Participation in correctional treatment services in no
way minimizes the necessity of protecting society from public offenders while

the offender is involved in treatment.

Assumption X. Correctional treatment is designed to return to society a

more socially useful citizen and worker who does not recidivate in crime.

In addition to training in traditional counseling techniques, effective

correctional counselors have additional training in the following areas:

a) An understanding of the criminal justice system.

b) A knowledge of deviancy theory.

c) Skills in counseling the highly manipulative, “con artist”

personality.

d) Skills in functioning in a highly untherapeutic environment.
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The techniques employed in counseling in correction vary according to
the theoretical models that have been applied, and no one theory of

counseling prevails in corrections.

APPLICATIONS

Correctional Counseling is applied to a specific group of clients defined
by law as offenders. The function of Correctional Counseling may be carried
out by workers with a variety of titles, such as caseworker, social worker,
offender counselor, correctional treatment specialist, or counselor. In any
case, it will be the person charged with helping the offender at various points
in the criminal justice system. Counseling occurs with individuals who are in
juvenile or adult institutions, who are on probation or parole. Counseling
occurs at pre-release centers, work-release centers, halfway houses, or
community corrections programs. Correctional Counseling may occur within
the court system or law enforcement agencies. The present criminal and
juvenile justice systems are a myriad of agencies and programs, so the

applications of Correctional Counseling are quite diverse.
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Correspondence Therapy

George M. Burnell

DEFINITION

Correspondence Therapy is a technique of individual psychotherapy
using written communication. In addition to letters it includes diaries,
suicidal notes, poetry, manuscripts, magazine clippings. It is often used as an
adjunctive technique when a therapist-patient relationship already exists, and
when certain conditions dictate its use or when some clinical considerations

would aid the progress of psychotherapy.

HISTORY

Freud used correspondence in his self-analysis and in one case he
exchanged letters with the father of a boy in his “Analysis of a Phobia in a
Five-Year-Old Boy.” Farrow also recommended this approach for self-analysis
(1948). At the invitation of a patient, Grotjahn continued therapy during a
period of absence after which he resumed regular sessions (1955). Alston
carried on a detailed psychoanalytical relationship with a patient hospitalized
for tuberculosis and showed that “familiar phenomena of psychoanalytic

therapy” manifested themselves through this type of communication (1957).
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In a brief monograph consisting of papers presented at a meeting of the
American Psychological Association in 1965, the attitudes and ideas of three
psychologists were expressed followed by a critique by Raimy (see Pearsons,
1965). Burton, in the first paper, stated the opinion that written
communications in psychotherapy should be an adjunctive process,
implementing other methods, and viewed as an expressive and creative act
that might provide additional material for analysis. Ellis described his use of
varying techniques, including diaries, journals, and correspondence, primarily
for diagnostic purposes. He indicated that these were not likely to replace
more direct therapies and that the preferred usage should be for those
patients already having a relationship with the therapist. In the third paper,
Harrower reported the use of letters, notebooks, and record transcriptions
under special circumstances and conditions that provided the only way, or
the most appropriate way, to achieve the therapeutic results desired. She also
pointed out specifically the potential disadvantage of losing the patient’s trust
and confidentiality when the material was published. In his critique of these
three papers, Raimy stated that he looked on the use of written
communication as a modification of technique, but he observed that in using
the written word all three therapists seem to follow the same principles and

conception which they used in their typical office procedure.

TECHNIQUE
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There are three major sets of conditions which lead to the use of written

communication between therapist and patient:

Conditions based on physical circumstances.
1. When the patient or therapist is away for a prolonged absence.

2. When the patient or therapist transfers to another area, and the
patient needs support to follow through with a new
therapist.

3. If the patient lives in a distant area and visits are infrequent.

4. Therapy is indirect, using the help of a relative or friend who has
access to the patient in a distant place.

5. The patient is considered dangerous to himself or others and
knowledge of his whereabouts would be wuseful in
coordinating further care.

6. The patient is institutionalized for a chronic illness (e.g.,
tuberculosis, leprosy).

Conditions based on transference or countertransference.
1. When the patient wishes to avoid expressing strong positive or

negative feelings toward the therapist in the course of
therapy.
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2. The patient wishes to gain the therapist’s approval and admiration
by producing creative writings to express deeply felt and

intimate experiences.

3. When the patient has difficulty facing termination of therapy and
chooses the written word to avoid an intense emotional

experience.

4. The patient wishes to give the therapist a follow-up report about
his condition after moving away. This may help the patient
cope with separation anxiety and decreases the intensity of
the affective experience by maintaining contact with the
therapist.

5. The therapist wishes to clarify the current status of the therapy
contract with a patient who has been unable or unwilling to
keep his appointments or follow through with treatment

recommendations.

6. The patient’s obsessiveness compels him to structure or resist the

therapy sessions by bringing in written material.

Conditions based on special ability or limitation in verbal communication.

1. The patient has particular talent, inclination, or ability to express
feelings creatively through prose or poetry.

2. The patient is deaf or physically unable to speak (aphasic, weak,
voiceless, or mute).
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3. The therapist is deaf.

APPLICATIONS

Through the content of the written material, the therapist can isolate
the similarities and differences from psychotherapy in the office. In most
communication the phenomena of transference (an emotional attitude the
patient has toward the therapist), countertransference, and resistances are

evident as they are during therapy sessions.

The differences are evident in two areas. First, the therapist cannot
assess the intensity of the patient’s emotional response associated with the
written productions. Second, the delay of feedback from patient to therapist
and from therapist to patient dilutes the impact of the communication. This is
especially true if there was a fear of losing control (on the part of the patient).
The therapist’s countertransference, experienced as very high amounts of
anxiety, could also be diffused in this way. Both patient and therapist have
more time to prepare for a response. The therapist can review his reply and
even obtain consultation from a colleague, thus permitting a review of the
case in the same way as by examining a taped session. The therapist can also
assess the level of ego disintegration present. Some patients might find an
opportunity to describe their thoughts and feelings more thoroughly while

others might become more inhibited. Occasional vagueness can represent
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another distancing response to the termination of therapy. Some patients,
who become quite dependent on their therapists, might emphasize details,
sharing time and place when the material was written, as if to include the
therapist in the experience itself. In either case this information (or lack of it)
might shed further light on the current status of the therapist-patient
relationship. Sometimes a referral to a therapist, in a distant town or city

where the patient has moved, might be facilitated by a letter to the patient.

There are, however, some definite problems and limitations in using
written communication in therapy. Correspondence Therapy must be
considered an adjunct to psychotherapy. It lacks the important ingredient of
spontaneity of patient-therapist exchanges. It also lacks the observation of
nonverbal clues. Furthermore, it is likely to make the therapist more cautious
and less apt to write down interpretations that might be quoted later in
situations outside of his control (such as a legal setting). The possibility of
distortion, misunderstanding, or quoting out of context remains a reality. And
the matter of confidentiality — not knowing who might come to read the

material — presents special problems with this technique.

Despite these constraints, corresponding with a patient may offer
definite advantages. First, whenever office visits become impossible or very
difficult because the patient has a severe physical disability limiting

ambulation, a chronic illness (tuberculosis), or a handicap (deafness), this
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approach may be useful. Other reasons might include: distant and isolated
living situations and transportation problems. Second, some patients are
particularly gifted in expressing themselves in writing, and in some cases this
talent can be maximized in the therapeutic relationship. For some of these
patients, additional insights, cathartic experiences, and increase in self-
esteem can result through a sense of creativity in their writings. For others, it
may diminish separation anxiety in the termination of therapy. Sometimes,
the written communication represents a symbolic gift to the therapist, or it
may be another form of resistance by avoiding confrontation in the therapy

session.

In summary, written communications have a definite therapeutic
impact and serve as an effective adjunctive technique where a therapist-
patient relationship already exists, and the therapist uses them with the same

degree of care as other interventions in psychotherapy.

www.freepsychotherapybooks.org 296



Co-therapy

Karen Hellwig

DEFINITION

The development of Co-therapy as a valid mode of treating patients in a
group setting has accompanied the proliferation of psychotherapeutic
techniques since World War II. The word “Co-therapy” itself encompasses a
variety of definitions that reflect its process of evolving as a unique form of
therapy. An increasing number of articles describing, refining, criticizing, and
extending the uses of Co-therapy point to its expanding popularity as a

therapeutic technique.

Although Co-therapy has been associated with other names, such as

» ou; » o« » o«

“multiple therapy,” “joint interview,” “cooperative psychotherapy,” “three-
cornered therapy,” and “dual-leadership” (Treppa, 1971), it is a process with
its own definable qualities. Co-therapy involves the use of two or more
psychotherapists who work to develop a therapeutic relationship with an
individual or members of a group in order to assist the individual(s) to
function better interpersonally and intrapersonally. Co-therapists may be of
the same or opposite sex; they may belong to the same or different disciplines

(e.g., psychology, psychiatry, psychiatric nursing, and social work); one may

The Psychotherapy Guidebook 297



be a senior, more actively involved partner and the other a junior, observer
partner; or the relationship between co-therapists may be egalitarian. Co-
therapy provides an excellent situation in which to teach trainee therapists

how to apply their therapeutic skills.

HISTORY

The Vienna Child Guidance Clinic was the scene of the first documented
use of Co-therapy by Adler in the 1920s. Reeve attested to the therapeutic as
well as educational values of pairing a social worker and psychiatrist to work
with patients in the mid-1930s. And Whitaker et al. confirmed in the 1950s
that Co-therapy facilitates the therapeutic process; they were the first to

report the intensive use of multiple therapy for treating patients.

TECHNIQUE

Before any therapy commences, and as the therapeutic process
proceeds, the co-therapists must be able to freely and openly communicate
their feelings to each other. Otherwise, the incidence of hostility, jealousy, and
anger that can occur between therapists could have a devastating effect on
the individual(s) undergoing treatment. The basis of Co-therapy lies in the
ability of the therapists to be able to relate to each other in an open and

trusting manner, develop a sense of peership, accept each other’s opinions,
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identify each other’s strengths and weaknesses, and deal with criticism in a
constructive manner. In addition the therapists should feel approval from
each other, feel compatible with each other, and be able to collaborate and
settle differences in opinion outside of the therapy sessions. As long as both
therapists are using the same therapeutic model, whether it be
psychoanalytical, Rogerian, or eclectic, the type of psychotherapy that is

practiced with the group or individual is less important.

The co-therapy process generally proceeds through four phases: the
therapists must first develop a relationship between themselves and with the
patient(s); then each patient’'s dynamics must be analyzed through
consultation between the therapists and open discussion with the patient; the
co-therapists assist the patient to understand himself; and finally, the patient
is helped to reorient himself to his new self-concept and patterns of behavior

(Dreikurs).

Co-therapy allows for a variety of techniques to be employed in the
therapeutic process. For example, one therapist can provide support for a
patient while the other can zero in on deeply imbedded feelings. Or, if a co-
therapy team consists of both sexes, a patient may be able to use the same-sex
therapist as a role model while dealing with parental conflicts with the

therapist of the opposite sex.
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Co-therapy also provides the background for the successful
identification and utilization of transference feelings (an emotional
attachment) toward one or both therapists. For example, if a patient develops
strong transference feelings toward Therapist A, and Therapist A develops
countertransference feelings or is unable to identify the occurring
transference phenomenon, Therapist B can act as observer and, by identifying
the transference, can prevent an impasse and aid both Therapist A and the

patient to visualize and deal with the transference.

As with any group, members of a co-therapy group may develop
resistance by comparing co-therapists unfavorably, scapegoating one
therapist, assuming the role of therapist, using the therapist to perpetrate
symptoms, or avoiding relationships with patients of the “other” therapist
(Pine). These resistive patterns must be identified by the therapists and can

then be used to initiate changes in patient behavior.

Limit setting is another important aspect of both group and individual
psychotherapy and is more easily accomplished through the joint efforts of
co-therapists than by a single therapist. This has been demonstrated

repeatedly in therapy sessions with adolescents and psychotics.

APPLICATIONS

Co-therapy is applicable in a variety of settings and has been used
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successfully with schizophrenics, psychotics, and neurotics; with adolescents
and college students; with married couples, and increasingly with families. It
is used in private practice, in community mental health centers, in psychiatric
facilities, and in teaching hospitals for the benefit of student psychiatric

practitioners.

The Psychotherapy Guidebook 301



Crisis Intervention

Donna C. Aguilera

DEFINITION

The Chinese characters that represent the word “crisis” mean,
appropriately, both danger and opportunity. Crisis is a danger because it
threatens to overwhelm the individual or his family, and it may result in
suicide or a psychotic break. It is also an opportunity because during times of
crisis individuals are more receptive to the therapeutic influence. Prompt and
skillful intervention may not only prevent the development of a serious long-
term disability, but may also allow new coping patterns to emerge that can
help the individual function at a higher level of equilibrium than before the

crisis.

The outcome of a psychological crisis can be either growth or
deterioration; it is a decisive moment. A person in crisis faces a problem that
he cannot readily solve by using the coping mechanisms that have worked for
him before. As a result, his tension and anxiety increase, and he becomes less
able to find a solution. A person in this situation feels helpless; he is caught in
a state of great emotional upset, and feels unable to take action on his own to

solve his problem. Crisis Intervention can offer the immediate help that a
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person in a crisis needs in order to reestablish equilibrium. This is an
inexpensive, short-term therapy that focuses on solving the immediate

problem.

HISTORY

The crisis approach to therapeutic intervention has developed only
within the past few decades, and is based on a broad range of theories of
human behavior, including those of Sigmund Freud, Heinz Hartmann, Sandor
Rado, Erik Erikson, Lindemann, and Gerald Caplan. Its current acceptance as a
recognized form of treatment cannot be directly related to any single theory
of behavior; all have contributed to some degree. The following is a brief
summary of some of the knowledge incorporated in the present practice of

Crisis Intervention.

Sigmund Freud was the first to demonstrate and apply the principle of
causality as it relates to psychic determinism. Simply put, this principle states
that every act of human behavior has its cause, or source, in the history and
experience of the individual. It follows that causality is operative, whether or

not the individual is aware of the reason for his behavior.

An important outcome of Freud’s deterministic position was his
construction of a developmental, or “genetic,” psychology. An individual’s

present behavior is understandable in terms of his life history or experience,
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and the crucial foundations for all future behavior are laid down in infancy

and early childhood.

Since the end of the nineteenth century the concept of determinism has
undergone many changes. Although the ego-analytic theorists have tended to
go along with much of the Freudian position, there are several respects in
which they differ. As a group, they conclude that Freud had neglected the

direct study of normal, or healthy, behavior.

Heinz Hartmann, an early ego-analyst, postulated that the
psychoanalytic theories of Freud could prove valid for normal as well as
abnormal behavior. He emphasized that man’s adaptation in early childhood,
as well as his ability to maintain his adaptation to his environment in later
life, must be considered. Hartman also believed that although the behavior of
the individual is strongly influenced by his culture, there is a part of the

personality that remains relatively free.

Sandor Rado saw human behavior as based upon the principle of
motivation and adaptation. He viewed behavior in terms of its effect upon the
welfare of the individual, not just in terms of cause and effect. Rado’s
Adaptational Psychotherapy emphasizes the immediate present without
neglecting the influence of the developmental past. The primary concern is

with failures in adaptation today — what caused them and what the patient
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must do to learn to overcome them.

Erik Erikson further developed the theories of ego-psychology, which
complement those of Freud, Hartmann, and Rado, by focusing on the stages of
development of the ego, and on the theory of reality. His theory of
development is characterized by an orderly sequence of development at
particular stages, each depending upon the other for successful completion.
Erikson’s theory is important in that it offers an explanation of the
individual’s social development as a result of his encounters with his social
environment. His theories have provided a basis for the work of others who
further developed the concept of maturational crisis, and began serious
consideration of situational crisis and man’s adaptation to this current

environmental dilemma.

Lindemann’s initial concern was in developing approaches that might
contribute to the maintenance of good mental health and the prevention of
emotional disorganization on a community-wide level. In his study of
bereavement reactions among the survivors of those killed in a nightclub fire,
he described both brief and abnormally prolonged reactions occurring in

different individuals as a result of the loss of a significant person in their lives.

In his experiences in working with grief reactions, Lindemann

concluded that it would be profitable to develop a frame of reference
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constructed around the concept of an emotional crisis, as shown by the
bereavement reactions. Lindemann’s theoretical frame of reference led to the
development of crisis-intervention techniques. In 1946, he and Gerald Caplan

established a community-wide program of mental health in the Harvard area.

According to Caplan (1961) the most important aspects of mental health
are: 1) the state of the ego, 2) the stage of its maturity, and 3) the quality of its
structure. As a result of his work in Israel, and in Massachusetts with
Lindemann, he evolved the concept of the importance of crisis periods in

individual and group development.

TECHNIQUE

Why do some people go into a state of crisis and others do not? What
factors decide whether an individual will regain a state of equilibrium or
enter a state of crisis? There are three factors that seem to make the

difference.

The first factor is the “perception of the event.” The therapist asks the
individual what the event means to him. How is it going to affect his future?
Can he look at the event realistically, or does he distort its meaning? The
second factor is termed “situational supports.” In other words, what person in
the environment can the client depend upon to help him? Who is available for

him to talk to about this stressful event, and give him support? The third
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factor is called “available coping mechanisms.” What does he usually do when
he has a problem? Does he sit down and try to think it out? Does he cry it out?
Does he get angry and try to get rid of his feelings of anger and hostility by
swearing, kicking a chair, or the cat? Does he get into a verbal battle with a
friend? Does he try to sit down and talk it out with someone? Does he need to
temporarily withdraw from the situation in order to reassess the problem?
These are just a few of the many coping skills people use to relieve their

tension and anxiety when faced with a problem.

Some of the questions that should be asked for assessment are directed
toward finding out the precipitating event — in other words, what happened
— and the balancing factors. One of the first questions asked is: “Why did you
come for help today?” Sometimes the client will try to avoid answering this
question by saying: “I've been planning to come for some time.” This
reluctance may be countered with, “Yes, but what happened that made you
come in today?” Other questions the therapist should ask are: “What

happened in your life that is different? When did it happen?”

In crisis, the precipitating event usually has occurred within ten days to
two weeks before the individual seeks help. More often it is something that
happened the day before, or the night before. It could be almost anything: the
threat of divorce, discovery of a spouse’s extramarital relations, finding out a

son or daughter is on drugs, loss of a boyfriend or girlfriend, loss of job or
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status, an unwanted pregnancy, and so forth.

The therapist next focuses on the first factor, or how the individual
perceives the event, by asking the questions noted above. Then the therapist
can go into available situational supports. Who or what person in the
environment can the therapist depend on to help the person? Who does he
live with? Who is his best friend? Whom does he trust? Is there a member of

the family that he feels particularly close to?

Because Crisis Intervention is limited to only six weeks or less, the more
friends and relatives that are involved in helping the person the better. Also, if
those involved are familiar with the problem, they can continue to give

support when the Crisis Intervention therapy is terminated.

The third factor is finding out what the person usually does when he has
a problem he can’t solve. What are his coping skills? Questions asked would
be: Has anything like this ever happened to him before? How does he usually
get rid of tension, anxiety, or depression? Has he tried the same method this
time? If not, why, since it usually works for him? If the individual has tried his
usual method and it doesn’t work, he may be asked why he thinks it doesn’t
work. What does the person feel he could do to reduce his symptoms of
stress? Clients can usually come up with something the therapist hasn’t

thought of, and some will recall methods they haven’t used in years.
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One of the most important parts of the assessment is to find out if the
individual is suicidal or homicidal. The questions must be very direct and
specific: Is he planning to kill himself... or someone else? How? When? The
therapist must find out and assess the lethality of the threat. Is he merely
thinking about it, or, does he have a method picked out? Is it a lethal method,
such as a loaded gun? Does he have a tall building or bridge picked out, but
won'’t reveal where? Will he say when he plans to do it? — for example, a
housewife may choose a time after the children leave for school. Usually, if the
threat doesn’t sound too immediate, the therapist can arrange for medication.
If the suicidal intent is carefully planned and the details specific, the person is
sent for psychiatric evaluation and hospitalization, in order to protect him or

others in the community.

Experiences have verified that Crisis Intervention can be an effective
therapy modality with chronic psychiatric patients. If a psychiatric patient
with a history of repeated hospitalizations returns to the community and his
family, his re-entry creates many stresses. While much has been
accomplished to remove the stigma of mental illness, people are still wary
and hypervigilant when they learn that a “former mental patient” has

returned home to his community.

In his absence the family and community have, consciously or

unconsciously, eliminated him from their usual life patterns and activities.
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They then have to readjust to his presence and include him in activities and
decision-making. If for any reason he does not conform to their expectations,
they want him removed so that they can continue their lives without his

possible disruptive behavior.

The first area to explore is to determine who is in crisis: the patient or
his family. In many cases the family is overreacting because of its anxiety and
are seeking some means of getting the “identified” patient back into the
hospital. The patient is usually brought to the center by a family member
because his original maladaptive symptoms have begun to reemerge.
Questioning the patient or his family about medication he received from the
hospital and determining if he is taking it as prescribed are essential. If the
patient is unable to communicate with the therapist about what has
happened or what has changed in his life, the family is questioned as to what

might have precipitated his return to his former psychotic behavior.

There is usually a cause-and-effect relationship between a change, or
anticipated change, in the routine patterns of life-style or family constellation
and the beginnings of abnormal overt behavior in the identified patient.
Often, families forget or ignore telling a former psychiatric patient when they
are contemplating a change because “he wouldn’t understand.” Such changes
could include moving or changing jobs. This is perceived by the patient as

exclusion or rejection by the family and creates stress that he is unable to
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cope with; thus, he retreats to his previous psychotic behavior. Such cases are
frequent and can be dealt with through the theoretical framework of Crisis

Intervention methodology.

Rubenstein (1972) stated that family-focused Crisis Intervention
usually brings about the resolution of the patient’s crisis without resorting to
hospitalization. In a later article in 1974, he advocated that family Crisis
Intervention can also be a viable alternative to rehospitalization. Here the
emphasis is placed on the period immediately after the patient’s release from
the hospital. He suggested that conjoint family therapy begin in the hospital
before the patient’s release and then continue in an out-patient clinic after his
release. His approach has also served to develop the concept that a family can

and should share responsibility for the patient’s treatment.

In Decker and Stubblebine’s study (1972), two groups of young adults
were followed for two and one-half years after their first psychiatric
hospitalization. The first group was immediately hospitalized and received
traditional modes of treatment, and the second group was hospitalized after
the institution of a Crisis Intervention program. The results of the study
indicated that Crisis Intervention reduced long-term hospital dependency
without producing alternate forms of psychological or social dependency, and

also reduced the number of rehospitalizations.
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The following brief case study illustrates how one can work with a
chronic psychiatric patient in a community mental health center using the

crisis model.

Case Study: Chronic Patient in the Community

Jim, a man in his late thirties, was brought to a crisis center by his sister
because, as she stated, “He was beginning to act crazy again.” Jim had many
prior hospitalizations, with a diagnosis of paranoid schizophrenia. The only
thing Jim would say was, “I don’t want to go back to the hospital.” He was told
that our role was to help him stay out of the hospital if we possibly could. A
medical consultation was arranged to determine if he needed to have his

medication increased or possibly changed.

Information was then obtained from his sister to determine what had
happened (the precipitating event) when his symptoms had started and,
specifically, what she meant by his “acting crazy again.” His sister stated that
he was “talking to the television set ... muttering things that made no sense ...
staring into space ... prowling around the apartment at night,” and that “this
behavior started about three days ago.” When questioned about anything that
was different in their lives before the start of his disruptive behavior, she
denied any change. When asked about any changes that were contemplated in

the near future, she replied that she was planning to be married in two
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months but that Jim did not know about it because she had not told him yet.
When asked why she had not told him, she reluctantly answered that she
wanted to wait until all of the arrangements had been made. She was asked if
there was any way Jim could have found out about her plans. She
remembered that she had discussed them on the telephone with a girl friend

the week before.

She was asked what her plans for Jim were after she married. She said

that her boyfriend had agreed, rather reluctantly, to let Jim live with them.

Since her boyfriend was reluctant about having Jim live with them,
other alternatives were explored. She said that they had cousins living in a
nearby suburb but that she did not know if they would want Jim to live with

them.

It was suggested that Jim’s sister call her cousins, tell them of her plans
to get married and her concerns about Jim, and, in general, find out their
feelings about him living with them. The call was placed, and she told them
her plans and concerns. Fortunately, their response was a positive one. They
had recently bought a fairly large apartment building and were having
difficulty getting reliable help to take care of the yard work and minor repairs.
They felt that Jim would be able to manage this, and they would let him live in

a small apartment above the garage.
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Jim was asked to come back into the office so that his sister could tell
him of her plans to marry and the arrangements she had made for him with
their cousins. He listened but had difficulty comprehending the information.

He just kept saying, “I don’t want to go back to the hospital.”

He was asked if he had heard his sister talking about her wedding plans.
He admitted that he had and that he knew her boyfriend would not want him
around — “They would probably put me back in the hospital.” As the session
ended, he still had not internalized the information he had heard. He was
asked to continue therapy for five more weeks and to take his medication as

prescribed. He agreed to do so.

By the end of the sixth week he had visited his cousins, seen the
apartment where he would be living, and had discussed his new “job.” His
disruptive behavior had ceased, and he was again functioning at his pre-crisis

level.

Since Jim had had many previous hospitalizations and did not want to
be rehospitalized, time was spent in discussing how this could be avoided in
the future. He was given the name, address, and telephone number of a crisis
center in his new community and told to visit it when he moved. He was
assured that the center could supervise his medication and be available if he

needed someone to talk to if he felt he again needed help.
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Jim’s sister neglected to tell him about her impending marriage, which
he perceived as rejection. Because of his numerous hospitalizations, he feared
that his sister would have him rehospitalized “to get rid of him.” He was
unable to verbalize his fears, retreated from reality, and experienced an

exacerbation of his psychotic symptoms.

The therapist adhered to the crisis model by focusing the therapy
sessions on the patient’s immediate problems, not on his chronic
psychopathology. It is important to remember that the therapist’s role is to
focus on the immediate problem. Both client and therapist must actively
participate to solve the problem on a short-term basis. There is not enough

time, nor is it necessary, to go into the patient’s past history in depth.

Crisis Intervention may seem easier and simpler than it is. It requires a
knowledge of psychodynamics, and a lot of experience on the part of the
therapist. Crisis Intervention requires the therapist’s total involvement, a
commitment, and a keen sense of responsibility for the individual's well-

being.
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Culturalist Therapy

Lester A. Gelb

DEFINITION

The culturalist sees personality as emerging from social experience. The
culturalist practitioner rejects the Freudian concepts of the id, ego, and super-
ego, and the view that human behavior is basically derived from instinctual
(mostly sexual) drives; that man is a prisoner of his own biology; that the
unconscious is a separate division of the mind and operates independent of
the external world. In culturalist psychoanalytic therapy, the therapist
recognizes the impact of the cultural milieu as a major force in shaping the
personality of the individual, and the need for the disturbed patient to be able

to cope in his culture in a new, constructive, and contributing way.

HISTORY

Alfred Adler was a forerunner of culturalist thinking. He emphasized the
equal importance of the individual and the social milieu in the development of
the “life-style” of each person. He saw social feeling as a measure of mental
health. Although Karen Horney accepted Freud’s concepts of psychic

determinism and unconscious motivation, she did not accept the concept of
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libidinal drives. In its place, cultural and interpersonal factors were
considered the cause of neurosis. Harry Stack Sullivan insisted on formulating
his views on the data obtained by observing interactions of an individual with
others, with the therapist as a participant-observer. His “interpersonal”
methodology put emphasis on the social and cultural context in which
personality develops. Abram Kardiner and Erich Fromm, each in his own way,
focused on the relationship of man and society; they considered the character
of a person as being both developed and measured by how a person relates to

the world and its social institutions.

Although the above-noted pioneers laid the foundations for the cultural
school of psychoanalysis, each one also postulated “basic strivings,” “inner
drives” or “urges” to explain at least part of motivation. Bernard Robbins was
possibly the first analyst who did not accept the concept of innate drives. He
believed that man is not the blind product of forces either within or around

him, but that relationships are established between the person and the

outside world and are reciprocal in nature.

THEORY AND TECHNIQUE

The theory of Culturalist Therapy begins with a consideration of the
origins of the human being — with a study of evolution and cultural

anthropology. Anthropologist Hallowell noted that what anthropologists call
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“culture” is not instinctual but learned. It includes the transmission of learned
behavior through the symbolic means of language. A system of social
interaction was necessary for human evolution. This development could not
have taken place without the evolution of the human brain; with advancing
cortical development came the ability to use words as symbols for percepts
and concepts that are passed on from generation to generation. This ever-
accelerating ability to transmit knowledge produced a psychosocial evolution
that was thousands of times faster than anything that could have occurred

through ordinary biological evolution.

This would indicate that social existence is not only created by man but
also continually creates and develops man. This concept is the key to
Culturalist Therapy. What is required in therapy is to change the social
existence of patients so that they will experience more productive and
creative lives. Through new life experiences made possible by therapy, they
can be, as it were, “newly created.” The friend, the spouse, the family, the
community and the society form a continuum that must be considered for
possible change. Thus, the culturalist therapist, although working with
individuals, will emphasize family therapy, group therapy, and community

mental health programs.

The degree to which therapy can help an individual is limited by the

extent to which he can be helped to find a healthy social field for adequate
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functioning. The health of the social field, in turn, depends on the extent to
which healthy individuals are acting to bring about needed changes. The
relationship between social environment and the individual is truly

reciprocal.

APPLICATIONS

An example of a socio-cultural approach to therapy will best illustrate
its clinical application. A twenty-two-year-old woman was brought in by her
husband because of depression and anxiety. She complained that she was
depressed because of frequent episodes of panic during which she was
convinced she would die. She was a thin, taut, attractive young woman in
obvious panic, with a pulse rate of 144 and rapid breathing. She spoke in a
meek, thin, and whining voice and looked away from her husband. She was
the only daughter of religious European-born parents who, when she was
eighteen, arranged a marriage to a highly religious man. They had two

children.

The husband complained that his wife, previously a scrupulously clean,
orderly, and attentive housewife, had begun to sulk and to neglect the home
and the children. She gradually became more depressed and periodically

panic-stricken.

The patient was given a short-acting tranquilizer for a few days to
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reduce her panic, hyperventilation, and rapid heart rate. The therapeutic
encounter was a difficult one because of her reluctance to reveal her feelings
about her personal situation. After some period of confronting her with
evidence of her rage and the need to deal with it, she was able to confide her
sense of entrapment in a marriage to a man she doubted she loved, her sense
of having been placed in servitude, and a bitter resentment about being
deprived of an education and a career. The therapist proposed that she
continue to clarify the sources of her anger, and that she make moves to
correct her situation rather than “go on strike.” Her panic seemed due to her
feeling that she was losing everything. Her physical symptoms soon abated

but her depression persisted.

As the couple was seen together, she gained the courage to demand an
opportunity for education and for fewer religious strictures. The therapist
tried to help them come to some agreement on these issues and to develop a
more loving relationship. Both the husband’s and the wife’s parents (who
were also seen) did not believe that the wife needed a college education or
that she should take the time from her home responsibilities. Psychological
testing, done to assess her career potentials, revealed a passive, angry person
with an intelligence so superior that it almost reached the limits of the test.
Her husband finally agreed to her finishing high school and beginning college.
However, he soon felt threatened by her rapid progress and began to

disparage her. She gradually realized that she really didn’t love him and
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couldn’t continue to live with him. When she confronted him with this, he

became abusive and she had to flee to her parents’ home.

The patient required several years of weekly or intermittent therapy to
help her deal with her real frustrations and privations and to arrive at partial
and gradual solutions. She also required help from community support
systems and from her family. Therapy later focused on assertiveness training
so that she could deal with people in a full-voiced and firm manner without

being competitive or controlling.

The patient is now divorced, has finished college, and is a part-time
instructor in college while attending a graduate Ph.D. program. She is now
functioning constructively in a changed cultural milieu. She has been caring
for her children while she works and studies, and has been able to be
compassionate and helpful with her parents. It is interesting that they,
because of their specialized cultural values, mournfully view their daughter’s
present status as a failure. After her divorce her father became depressed and

also required therapy.

The therapeutic attempts for this family required close attention to and
manipulation of the socio-cultural institutions that had helped shape and
limit the lives of the family members. These include, to mention only a few,

the limited mobility of women in our culture and other conflicts intrinsic to
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the transcultural situation of this particular family.
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Dance Therapy

Penny Lewis Bernstein

DEFINITION

Dance Therapy is defined as the psychotherapeutic use of movement
toward the physical and psychic integration of the individual. It is viewed as a
holistic healing process that assumes there is a natural flow of energy existent
in all living entities. Disruptions of this flow, manifested by maladaptive
movement, posture, and breathing patterns, are seen as an indication of
conflict. Movement, a fundamental source of communication, is the primary
medium used for the understanding of somatopsychic dysfunction and the

facilitation of change.

HISTORY

Movement ritual has allowed man since the beginnings of civilization to
bridge the gap between himself and his universe. It has afforded a vehicle for
his expression and transmission of fear, sadness, anger, and ecstasy in his
quest for survival and the meaning of life. Dance was used for allaying feelings
of powerlessness and transmitting any potential anxiety into a creative

release that permitted man to feel that he did, in fact, have some control over
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his existence.

Twelfth-century Europe turned its back on this form of therapeutic
dance — a trend that continued until the beginnings of the twentieth century,
when Isadora Duncan emerged barefoot and emotive on the stages of the

West, and modern dance was born.

Therapy evolved gradually, with a firm foundation in the worlds of
ritual, modern dance, and psychology. Roots in the latter have stemmed more
directly from the concepts of Jung, Wilhelm Reich, and the ego psychologists
than from Freud. It was Mary Whitehouse, a California creative dance teacher,
who, after Jungian analysis, began to draw connections between the authentic
movement expressions of her students and the flow of symbolic unconscious
material being shared at the end of her classes. Her shift into the, at the time,

undelineated role of dance therapist was a gradual evolution.

In the East, private patients of some leading psychiatrists in a large
federal hospital, St. Elizabeth’s, were among those attending Marian Chace’s
dance classes. As the psychiatrists observed the effects of these classes on
their clients, they decided in 1942 to invite Chace to work with them, in the
drugless wards of St. Elizabeth’s. With highly honed creative and intuitive
processes, she engaged the most severely disturbed nonverbal individuals in

movement.
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Two other prime contributors to the development of Dance Therapy are
Trudi Schoop, who, with an improvisational developmental approach,
paralleled much of Chace’s work on the West Coast, and the followers of
Rudolf Laban. Laban devised a system of observation and notation of
movement entitled “effort-shape,” which focuses on how an individual moves.
The Dance Notation Bureau, founded in New York City by Irmgard Bartenieff,
provided a center where emerging dance therapists could learn a movement

language for evaluative, communicational, and testing purposes.

By 1964, a small number of dance therapists were ready to become a
professional body. With Chace as their president, seventy-three people
formed The American Dance Therapy Association the following year. The
association’s goals are to denote and promulgate professional standards and
to afford a vehicle for communication for isolated dance therapists. In 1972, a

registry was instituted to further delineate professionalism.

TECHNIQUE

The techniques vary with the frame of reference utilized. They will
therefore be discussed in relation to the most widely employed theoretical

approaches to the movement therapeutic process.

1. Chace Dance Therapy. An empathetic, synchronistic, being-with-
the-patient at his energy level characterizes the relationship
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of the Chace dance therapist. Music that reflects this energy
level is played, and a group approach is employed. With
reinforcement given through careful mirroring of movement
by the therapist, the repetitive rhythmic music, and the other
participants, the individual begins to trust the others and
risk expression through dance-movement. The therapist
picks up on and develops potential expressive gestures and
patterns into total body releases of the blocked emotions of
the group. Member interaction, breathing in service to the
developing emotion, as well as verbal associations are
encouraged. Expressive peeks of anger, sadness, fear, and joy
ebb and flow; times of sense awareness focus, nurturance
and verbal communications connect the experience to the
overall existence of the individual and group.

2. Jungian Dance Therapy. Here the dance therapist, with as few
suggestions as possible, creates an environment for the
client to enter into his unconscious through active
imagination. A bridge for primary-process authentic
movement is formed and seemingly simple gestural patterns
emerge. Repetition of these patterns are encouraged. These
movements frequently enlarge and encompass more of the
body. Breathing and sounds originate from the emotive
impetus. Often images imbued in mythological themes
develop as the client experiences in symbolic bodily form
what they mean to him. The dance therapist acts as witness
and guide, and facilitates a verbal discussion of the

experience in the light of analytic intuitive processes.

3. Developmental Dance-Movement Therapy. With a physiologic
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ego-psychology orientation, the dance therapist first
ascertains, through observation and interpretation of his
movement repertoire, the developmental level at which the
individual is functioning. Effort-shape as well as other
systems are utilized in this evaluatory process. The therapist
then creates an environment through the therapeutic
relationship and developmentally related movements. This
environment attempts to facilitate the organization and

integration of the conflictual areas.

4. Gestalt Movement Therapy. Body awareness and movement as
an experiment are the prime tools of the movement
therapist here. An understanding of the somatized conflicts
as viewed by Reich form the basis of conceptualizing the
bodily manifestation of unresolved Gestalts. Experiencing
the figures through dramatic bodily movement serves to
draw polarized conflictual patterns into contact and

resolution.

APPLICATIONS

Emphasis is placed on the specific choice of Dance Therapy for those
individuals who have not had success with other modes of psychotherapy.
Individuals who have benefited from Dance Therapy are: those who are on, or
have regressed to, a nonverbal level of functioning, such as with certain
autistic and psychotic patients; those who tend to somatize their conflicts,

such as clients with ulcers, migraines, low-back pain, tension, obesity,
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vaginismus, etc.; those who utilize intellectualization as a primary defense in
lieu of experiencing their existence and growth process; and those who have
both a functional and organic dysfunction such as a stroke, Parkinson’s

disease, or cerebral palsy, or a learning disabled individual with emotional

difficulties.

www.freepsychotherapybooks.org 328



Depth Therapy

Benzion J. Rapoport

DEFINITION

Depth Therapy is a new phenomenon (developed in the sixties and
seventies) which is based heavily on Otto Rank’s theory and technique. In the
initial stages of the psychoanalytic approach, the Freudian model (dating
from the 1890s to the present day) endeavored to keep the psychoanalyst as
neutral as possible so that the psychotherapeutic process of “making the
unconscious conscious” would not be interfered with by the contamination of
an outside personality. This, as is well-known, lends itself to a prolonged
process of intellectual discovery of the unconscious, leading to many years of

consistent therapeutic involvement, often on a daily basis.

HISTORY

Rank, in the 1920s and 1930s, became dissatisfied with this approach,
attacking not only the technique itself but some of the very basic Freudian
theoretical formulations (Oedipal complex, libido theory, etc.). He was in
essence the first to break through the length of the process and accelerate the

reaching of the unconscious. He claimed that he could help a person
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transform from a highly blocked, disturbed existence to a highly creative and
artistic way of life within a nine-month period (the time period being equal to
the time involved in the process of pregnancy), at which point the birth of the

self would take place.

With the introduction of this concept into psychoanalytic thought came
many new approaches and techniques. Among the more well-known are
Psychodrama, Gestalt theory (Fritz Perls), and many more psychoanalytically
based systems that deal more directly with the intrusion of the therapist’s
personality into the therapeutic process. As with Freudian theory, most of the
modern therapeutic systems have also been influenced by Rankian theory.

This is basically the case with Depth Therapy.

Otto Rank’s theories were largely disseminated in the United States at
the University of Pennsylvania’s School of Social Work. Depth Therapy
extends that theory somewhat by including more fully the idea that to be
totally alive one must be creatively involved in daily living, just as an artist is
involved in creating art. This includes freedom of choice, freedom of will, and
constant creativity. In Depth Therapy, which includes some aspects of Will
Therapy (Rank), the therapist’s personality, creative ability, and skill are
more fully integrated into the process of psychotherapy. Further, Depth
Therapy extends Rank’s “positive will” theory by including in it a method to

stimulate motivation through the positive will.
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Depth Therapy, or more accurately an intensive experiential interacting
with a therapist, is dynamically grounded in the overall psychoanalytic
framework, with a strong leaning toward a Rankian theoretical and technical
base. It accepts the premise that there is an intra-uterine psychobiological
influence that culminates in its impact in the birth process. The birth process
is probably the essence of a future ability to change (Rank, 1952). The
combination of the following factors seems to set the blueprint for a future
ability to grow and change: the sensitivity of the nervous system and the
impact of the intra-uterine existence suddenly erupting into a totally different
physical, emotional, and sensuous experience by exposure to a drastically
new environment. The severity of the change at birth, correlated with the
physiological sensitivity of the nervous system, could well be the basic
determinant of future adjustment to change, growth, and use of the “force of

life.”

As the infant develops, the other factors of parental (especially
maternal) influence, their sensitivity, reactive behavior, care, and, above all,
acceptance of the child as a separate being that is continuously developing,
create the all-important environment in which the newly forming self

becomes a uniquely creative, separate entity.

The end product of this growing child is an accomplished individual

who is creative in life, relationships, job, and society. This is the ultimate goal
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in achieving a full life. If the self is a uniquely creative entity, the taking in of
stimuli from the environment goes through a process of creativity within the
unique self. The result is constant vibrance, freshness, and consistent growth

into new horizons and experiences.

Within the spectrum of Rankian and psychoanalytic theories, we see
that in the vast majority of homes parents, in their reaching out for eternity
by remaining parents, fear the individuation of their child. When their child
becomes a unique being different from themselves, their job is done and they
are ready to be discarded by nature and die (this, of course, is their
unconscious conviction based, in part, on their own lack of a unique self). In
view of this death fear, the parents hold onto the child as an extension of
themselves and do not allow for individual expression. This causes the child
to grow into a shadow of the parent with severe guilt about his or her

uniqueness and drive toward unique creativity (Rank, 1935).

Yet the child cannot help but try, throughout childhood, to reach out
toward expression of the self. Guilt is increased, and being unique and
creative becomes a dangerous phenomenon. This, in turn, encourages the
child to be submissive, noninventive, guilt-ridden, and helpless. The child, and
later the adult, becomes filled with anger, depression, feelings of inadequacy,

and so on.
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Why don’t children take more of a risk and tear themselves away at an
early age to grow on their own? To an extent, some do: the artists, the
inventors, etc. Yet there is always the threat of death. If mother and father do
not approve, they will withdraw care, love, protection, food, and the child will
die. Therefore, the child, battling all the way, finally gives in as an adult,
enters into the “family of man,” and becomes a creature of dependence and a

conformist.

TECHNIQUE

The goal of Depth Therapy is to help the individual coming for help
diminish the conditioning of the self from all the defense mechanisms and

» o«

conditioned responses that are based on the concept of “right,” “wrong,”
“good,” and “bad.” The process helps expose the buried self to stimuli and
utilize the feeling aspects of our system rather than the intellectual aspects as

the basis for survival and creativity.

In attempting rediscovery of the feeling self, the environment in the
therapeutic milieu becomes one of womblike security and safety, later to
become a source of environmental acceptance. Finally, the therapeutic
relationship provides encouragement to the newfound self to separate the
real in the relationship from the distorted (transference) part. To accomplish

this final goal of separation, the process of therapy becomes the process of
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growth into a creative, separate self. All this, of course, cannot be totally
accomplished since contamination of conditioning is great by the time the
person seeking help comes into the office. Yet one can succeed in helping
individuals reach a level of functioning that is much more creative, satisfying,

and even exciting.

The therapeutic process is as follows:

The first stage is that of establishing an intense relationship with the
therapist. It is vital that, above all, the therapist must be talented beyond the
average in the ability to accept and even enjoy individual differences. In this
first stage, this acceptance of differences must only be hinted at. The goal of
the first stage is to help the individual enter into a symbolic, womblike
existence with the therapist (on an emotional level). This helps to motivate
the individual to enter, in future work, into the “dangerous” territory of

feelings that were never allowed before.

The second stage helps the individual to begin to get in touch with his or
her feelings. Within the safety of the newfound intensive relationship and the
therapist’s acceptance of the individual’s unique feelings, the person in

treatment becomes more accepting of his or her own feelings.

The third stage is the working through of the new experiences caused

by the new feelings, i.e, what to do with one’s feelings of rage, anger,
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frustration, love, hate, fear, sexuality, tenderness, and so on. In this stage, the
individual works through these feelings, with the therapist acting as a

representative of reality.

The final stage is one of separation, and it is extremely difficult both for
the individual seeking help and for the helper. Despite his or her professional
background, the separation is difficult for the therapist in this particular
approach, due to the intensity of the relationship that has existed for several
years. The pain and anxiety of separation are part of the process that engages
both the helper and helpee. Yet it is ultimately the helper who must involve
the individual coming for help in a process of separation and let go of the

newly alive person.

Due to the brevity of this paper, the more complex, intricate, and
complete explanation of the psychoanalytic and Rankian basis for this
therapeutic approach cannot be dealt with. Yet the reader surely notes the
relationship of the theory and process to the above-mentioned approaches.
One of the most significant differences between Depth Therapy and similar
approaches is that it emphasizes more fully the use of the therapist’s own
talent, capacity for intensity, appreciation of difference, and love of the

uniqueness of life.

APPLICATIONS
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Depth Therapy can be applied to most of the emotional and mental
disturbances that are listed in the psychiatric nomenclature. This is due to the
emphasis in this theory on the qualities of the therapist necessary to help the
patient grow (skill, talent, capacity for intensity, etc.) rather than the
diagnosis of the patient. The selection of the proper therapist for a particular
individual seeking help is vital, and this is where diagnosis of the patient is
important in order to match the individual with the personality of the

therapist.

As Depth Therapy has as its goal the effecting of major change in the
personality and life of the individual seeking help, it is more applicable to
ongoing individual psychotherapy of long duration rather than to crisis
intervention work. More recently, however, Depth Therapy techniques have

been applied with some success to short-term psychotherapy.
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Dialogue Psychotherapy

Maurice Friedman

DEFINITION

Dialogue Psychotherapy is that form of “meeting psychotherapy” in
which genuine dialogue — meaningful speech, experiencing the other side of
the relationship, confirmation of the other in his uniqueness and otherness —

is particularly stressed.

HISTORY

The most important historical base of Dialogue Psychotherapy is the
philosophy of dialogue expounded by Martin Buber, but it has been developed
further both theoretically and practically by: Swiss psychoanalyst Hans Triib,
American psychologist Carl R. Rogers, German psychiatrist Viktor von
Weizsacker, English family psychiatrist Ronald D. Laing, American
psychoanalyst Leslie H. Farber, Hungarian-American family psychiatrist Ivan
Boszormenyi-Nagy, and American philosopher Maurice Friedman — all of

whom, to one extent or another, were influenced by Buber.

Paradigmatic for the history of Dialogue Psychotherapy is Hans Trub,
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who went through a decade-long crisis in which he broke away from his
personal and doctrinal dependence on Jung in favor of the insights that arose
from his face-to-face meeting with Buber. In such unreserved interchange
Triib found it impossible to bring any concealed motive into the dialogue and
let it affect it. In his work with his patients, Triib became aware that his
consciousness invariably tended to become monological so that he allowed
his patient to be there for him only as a content of his own experience. But he
also found that he was forced out of this closed circle into genuine dialogue
with the patient when, despite his own will, he found himself confronting his
patient as human being to human being. These experiences taught him the
true role of the analyst as one who becomes responsible for those things that
have been lost to the consciousness of the patient and helps bring these
forgotten things into the light of relationship. It was not consciousness, as
Freud thought, but the outgoing to the other which revealed the secret

meaning of these “repressed contents of the unconscious.”

Viktor von Weizsacker’s “medical anthropology” points the way toward
a dialogue of question-and-answer between doctor and patient, without
which all information about function, drives, properties, and capacities is
falsified. This comradeship takes place through, not despite, technique and
rationalization just as long as there is a self-understood relation between
doctor and patient — an “inclusive,” or “comprehensive,” therapy in which

the therapist allows himself to be changed by the patient. Even the physical
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and psychic needs that cut the patient off are facts of relationship that can be
used to attain another level. The self-deification and self-degradation of the
psychotic arise from the fact that he has no Thou for his I; it is this that

produces cleavage of the self and the inner double.

TECHNIQUE

Guilt means a rupture of the dialogical relationship, an injury of the
common existential order, and as such must be repaired by again entering
into dialogue with that person or with the world. It is in the real guilt of the
person who has not responded to the legitimate claim and address of the
world that the possibility of transformation and healing lies; for the
repression of guilt and the neuroses that result from this repression are not
merely psychological phenomena but real events between men. The therapist
helps the patient become aware of himself in general, and of his responsibility
in particular, through playing the part both of confidant and big brother. He
gives the neurotic the understanding that the world has denied him and
makes it more and more possible for him to step out of his self-imprisonment
into a genuine relation with the analyst. To do this he must avoid both the
temptation of dealing with the patient as an object and the intimacy of a
private I-Thou relationship with him. The roots of the neurosis lie both in the
society’s rejection and nonconfirmation of the patient and in the patient’s

closing himself off from the world.
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Consequently, the analyst must change at some point from the consoler
to the person who puts before the patient the claim of the world. He must
help him resume that real dialogue with the community that can only take
place in the community itself. The patient becomes whole in order that he
may concern himself with the world and be at once responsible for himself
and in responsible relationship with his community. The therapist embodies
for the patient a loving inclination of the world that seeks to restore the
latter’s dispirited and mistrustful self to a new dialogical meeting with the
forces of nature and history. Equality of respect is attained not by the
insistence on a complete mutuality of situation, as Rogers maintains, but by
the recognition of the betweenness itself as the common concern that each of
them share and on which each of them work. Only this attitude enables the
therapist to answer both for the patient and for the world, to risk personal
commitment, even to the neurotic self-entanglement of the patient, and to

face with the patient the cure’s often unexpected completion.

In The Knowledge of Man (1965), Martin Buber sees the overcoming of
existential guilt as taking place through the three stages of illuminating that
guilt, persevering in that illumination, and repairing the injured order of
being by reentering the dialogue with the world. In exact parallel, Ivan Nagy
sees knowledge of the self and increased assertiveness as finding their places
in the context of the accounts of fairness and justice in close relationships.

One of the great opportunities of Nagy’s three-generational approach lies in
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the possibility of rehabilitating the member’s painful and shameful image of
his parents through helping the member understand the burdens laid on his

parents by their families of origin.

Nagy’s three-generational family therapy culminates in that reciprocal
justicing that rebalances the “merit ledger” between the generations. This can
be done only through listening to each member’s subjective construction of
his accountability to the rest of the family. Nagy’s touchstone of reality is not
functional efficiency but the intrinsic balances between hidden loyalty ties
and exploitations. This leads, in turn, to that “dialogue of touchstones”
(Friedman) in which each person’s point of view is confirmed precisely
through coming into dialogue with the opposing views of others. The goal of
Nagy’s family therapy is not the community of affinity, or like-mindedness,

but the “community of otherness” (Friedman).

In Touchstones of Reality (1972), 1 set forth the beginnings of a
psychotherapy based on a “dialogue of touchstones.” When two people really
touch each other as persons, this touching is not merely a sum of impacts: it is
a mutual revelation of lifestances. The real “dialogue of touchstones” means
that the therapist responds from where he is, including opposing the client, if
necessary, in order that the latter may experience the confirmation of coming
up against a person with a touchstone of his own. At the same time the

therapist can help the client escape the hopeless either/or of choosing
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between suppressing his own touchstones in favor of the language of others
or attempting a communication that will lead only to rejection and

nonconfirmation.

APPLICATIONS

The concept of reality-testing in Freudian psychology is a comparatively
mono-logical one in which the patient is either reality-bound or subject to
distortion. This means, as Ronald Laing has pointed out, that the psychiatrist
determines what is “normal” and invalidates the experience of the patient.
Buber’s and Nagy’s concept of the “just order of the human world,” in
contrast, is a dialogical one. However pathological it may be, the unique
experience of each of the persons in the family is itself of value: it enters into
the balance of merit and into that dialogical reality-testing that I call the
“dialogue of touchstones.” The scapegoater in the family can be looked upon
as needing help and the scapegoat as a potential helper; for the former is
taking an ever-heavier load of guilt on himself and the latter is accumulating

merit through being loaded on by others.

Leslie H. Farber has made an important application of Dialogue
Psychotherapy to the psychopathology of the will. Farber sees the origin of
willfulness as the desperate need for wholeness. When dialogue, which is the

proper setting for wholeness, eludes us, “we turn wildly to will, ready to grasp
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at any illusion of wholeness the will conjures up for our reassurance.” The
more dependent a person becomes on the illusion of wholeness, the less he is
able to experience true wholeness in dialogue. Willfulness is that addiction to
will in which the person attempts to make up for the absence of dialogue by

handling both sides of the no longer mutual situation.

Nagy’s dialogical intergenerational family therapy also has wide-
ranging applications. If the partners in marriage do not intuitively perceive
that two quite different family systems of merit are joined, each mate will
struggle to coerce the other to be accountable for those of one’s felt injustices
and accrued merit that come from his or her family of origin. By improving
their reciprocal loyalty with their families of origin, Nagy’'s family therapy
helps the married couple relate to each other and their children. Only
constructive repayment of indebtedness to the parents’ family of origin can
redress the injustice of the parentification of children. Only when the adults’
unmet dependency needs and unresolved negative loyalty ties are recognized
and worked through — wherever possible with the families of origin
themselves — can the family therapist help the children give up their

assumed adultlike roles.

In my concept of a “dialogue of touchstones,” I point to the real
possibility of a “community of otherness,” arising out of the context of

Dialogue Psychotherapy. Through the therapist’s genuine respect for the
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value of the client’s touchstones of reality, through his own greater
experience in struggling through to genuine dialogue, and through sharing his
own confusions and complexities, the therapist can help the client find his
way out of his isolation into that dialogue in which he can share what is

uniquely his own and bring it into a common reality.
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Direct Decision Therapy

Harold Greenwald

DEFINITION

Direct Decision Therapy is based on a synthesis of a number of
previously existing therapies, including Psychoanalysis, Individual
Psychology, Rational-Emotive Therapy, Behavior Modification — all within an
existential framework. It rests firmly on a philosophic foundation that is not

just a means of therapy but also a philosophy of life.

HISTORY

Direct Decision Therapy was first enunciated by myself, while teaching
at the University of Bergen in Norway and is therefore sometimes referred to
as the Bergen School. It was first established in 1970, and the first publication
was at the Spanish National Congress of Psychology, held at the University of
Madrid in 1970, followed by articles in Voices and The Journal of
Contemporary Psychotherapy. In 1974 it was published as a book, Direct
Decision Therapy. [ have given courses in this therapy not only in the United
States but also in other parts of the world; it made considerable headway in

Scandinavia. At the present time it is employed by a number of practitioners
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throughout the United States and has shown interesting growth in the brief

period that it has been in existence.

TECHNIQUE

The technique of Direct Decision Therapy is very clear-cut and can be

reduced to the following steps:

1. The patient or client is asked to state his problem as completely as
possible. In encouraging the statement of the problem the
patient is sometimes asked, “What goal do you have?”
because many decision therapists have found it more useful
to speak in terms of goal rather than problem. Here the
humanist bent of this approach is very clear.

2. An important and original part of Direct Decision Therapy is in this
step. The patient and therapist together examine the past
decisions that helped create the problems that prevent the
patient from reaching his goal. In discussing past decisions, it
is clear that the patient may not be aware of it. Therefore,
the therapist will help the patient become aware of his
decisions as they express themselves — in his activity,
attitudes, and philosophy of life.

3.Another innovative step in Direct Decision Therapy is the
examination of the payoffs for the decisions that are behind
the problem. These payoffs may be positive — such as
gaining attention or experiencing feelings of superiority —

or they may be the negative payoff of avoiding anxiety.
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4. The question is then asked, “What is the context within which this
decision was originally made?” Direct Decision therapists
believe that all decisions, when first made, had validity to the
person making them; even though they may no longer be
functional, they were once very important to the psychic
economy of the individual.

5. The patient is then invited to examine what options or alternatives
he has, in order that he may function in a way other than that
based on his past decision. For example, many clients suffer
from a decision of perfectionism in which they try to do
everything as well as they possibly can. This may have been
important for them in their early functioning because this
was the only way they felt they could survive within their
own family. When they are asked to examine the options,
some will see that they no longer need such perfectionist
demands. They can accept their human limitations and,
while still trying to do well, will not attack themselves for
not doing as well as they might like to do. Their new option
or new decision may then be that they will try to do as well
as they can, but will still accept the possibility of not fulfilling
their own exalted demands on themselves.

6. A new decision is made and the client is helped to carry through
this new decision. A great deal of the emphasis in therapy
frequently requires help in carrying through this new
decision. Take the example of someone who had decided to
withdraw from the world because he found it too anxiety
provoking, but now makes a decision to be more assertive, to
enter into both social and intellectual relationships. The
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therapist may help him develop, through practice and
homework, a series of aids, and self-administered rewards in
carrying through this new decision. It is also made clear that
many of these decisions have to be made over and over
again. If, for example, the individual who makes a decision to
lose weight does not put it into practice, it is considered only
a wish. It becomes a decision only when it is put into
practice, and the client is helped to see that the decision
must be made over and over again every time the individual
sits down to eat. He also is helped to see that just because he
fails once in not carrying out this decision to limit his weight,
it does not mean that he has to give up the entire procedure
of dieting; he can return and try to carry out the decision in
the future.

APPLICATIONS

The applications of Direct Decision Therapy are many and varied. In
addition to its use in individual therapy, it is also widely applied in group
therapy and especially in family therapy, where family decisions are
examined. Families often have decided, for example, that one member of the
family is the disturbed one. The family is helped to understand the payoffs for
this kind of decision — what it arose from and what alternative decisions may
be made by the family as a whole. The practice of making family decisions has
been found to be a very useful way of increasing family cohesiveness. But in

addition to the field of therapy, the approach has also found acceptance in
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educational organizations. | am invited to speak to educational organizations
as frequently as to psychotherapy organizations, since it is quite clear that a
major problem many young people have is that they haven’t made the
decision to learn — or they have made the decision not to learn. Other
applications are to industry, because industrial management and government
workers find that the art of decision-making is crucial to their role in

management.
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Direct Psychoanalysis

John N. Rosen

DEFINITION

Direct Psychoanalysis is a method of treatment for the emotionally
disturbed. It utilizes the insights and dynamics established by Freud and his
co-workers, but modifies them in an effort to enhance their therapeutic value
with a greater emphasis on treatment rather than investigation. It proffers
that the manifest content of the illness is analogous to the cry of a baby, which
indicates that something is wrong. With a baby, if the disturbance is
corrected, the cry stops and the baby regains peace of mind. With the sick
patient, if the disturbance is corrected, the symptoms stop. If the mother
simply observes the crying baby — for instance, the loudness of the cry, the
redness of the baby’s face, the writhings of the baby’s body, etc. — it might be
excellent research, but would hardly stop the baby’s crying. On the other
hand, if the mother discovers the reason for the crying and does what has to
be done about it, the crying will stop. In order to listen in a meaningful way, a
special kind of knowledge is required. A direct psychoanalyst can discover the

reasons for the disturbance.

HISTORY
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Direct Psychoanalysis began in 1939 with my personal analysis. From
my world of internal medicine and pathology my attention was increasingly
directed toward psychosomatic medicine, and finally to full-time work in a
state hospital and the world of deep psychosis. There I was taught shock
treatment and drugs, which were ineffectual and cruel. I heard about a patient
with acute catatonic excitement who died and was about to be autopsied. I
went to the morgue where the autopsy was performed and was astonished to
discover that there was no anatomic cause of death. Death came about from
the agonies in the patient’s mind. It was said there were other such patients in
the hospital that it was just a question of time before they died, and that
nothing could be done about it. I went to the wards where these patients were
kept and I was surprised to find that they were not out of contact in the sense
that I could understand what they said. I treated these patients and they did
not die, but recovered. From this initial discovery, that what a patient said
made a certain kind of sense, [ began to listen over the decades to hundreds of
patients and almost invariably I was able to understand the peculiar language
of the neurotic and the psychotic. To this body of knowledge, both theoretic
and clinical, Paul Federn gave the name Direct Psychoanalysis in order to
distinguish it from orthodox and indirect psychoanalysis. Freud said that
since the psychosis is like a dream and since we awaken in the morning from
a dream, it was his hope that one day a method would be discovered that

would awaken the psychotic from his relentless nightmare. Many colleagues
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report that Direct Psychoanalysis offers the possibility of doing just that.

TECHNIQUE

There are many different techniques involved in treatment by Direct
Psychoanalysis, in large measure they depend on the nature of the case and
the varying skills and personalities of different therapists. Since no teaching
institution has been able to give us a consistent model for physicians or
patients, the Direct Psychoanalytic Institute has abandoned this effort and
devotes its attention to those areas where we can standardize and categorize

the areas of similarity.

First and foremost, we agree that a hospital is the least desirable place
to treat a patient. In this situation, the number of patients, the inexperience of
the personnel, and the jealousies and frustrations that are aroused by the
attention any given individual gets make therapy exceedingly complicated.
Ideally, the place for treatment should be arranged in the best interest of the
individual patient. The way my colleagues and I did it during research on
Direct Psychoanalysis at Temple University Medical School in the late 1960s
was to obtain three row houses, which were then staffed with psychologically
trained personnel. There should be three such helpers: one, a woman who
acts as the foster mother; the other two should be males, because protection

is required both for the patient and the community at large.
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There are daily sessions with the therapist in the presence of those
responsible for the operation of the treatment unit. This consists of what we
call the therapeutic dialogue, where the therapist listens, observes, and
uncovers the meaning of what is said and done — usually a crumb at a time,
until as much of the whole as possible becomes visible. Over the balance of
the twenty-four-hour day, the assistant therapists continue along the lines
that the therapist has established so that treatment becomes a continuous
process. Here, like the baby we referred to in the beginning, we find that the
psychotic has regressed to the earliest infantile levels. This might include
such behavior as soiling, wetting, or the inability to feed or clothe himself.

Like a baby, the patient must be cared for day and night.

The therapeutic dialogue uncovers the fact that transference (where the
client shifts feelings about a significant person to the therapist) and intense
resistance will dominate the scene. This, as in conventional analysis, follows
the understanding of repetition compulsion. If these are successfully
managed, the patient develops a childlike dependence on the therapist and at
this positive phase of therapy, education and discipline can begin to be

achieved.

Termination takes place automatically when and if the patient regains
normal judgment. The family, the patient, and the therapist agree that the

patient can be returned to society at large. Since one cannot be sure that the
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end point has really been achieved, it is understood that if the patient exhibits
unusual behavior, he should either visit the therapist on an outpatient basis

or, if necessary, return to the treatment unit.

APPLICATIONS

We have found this method of therapy most useful with people
classified as psychotic. It is especially useful in depressives who have already
made a suicidal attempt or where the possibility of suicide is present.
Obviously, as a precaution, the patient must be guarded twenty-four hours a
day or he may very well be lost. The treatment unit is best suited for this

protection.

Direct Psychoanalysis can do nothing for a patient who has been
lobotomized. The more a patient has been subjected to shock therapy or, to a
lesser degree, drug therapy and hospitalization, the more guarded the
prognosis becomes. Neurotic patients, particularly those with anxiety
hysteria, are the easiest to treat. We have found that hysterics, agoraphobics,
claustrophobics, and various forms of psychosomatic fixations are sometimes

quickly resolved.
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Directive Psychotherapy

Frederick C. Thome

DEFINITION

The terms “direct” and “directive” have meanings that have not always
been differentiated. Direct Psychotherapy involves dealing directly with the
client without any intervening variables. It implies using the simplest, most
straightforward approach in dealing with problems. Directive Psychotherapy
involves directing, guiding, influencing, or establishing requirements of the
client along lines authoritatively set by the therapist. The therapist may

introduce ideas, attitudes, or contents not previously expressed by the client.

Operationally, the therapist manages the process of psychological case
handling according to a therapist-directed plan. Therapist-centered and
client-centered methods lie at opposite ends of a continuum represented by

maximum versus minimum therapist management of case handling.

HISTORY

Prior to the introduction of client-centered methods of counseling and

psychotherapy in 1942 by Carl Rogers, little attention had been directed to
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the degree of authoritarian control, directiveness, regulation, and
manipulation exerted by the therapist in the case-handling process. Coming at
a time during World War II, when public demands for the treatment of mental
disorders and psychological problems were greatly expanded, Rogerian
nondirective methods received widespread acceptance, particularly among
psychologists, because they had an appealing underlying theoretical
rationale; they emphasized the client’s feelings and emotions, dealt with
immediate problems, and were easy to learn and apply. During the
emergency of World War I, Rogers proposed training courses in nondirective

methods lasting only three weeks.

In 1944 I had become critical of the expansive claims being made for
nondirective therapy, which many at that time seemed to regard as a
universal panacea for all problems and ills. Accordingly, I published a series
of papers in the Journal of Clinical Psychology (1945-1950) under the title
“Directive Psychotherapy,” which presented operational analysis of the
methodology of the principal methods of psychological case handling. In
1948, 1 outlined the principles and theory of directive methods, but indicated
that the differentiation between directive and nondirective was only an
arbitrary classification along one dimension. I renounced any implication that
directive methods constituted a school of psychotherapy or that I regarded
myself as a directive therapist in Principles of Personality Counseling (1950),

which advocated an eclectic approach. I applied the “law of parsimony” in
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Psychological Case Handling (1968), which insisted that clinicians were more
aptly designated as case handlers until positive therapeutic results actually
could be objectively demonstrated. All case handling is regarded as directive
management since even the decision to be nondirective involves minimal

management.

Most general textbooks of psychotherapy consist largely of descriptions
of direct(ive) methods. Jurjevich (1973) edited a two-volume handbook of
case handling methods describing variations of direct therapy. This book may

be regarded as a source book of direct and directive principles.

TECHNIQUE

Since every positive clinical decision and case-handling action dealing
direct or directively with the client involves management, it follows that all
methods involve some degree of therapist-centered activity. All the methods
described in Jurjevicb’s handbook may be classified on a continuum according
to the level of authoritarian case handling. Only an operational analysis of
specific case-handling methods can reveal what the therapist is actually

doing, as opposed to what he claims to be doing.

The general rule appears to be that the case handler should operate
nondirectively during early phases of treatment and should continue as long

as the client is making progress in expressing himself, in recognizing problem
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areas, in developing curative insights, and in learning to cope better with life.
Directiveness tends to be indicated when the client has no insight into
problems, is unable to communicate with the case handler, has insufficient
information to solve problems, or is blocked and inhibited in relation to
conflict resolution. In general, the case handler does for the client what the

client is unable to do alone.

The case handler needs to be aware of when directiveness is indicated
and when it is not, as well as the dangers of over- or under-directiveness. If
the case handler is too therapist-centered, there may be complete failure to
understand and influence the client. If the case handler is too nondirective,
the therapeutic process may never uncover or deal with the client’s real

problems.

APPLICATIONS

In general, nondirectiveness works best with highly intelligent and
motivated clients who have the resources to solve problems with minimal
case-handler management. Directiveness is most clearly indicated where the

client does not have the resources to solve problems or is unmotivated or

blocked.
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Drama Therapy

David R. Johnson

DEFINITION

Drama Therapy can be defined as the intentional use of creative drama
toward the psychotherapeutic goals of symptom relief, emotional and
physical integration, and personal growth. Drama Therapy, like the other
creative arts therapies (art, music, and dance therapies), is the application of
a creative medium to psychotherapy. Specifically, Drama Therapy refers to
those activities in which there is an established, therapeutic understanding or
contract between client and therapist, and where the therapeutic goals are
primary, not incidental, to the ongoing activity. Thus, creative drama in a
strictly educational setting, for example, though probably helpful to the

participants, should be differentiated from Drama Therapy.

Broadly defined, Drama Therapy includes any psychotherapeutic use of
role playing, such as ]. L. Moreno’s psychodrama. In its more narrow usage,
however, the term Drama Therapy refers to those approaches that stress the
appreciation of creative drama as a medium for self-expression and playful
group interaction, and which base their techniques on improvisation and

theater games.
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HISTORY

For centuries, creative drama and role-playing have been used in both
primitive and advanced cultures as a cathartic and psychotherapeutic tool. In
this century, role-playing techniques have been developed by ]. L. Moreno
(psychodrama), Fritz Perls (Gestalt), Albert Pesso (psychomotor), encounter

group leaders, and several behavior therapists.

Drama Therapy, as the specific use of creative drama in psychotherapy,
has more recently been developed by practitioners initially trained in the
dramatic arts who have applied improvisational techniques to clinical
populations in hospital settings. Foremost among these are John Hudson
(England), Gertrud Schattner (New York), Susan Jennings (England), and
Eleanor Irwin (Pittsburgh). Many of these were greatly influenced by the
work of Peter Slade and Brian Way in child drama, and Viola Spolin in

improvisational techniques.

At the present time, a national association is in the formative stage,
which will lead to the establishment of standards for the training and practice
of drama therapists, a critical step in the development of Drama Therapy as

an independent profession.

TECHNIQUE
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At the heart of the drama therapist’'s technique is the use of
improvisation and spontaneous role playing as a means of encouraging self-
expression in the individual. The therapist aims to create a supportive “free
play” environment in which the individual’s feelings and thoughts become
reflected in the improvised roles. The therapist usually participates with the
group members in the activities, and serves as a relatively nondirective
facilitator of the group “play.” His interventions (either verbal or nonverbal)
are always focused on the processes within the group or individual that are
inhibiting free expression, and not on the quality of the individual’s
performance in the role playing. Drama therapists strive for a flexible and
multifaceted use of their medium, devising specific structures appropriate to
the situation as it emerges in the therapeutic process. Depending upon the
type of population involved and the specific goals of the therapy, a wide
variety of techniques are used to encourage the individual’'s growth and

insight.

One set of techniques in Drama Therapy is oriented toward the goal of
developing interpersonal relationships and group values. For most people,
and especially for severely disturbed patients, forming a group is an
exceptionally difficult and threatening task. The utilization of creative drama
and movement has been found both to engage people who are hesitant to join
groups and to encourage group formation in general. The focus of Drama

Therapy is not usually on the relationships that members have had in the past
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or with people outside of the group, but rather on the development of
interpersonal relationships within the group itself. The group’s activities,
being relatively unstructured, encourage each individual’s interpersonal style
to emerge and his problems with others or the group to be expressed. The
therapist’s goal is to help the group develop methods of examining these
problems as they arise. While this may take the form of group discussion,

problems usually are explored further in the role playing itself.

A second major focus is on stimulating the individual’s creativity and
spontaneity. Here, the therapist’s interventions are directed at the
disruptions in the spontaneous play of the group. Anxieties within individuals
and conflicts between members inevitably arise and interfere with the
ongoing flow of the session and with the spontaneity of the members. For
example, the play may become blocked and repetitive (known as an
“impasse”), may break down entirely, or may actually become confused with
reality. These inhibitions in the role-playing are quite vivid to both patient
and therapist, and can serve as diagnostic indicators of the individual’s

specific difficulties.

Another basic technique in Drama Therapy might be described as “role
analysis.” In improvisational role-playing, one’s role is intimately connected
to one’s real self, as there is no script to give it any other content. Over the

course of a Drama Therapy experience, recurring patterns of behavior
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emerge in the role-playing of each individual, which are, as it were,
crystallized versions of his basic interpersonal stances. The person often feels
powerless to change them, even though they dissatisfy him. The therapist can
help the individual become aware of these patterns, and then to examine the
reasons why he continues to choose them. Drama Therapy attempts to
increase the individual’s self-control by providing him with the opportunity

and group support to experiment with other, more satisfying roles.

Drama therapists may use a variety of props or costumes, and may
emphasize movement, mime, or artwork. Many also use scripts and even
produce plays with their clients, though in these cases, too, their goal is to
examine the process that develops between the individual and his assigned

roles.

APPLICATIONS

Drama Therapy is currently used in the treatment of both groups and
individuals, children and adults, in hospitals, mental-health clinics, prisons,
and schools. It has been found to be effective with psychiatric patients of all
diagnoses, alcohol and drug abusers, the handicapped, and the elderly. Drama
Therapy shares the advantages of art and dance therapies in being able to
reach more severely disturbed or handicapped populations, which are less

available to insight-oriented verbal psychotherapy. Creative drama is a
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symbolic medium that allows people who have difficulty with verbalization to
express themselves. Yet the verbal and complex role-playing aspects of
Drama Therapy have also been utilized to engage highly intellectual and

verbal patients who are more fearful of nonverbal means of self-expression.

Drama Therapy is also being increasingly appreciated for its diagnostic
applications, both as a powerful projective device and as an indicator of the

individual’s cognitive style and personality organization.
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The Use of Dreams in Couples’ Group Therapy

Renee Nell

DEFINITION

Dreams deal with the unconscious dynamics underlying the manifest
problem the patient brings to the group. While confrontations based on
conscious material are often met with denial and aggression, confrontations

involving one’s own dreams are much easier to accept.

HISTORY

The use of dreams in individual psychotherapy has become a standard
procedure of many therapists, but only a few use dreams in couple
counseling. And the number of therapists taking advantage of dreams in

group therapy for couples is even smaller.

TECHNIQUE

Jung’s technique of interpreting dreams on the subjective level is of
great advantage in couple counseling. For example, Margaret, a married
woman who had been in group therapy for several months with her husband,

recounted a dream: “I am in the living room with my husband. He is painting
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something black. I tell him not to paint furniture in the living room, but
stubbornly he continues. I am beside myself and scream that he never wants
to listen to me and that he is always stubborn.” Margaret gave the obvious

interpretation: “Dennis never listens to me.” Dennis, of course, denied this.

Every person not acquainted with dream interpretation has a tendency,
just like this dreamer, to interpret the dream on the objective level only. By
objective level, Jung means that we find out if the real Dennis is as stubborn
as he is in the dream. On the objective level, the black paint is simply taken as
black paint. More helpful, though much more confronting, is the
interpretation of the dream on the subjective level. It means that every part of
the dream, be it a person or just paint, is symbolic of a part of the dreamer’s

personality.

APPLICATIONS

For Margaret it is, of course, much more important, though more
unpleasant, to find out that the stubborn Dennis is a symbol of her own
stubbornness; that she is, so to speak, “married” to this stubbornness. The
group reminded her how often they had accused her of “painting things too
black.” Then she admitted that the night preceding the dream she had been
arguing with Dennis about his wish to accept a job in another town; she had

painted life in that town in the blackest colors. This was irritating to Dennis
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and one of the causes of marital strife.

The dream always brings hidden and often negative material to the
surface. Therefore, the dreamer at first resists understanding the meaning of
the dream. He needs the help of one or several people to interpret it and help
him accept it. Often, people are embarrassed to admit, even to themselves,

what their fears are. Here, too, the dream can help.

George had a dream reflecting his reaction to an upcoming party: “I was
in a lovely, sunny meadow. I was afraid of wild beasts that might be lurking in
the high grass and, therefore, took refuge in a stone tower.” When it came to
meeting people, George often felt as he did in the dream He had often been
reproached by his wife for “withdrawing into an ivory tower” at such times.
Once George had brought his anxieties to his peers, he felt closer to them,
especially since he found out that they were not “wild beasts lurking in the

grass.”

Dreams are also helpful in the discussion of sexual problems. For
example, Tom was such a hard-working young scientist that his zeal had
gotten him into trouble with his young wife, who complained about his
working too much. Tom reported this dream: “A vital young nature girl led me
to a romantic old European town. We were very much in love and were hiding

out in a castle. We made love and were very happy. When the time came to

The Psychotherapy Guidebook 367



leave, the girl stepped from the window and flew around, beckoning me to
follow. I did, and both of us now flew together over a charmed landscape. I

woke up in an elated, happy mood.”

As usual, the group at first got involved with the manifest content of the
dream, guessing whether the dream suggested an affair with his lab assistant,

Beth, an attractive young nature girl. But this was not what the dream meant.

In further group interaction, Tom explained that Beth, in spite of her
heavy work, did all the outdoor things he had done in his youth with girls of
her type. “I don’t want to marry such a girl. I just wish I hadn’t stopped
mountain climbing myself. If I could now climb for even just a couple of hours,
I would really feel as if I could fly.” The therapist suggested a contract
between him, the group, and his wife, in which he obliged himself to get back
into nature at least every second weekend. His wife was very happy that the
group had achieved for Tom what she hadn’t been able to. The group
members realized that it would really have been a fatal mistake for Tom to
have asked for a divorce in order to marry an outdoor girl, or to go to bed
with Beth. In each case, it became obvious to the group that dreams of love or
hate were not meant for acting out. The goal was working out the inner

problem the dreams point to.

In summary, there are many advantages to using dreams in couples’
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group therapy. Unconscious material comes quickly to the surface, providing
additional guideposts in diagnosis and prognosis, and reflecting the
developmental stages in the group process. Dreams allow for a rapid
comprehension of the dynamics underlying the particular conscious problem
and they help to clarify the characteristic behavior and anxieties of particular
psychological types, such as the introvert, George. Last, they provide a valid

appraisal of readiness to terminate.

I want to avoid the impression that interpretation of dreams is used
exclusively in couples’ groups. The methods of group interaction used are
those most group therapists would apply: staying in the here and now,
replacing accusations by working through and invoking feeling responses.
Dreams should not be looked upon as a cure-all but should be respected as an

additional tool for the profession.
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Senoi Dream Group Therapy

Eric Greenleaf

DEFINITION

Senoi Dream Group Therapy organizes the experience and telling of
dreams within natural and therapeutic social groups according to several
simple rules of conduct. The rules emphasize conduct within dreams and
between dreamers in waking life to achieve the integration of dreamed
private experience with waking interpersonal actions. Adequate action
toward oneself and others is held more important than is adequate

understanding of dream imagery.

HISTORY

Senoi Dream Group Therapy was initially based on Stewart’s (1951,
1953) discovery of systems of dream use among the Senoi people of Malaya.
In 1969, I began utilizing the principles of the Senoi dream work, first in
classes on dreaming, then as leader and member of dream groups (Greenleaf,
1973). Several students of mine and psychologists have since initiated dream
therapies based on Senoi or other ancient approaches to dreaming and to life.

Many techniques in psychotherapy have long been in the public domain in
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one form or another, but they are “rediscovered” from time to time and put to

use in modern life.

TECHNIQUE

First and most important: tell your dreams. Tell them to your mate; tell
them to your children; tell them to the people who appear in your dreams.
This can be done at home, at work, at school. Second, listen to the dreams of
the people you live and work with. Third, continue unfinished dreams, either
the next night, or in waking daydreams, or active imagination (dreams

continued in the presence of a sympathetic guide or friend).

Dreams are most often interrupted by fear. It's crucial to continue the
dream to a successful conclusion. So, if you dream of falling, continue the
dream to see where you fall. If you dream of a contest or battle, carry the fight
through with the aid of friends summoned in the dream. If you dream of love,

carry the lovemaking through in the dream until the partners are satisfied.

The Senoi suggest ways of dealing with the most common emotions in
dreams. Fear: call on your allies and friends to help you. Continue to fly, or
travel in the dream. Anger: fight monsters until you subdue them, then they
will become allies in your later dreams. Also, give a gift in waking life to those
you've injured in your dreams. Request a gift in waking life of those who’ve

injured you in dreams. Lust: within the dream, make love with whomever you
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choose. In waking life, if the dream lover is available to you, court him or her.
Curiosity: explore, investigate, pursue the dream. In waking life, test the

discoveries and plans made in dreams to see if they work out.

Besides these principles, the Senoi suggest ways of dealing with
important figures encountered in dreams, those majestic, or frightening or
helpful images that visit us: the “archetypes,” or common figures of human
emotion and thought, which C. G. Jung has described (1952). In daydreams, or
in nightly dreaming, we're advised to talk and to strike a bargain with these
figures. Inquire what they wish of us, and then, if we agree wholeheartedly to
give to them (love, attention, activity of some kind), we find that they will
guide us in future dreams and in our waking lives. Often, the shadowy side or
monstrous aspect of our own selves appears to us in dreams as frightening.
By incorporating this side of ourselves, we grow less afraid and more whole

(Greenleaf, 1975). An example:

GUIDE: What did you dream?

DREAMER: The image of a grotesque face: jowls, fat lips, a stubbly beard. His
mouth always moving, angry, hostile.

GUIDE: Wrestle him to the ground and see how he can help you.

DREAMER: He says, “Death” to me, defiantly. Then [ wrestle him. He says, “Live, or
I'll spit in your eye.”

GUIDE: Ask him how you can be of help to him.
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DREAMER: He says, “Cuddle me and love me.” He’s awful, but I do it. He’s not so
grotesque anymore.

APPLICATIONS

Methods of dealing with dream imagery during dreaming, or in waking
imagination, are practiced in all forms of psychotherapy (Greenleaf, 1977).
Indeed, all forms of human interaction use the sort of methods we think of as
therapeutic, from calming a child after a nightmare to rousing the passions of
athletes before a contest. Mental rehearsal and mental problem solving utilize
these techniques. The Senoi sense that we may share our fearful and curious
dreams, gain strength from our families, friends, and communities, and pit
human love against the fearsome demons of the night. This makes all the
difference between using the wonders of the private images of life and hiding
from them in fear and bitterness. Senoi Dream Group Therapy is an attempt

to use the communal sense to relieve this fearful isolation.

Some of the application of dream principles comes from the
spontaneous good sense of people confronted with challenge. The therapeutic
application of dream principles is necessary only when fear or violence
overcome the heart. The first two dreams of my three-year-old son show the

deep-sources of the Senoi principles:

“I dreamed me and my friend are outside and we hit the monsters with
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baseball bats and knock them down dead.”

Then, several nights later: “I dreamed of the deer jumping through each

other’s horns and I riding one. And [, swimming with the ducks in the water.
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Eclectic Psychotherapy

Frederick C. Thome

DEFINITION

An eclectic, in psychotherapeutic terms, is one who selects what is valid
or useful from all available theories, methods, and practices. The eclectic
approach rejects adherence to any one school or system and instead utilizes
what is most valid or relevant from the whole therapeutic spectrum. It is
composed of contributions from many different sources, used according to

whether they are valid, applicable, and indicated.

HISTORY

Prior to the advent of basic science, there were countless schools and
systems of theory and practice based on the teachings of some authority. For
example, in clinical medicine, before the advent of scientifically oriented
medical centers such as the Mayo Clinic (1880) and standardized medical
school curricula such as that developed by Sir William Osier at Johns Hopkins
(1894), there were about four hundred proprietary medical schools in the
United States. These medical schools had no standardized curricula, few

validated methods, and were operated by self-anointed medical “authorities.”
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In 1912, the American Medical Association authorized the Flexner Report,
which investigated the qualifications of the four hundred medical schools. As
a result, three hundred and twenty were disbanded and the remaining eighty
schools adhered to standardized basic science curricula. An eclectic approach
was introduced for training and practice that has remained in operation to

the present.

In scientific psychology, Robert S. Woodworth of Columbia University
was the first to introduce the eclectic viewpoint during the 1930s — a time
when there were literally as many schools and systems of psychology as there
were psychologists. In academic psychology, large textbooks were written on
systematic psychology, presenting theoretical discussions of everything from
Adlerian Individual Psychology to Zen Buddhism. Modern theoretical
psychology is still a morass of competing systems, models, vocabularies,

jargons, interpretations, and personal idiosyncrasies.

I (1950) was among the first clinicians to adopt a thoroughgoing eclectic
approach by analyzing all available methods of psychotherapy operationally,
listing what was known about the advisability of their use (indications and
contraindications) with different conditions and selecting what was most
valid and useful from all available methods. From 1950 to date, I have
advocated eclecticism at every possible opportunity. A trend toward

eclecticism seems to be indicated by the fact that in 1950 none of the
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members of Division 12 of the American Psychological Association classified
themselves as eclectics, while by 1975 over 50 percent of the members were

identifying themselves as such.

The trends in clinical psychiatry are less clear. Grinker (1970) for some
years has been a leading proponent of eclecticism in psychiatry. However,
theoretical psychiatry since World War II has been very heavily influenced by
psychoanalysis and a variety of social psychiatries, such as Eric Berne’s
Games People Play, encounter and transaction analysis therapies, and
Adlerian Individual Psychology. Also, the validity of current professional
psychiatry has been questioned by the contentions of Thomas Szasz, which
state that mental illness is a myth or is, at least, often caused by traditional
psychiatric methods. The application of eclectic methods to clinical
psychology and clinical psychiatry is long overdue, if methods are to be

standardized and validated objectively.

TECHNIQUE

In summary, eclecticism is an approach rather than any one single
system or method. Operationally, the eclectic studies all available methods,
familiarizes himself with their nature, learns their indications and
contraindications in relation to specific problems or pathologies, and then

attempts to apply them using the best clinical judgment possible. Eclecticism
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places a huge responsibility on the clinician to keep up with current scientific

knowledge in order to know everything possible about all available methods.

Eclecticism is based on the postulate that individual cases require
individually prescribed treatment methods. There is no one therapeutic
system that is effective for all clinical conditions. Each method of counseling
and psychotherapy has its own specific nature, its own specific methods, and

its own specific applications.

Eclecticism has been attacked on the grounds that it has no logical
theoretical rationale, that it is only a hodgepodge of methods idiosyncratically
applied, and that it is too difficult to learn and apply validly. I (1973) have
rebutted these criticisms at length, arguing that the medical profession has
been utilizing the eclectic approach for over seventy-five years, until it is now
an unquestioned standard practice. Psychotherapy has suffered because
neither basic-science clinical psychology nor clinical psychiatry has adopted

eclecticism systematically.

The eclectic approach in the United States has been gaining acceptance
quietly but steadily. Eclecticism has never stimulated the enthusiasm
attached to many schools or therapy systems, since it is more difficult to
master. However, I believe that if a novice wishes to ever become a master

clinician, he must adopt eclecticism, since no psychotherapy has a universal
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application.

The most important overall influence of eclecticism on the theory and
practice of psychotherapy has been to enlarge the spectrum of clinical
therapies, encouraging the clinician to become familiar and competent with
all available methods, and discouraging cultism, involving undue reliance on
any one method. As clinical knowledge accumulates on new methods,
clinicians in general will become better balanced and more competent. One of
the best examples of how a once-popular method was whittled down to size is
psychoanalysis, which was once the method of choice but is now indicated

only with limited clinical conditions.
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Eidetic Therapy

Akhter Ahsen

DEFINITION

Eidetic Therapy is a system of mental growth and treatment through the
eidetic image, which is an inner psychical visual image of unusual vividness,
with therapeutic potential. When surfaced, the eidetic is seen clearly in the
mind as a movie image, and this inner “seeing” is accompanied by a profound
transformation of consciousness. Since the eidetic has the special qualities of
conducting healthful orientation and of remaining sensuous and constant,
concentration on this transforming mental image brings fast results. Through
conscious access to the healthful image, the individual learns a new
experiential basis for change of emotional perspectives. The eidetic is a
universal capacity for new experience but remains latent unless activated

through special eidetic awareness techniques.

HISTORY

Rooted historically in the German school of the twenties and developed
clinically in the fifties by myself, Akhter Ahsen, Eidetic Therapy was first

described in 1965 in my book Eidetic Psychotherapy: A Short Introduction.
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This was followed by three more books, the last to appear being Psycheye:

Self-Analytic Consciousness in 1977.

TECHNIQUE

Eidetic Therapy aims at personal involvement in the demonstration and
analysis of experience. The technique demands that each aspect of the eidetic
picture selected from a level of experience be looked at repeatedly through a
centered projection — a process different from hurried thinking, which
usually superimposes a false movement on the original structures. Through
repeated focal attention on eidetics, the natural order of experience slowly
surfaces and reinstates, resulting in transformation of consciousness. The
demonstrative eidetic maneuvers remove confusion, apprehensions,
misconceptions, and false notions from the mental process. A broad spectrum
of eidetic analyses has revealed that initially many individuals view their
developmental history in reverse, and their views, active recall, and even
imagination are infected with a superficial, upside-down view of reality. One-
dimensional memory, which is a partial, biased, and distant envisioning of the
original experience, is ordinarily used due to the immediate pressures of day-
to-day living, and the individual’s view of reality becomes narrow and
corrupted. Total suspension of one-dimensional memory and in its place
enactment of natural experiential structures secures a break from the

negative pressures, helplessness, and obstruction of life functions.
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Demonstration of the difference between eidetic evocation and ordinary
experience and recollection is thus important for removal of conflict and
regeneration of healthful consciousness. The systematic experience of the

original and uncorrupted psyche is the essence of eidetic cure.

APPLICATIONS

The eidetic approach is especially effective for mental growth and
treatment of complex emotional problems, such as chronic neuroses and
schizophrenia. By developing the ability for new experience, fresh expression
and awareness of central issues through the eidetic, the individual can
restructure his processes of adjustment and stop the splitting process.
Because the eidetic images operate in a highly specific manner,
demonstrating the link between various experiential states, levels, and their
related body processes, Eidetic Therapy can also bring about dramatic results

in a variety of psychosomatic problems.

The eidetic experience is a piece of life process itself. Until the mental
process has established itself from many angles, the meaning of life is only
partially known. As the person intimately experiences the eidetic, remaining
open to its various dimensions, he reaches an original, fundamental contact
with his nature. Through the eidetic, the mind is able to see experience from

the surface to the deepest structures, and the creative aspects of the process
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spread at many levels. Since each person responds at a truly deep level to the
standard eidetic imagery, here lies a glimpse into the truly creative side of
Eidetic Therapy. The synthesizing direction of Eidetic Therapy has been
examined in many scientific journals, receiving a positive response. The
American Journal of Psychiatry (Vol. 132, 1975, 314), for example, termed it

“a methodological advance.”

The Psychotherapy Guidebook 383



Electroconvulsive Therapy

Thomas D. Hurwitz

DEFINITION

Electroconvulsive Therapy (ECT), though not a system of psychotherapy
based on psychological variables, is one of the oldest somatic treatments still
in use for emotional illness. As currently used, ECT constitutes the electrical
induction of a grand mal convulsion, or epileptic-like seizure in an individual
generally anesthetized with an intravenous agent, as in a simple oral surgical
procedure. This seizure without the use of muscle relaxant medication would
be indistinguishable from that of a pathological seizure disorder, or epilepsy,
manifested by an initial constant contraction of body musculature followed
by rhythmic jerking movements of the extremities and a subsequent period of
sleep and lethargy. Every human being is capable of experiencing a
convulsion, although most individuals (i.e., nonepileptics) require a stimulus
such as an exogenous electrical current to raise their central nervous system
activity above a critical “seizure threshold” level. This does not, however,
predispose the individual to the development of epilepsy. There are drugs
that are capable of inducing seizures, but these have generally been
abandoned for the use of electricity in contemporary practice. It is critical to

note that although the individual experiences preanesthetic and anesthetic
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drugs, electrical stimulation to the head, a convulsive seizure, and a period of
somnolent recovery, the seizure is the only variable that has a positive
therapeutic effect. Although the mechanism mediating therapeutic change is
not thoroughly understood in terms of neurophysiology and biochemistry,
there is an ever-increasing body of knowledge relating the physiologic effects

of ECT to the biochemical abnormalities seen in certain psychiatric illnesses.

The efficacy of ECT is very well documented, primarily in affective
illness (disorders of mood), especially depression. There are numerous
studies demonstrating that ECT produces results that are equal to, if not
better than, those produced by the antidepressant medications that are
commonly used. Here we are referring to disorders with disturbances
apparent in psychological and biological functions; that is, in addition to
disordered mood, these individuals experience difficulty concentrating,
disturbed sleep with frequent nocturnal awakenings and early morning
insomnia, appetite and weight loss, constipation, decreased libidinous
interest, psychomotor changes, and a characteristic daily variation of mood
with increased depression early in the day. In illness such as this, an
individual is markedly impaired and indeed at risk of death from not eating,
and/or suicide. There is general agreement that such illness with very
tangible biological dysfunction must be treated with somatic intervention and
ECT has been so effective in the treatment of depressive illness that it has

provided the standard against which the antidepressant medications have
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been compared.

In many states, the use of ECT is felt to represent dramatic intervention
and is relatively more strictly regulated than other somatic therapies. A
careful review of the literature permits the conclusion that when properly
performed in rationally selected cases, ECT is safe, effective, and at times
lifesaving. Its widespread use in large institutions prior to the era of
antipsychotic and antidepressant medication has contributed to some of the
contemporary fears and concerns. As I will note, ECT is currently the

beneficiary of increasingly rigorous research and careful modification.

HISTORY

ECT was first introduced in Italy in 1938 after prior work with injectible
agents elsewhere in Europe. The original theoretical basis for this means of
treatment was the mutual exclusivity of schizophrenia and naturally
occurring epilepsy. Hence, it was believed that seizures held some
prophylactic value against mental illness and could also represent a curative
factor when introduced artificially. Electrically induced convulsive therapy
was brought to the United States shortly after its European inception and
became widely employed for varied types of psychiatric illness, particularly
psychotic processes. Ironically, the originally noted negative relationship

between schizophrenia and epilepsy has proven over time to be erroneous.
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In more recent years, the use of ECT has been dramatically refined.
When originally introduced, seizures were produced in awake patients by
relatively crude apparatus. The patients would then convulse, often
restrained by attendants. This rather dramatic and elementary form of
treatment has left successive generations of patients, physicians, and public
with a negative bias toward what is felt to be a harsh, if not brutal, form of
therapy. This is unfortunate, for ECT in its modern form is no more traumatic
than a minor surgical procedure under general anesthesia, as will be

described below.

TECHNIQUE

After a thorough physical examination, laboratory examinations of the
blood and urine, and X-rays of the spine to assess the patient’s condition and
ability to tolerate the procedure, he is taken to a facility with full medical
equipment. Here the psychiatrist, often with the aid of an anesthesiologist,
delivers a dose of short-acting intravenous anesthetic and a muscle relaxant
that prevents the muscular contractions of the seizure. This does not interfere
with the physiologic seizure activity in the brain so essential to effective
treatment. Through electrodes held or attached to one or both temples, a
pulse of 70 to 130 volts over an interval of 0.1 to 0.5 seconds is applied. Only a
small amount of current actually passes the resistance of skin, muscle, and

skull, but this is sufficient to produce a convulsion lasting approximately one
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to one-and-one-half minutes during which oxygen can be applied through a
facemask. The only external signs of the seizure are the twitching of eyelids or
toes that reveal a successful induction. Nevertheless, the teeth are protected
by a rubber or gauze bite block. The anesthesia wears off quickly, the patient
recovers as from a nap, and is often on his feet within an hour of treatment.
This can be repeated at varying intervals, usually three sessions per week for
a total of six to twelve treatments. Multiple seizures in one session have been
studied but are not widely used. This is in marked contrast to the often high
number of treatments given in the past to chronically institutionalized
patients and thus, side effects such as transient memory loss are less severe.
In fact, some workers stimulate only the nondominant side of the brain and

find even less memory impairment in some cases.

The risk of death with ECT is from 0.01 to 0.5 percent, increasing with
age. This is of particularly low order when dealing with life-threatening
illness, and it is minimized by proper medical and electronic monitoring of
physiological functions. Complications can include all those of any general
anesthesia, such as respiratory or cardiac difficulties, allergic reactions, and
additional problems of dental injury, muscle strains, rupture of viscera, and
post-convulsive confusion. These are particularly infrequent with modern
application of treatment. The amount of current actually passing through
brain tissue is small and there is no recorded incidence of structural brain

damage. Memory disturbance and some degree of confusion occur frequently
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and are almost always transient, generally clearing over a two- to four-week
period. Cases of long-term memory dysfunction are extremely rare, and have
never been definitively ascribed as resulting directly from ECT. The
musculoskeletal complications, such as sprains, tears, and fractures, seen in
the early days of unmodified ECT, are practically nonexistent with the use of

muscle relaxants.

One risk, like that in the use of antidepressant medication, is that
patients beginning to recover from a severe depression may become
energized just enough to act on suicidal impulses. Though selected patients
may be treated on an ambulatory basis, the severely ill are always treated
during hospitalization. Particularly in the latter group but essentially with all
use of ECT, the treatment is adjunctive and complementary to all other
aspects of treatment, such as milieu therapy, individual and group
psychotherapy, and pharmacotherapy. To the extent that a patient treated
with ECT may be confused, other treatments are often strictly supportive
until the confusion clears and additional therapy can be used to enhance
adaptational coping, interpersonal relationships, and/or psychodynamic

change.

APPLICATIONS

In contemporary usage, ECT is most widely indicated for the treatment
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of depressive illness described above. It is particularly useful when the
severity of nutritional debility or suicidal potential warrants a quick response
to avoid the lag period found with the use of antidepressant medications. ECT
is also effective in the immediate symptomatic treatment of manic excitement
that is unresponsive to treatment with drugs. Schizophrenia is less
dependably responsive but cases of catatonic excitement or withdrawal do
respond dramatically. Schizophrenic illness that is resistant to treatment with
drugs frequently responds, though it often requires a larger number of

treatments.
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Dynamic Empathy Training

Robert F. Ostermann

DEFINITION

Dynamic Empathy Training uses group simulation exercises to
stimulate participants to experience emotions similar to those experienced by
others. This enlarges that resource of personal experience in which one can
find and reflect feelings and meanings similar to what another person feels

and means.

The various definitions of empathy include two dimensions: cognitive
and emotional. Empathy denotes not only understanding but also acceptance
— acceptance without identification. However, there is a third element: what
makes progress possible for the client is not that he is understood and

accepted, but that he perceives himself to be understood and accepted.

To influence the empathic process it is necessary to know not just what
it is but also how it occurs. Gordon, in his text, Interviewing, points out that
the extent to which one can understand the feelings of another depends on: 1)
the completeness and accuracy of one’s knowledge of the other, 2) the extent

to which one has experienced the same or similar situations as the other, and
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3) the degree to which one has accurately observed, remembered, or
imagined his own past experiences. To this must be added 4) the clarity of
response that conveys understanding and acceptance to the other person.
The difficulty, as Gordon points out, lies in the likelihood of similarity — from
the universal aspects of biological behavior to the individual aspects of
personal behavior. Therefore improving one’s ability to empathize requires at
least an increase in the likelihood of similarity of experience — especially
with respect to negative and unpleasant aspects of the personal behavior of
the other person, for which that person needs to feel understood and

accepted.

While one may increase the ability to know what someone means, by
reading and by other vicarious experiences, it is unlikely that an appreciation
of what someone feels, certainly at the level of advanced accurate empathy,
comes about without directly experiencing those emotions. Therefore a
comprehensive training process to improve empathic responding must
include expanding emotional experiences, and emotional experiences can be

expanded through experiential training.

Succinctly then, Dynamic Empathy Training attempts to:

1. Train accurate perceiving of what another person feels and means

in his personal experiences.
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2. Train accurate observing and recalling of one’s own feeling

experiences.
3. Expand one’s emotional experience repertoire.

4. Broaden one’s “acceptance threshold” with respect to the
experiences of others.

5. Train effective reflecting of one’s understanding and acceptance
toward another.

6. Help block identification with another’s feelings and experiences.

HISTORY

Group training processes that predated group psychotherapy
emphasized intellectual content and processes. Later group psychotherapy
also incorporated psychological principles of personal adjustment and
growth. Many early group processes, as in psychodrama, gestalt, and
encounter groups, involved empathic responding among participants.

However, empathy training is not the primary function of these processes.

Recently, specific attention has been given to empathy training in
counselor and therapist training. However, the focus has been piecemeal,
largely emphasizing cognitive and communicative aspects. In 1952, Carl
Rogers suggested an exercise in which an individual would repeat his

understanding of the other person’s statement before responding to it.
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Carkhuff (1969) identified and systematized the components of the helping
interaction, including specific empathic responding. In typical workbook
exercises by Gazda (1973), Danish and Hauer (1975), Jerome Kagan (1969),
and Egan (1975), trainees select or compose the most appropriate empathic
response, or role play a counseling dialogue emphasizing specific empathic
techniques. Ivey’s approach in micro-counseling is a live approach of the
same type. The emphasis in these training forms is clearly on communication
skills; there is no attempt to expand one’s repertoire of emotional experience,

to broaden one’s range of acceptance, or to inhibit identification.

It is apparent that empathy is generally considered an observable
characteristic of interpersonal behavior that is measurable (at least as a
cognitive and communicative process) and modifiable through training. In
contrast, Dynamic Empathy Training draws heavily on modern dynamic
group processes because they are experiential, growth oriented, and
primarily affective (dealing with moods and emotions) process-learning

situations that focus on changes within the learner.

TECHNIQUE

Step 1: Needs and strength assessment. The trainees write responses to
the phrase “Someone could help me with..” After the trainer reads them

aloud, the trainees individually respond to the phrase “I could help someone
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with ...” The trainees then discuss their reactions to receiving or not receiving
help, selecting or rejecting areas for helping. Throughout this exercise the

trainer notes evidenced needs and strengths.

Step 2: The group is presented with someone’s personal experience that
has a single, emotional theme — rejection, for example. The presentation,
which lasts only a minute or two, can be staged, in person, written, or with
video or audio recordings. Then each trainee responds to the phrase “This
person feels...” The inadequacy and confusion of naming an emotion becomes
obvious. A typical problem solving exercise then follows to describe the
emotion in terms of its operational processes and its correlate concrete

behavior.

Step 3: Discovering one’s own similar emotions. The trainees sit in a
circle and each responds to “I feel rejected when..” The responses are
continued until exhausted. Other phrases are introduced in turn and pursued
in the same manner to broaden the awareness of the feeling. Dialogue
between trainees provides an opportunity for practice of those reflective
probes that are helpful at clarifying and understanding the feelings of another

person.

Step 4: Intensifying and expanding one’s feeling repertoire. Personal

emotional awareness is intensified and new emotional experiences are
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created by various experiential interaction exercises. An example is a guided
fantasy reinforced by popular music on the same emotional theme or by the
projection of a slide, during which the trainees are asked to imagine in turn
the other person with these feelings, oneself with these feelings, being
together with the other person during the feeling experience, and finally,
leaving the other person alone with these feelings. Emphasis is placed on both

imaginative and physical experience.

Many standard interaction exercises can simulate unpleasant emotions;
others, designed to simulate positive experience, can be varied to simulate
just the opposite. A group can also devise original interaction exercises that

simulate the emotions in one another.

Step 5: Skill in reflecting emotional awareness. The exercises of
heightened emotional experience are extended into reflecting responses by
having each trainee extend an appropriate nonverbal response to one
another. (This response will also allay the unpleasant emotional experiences
of the exercise.) The trainees then in turn address one other trainee by
completing the phrase “You are feeling . ..” These responses should progress
from inclusion of those aspects of the emotion previously mentioned in the
presentation (primary accurate empathy) to expressions that include aspects

not previously mentioned (advanced accurate empathy).
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Step 6: Evaluation. Before conclusion, the trainees process what has
transpired. Individual reactions will be one source of evaluation. The other
source lies in the observed comparison of earlier responses with concluding
responses for the accuracy and depth of those responses, the number of

responses, and the number of trainees responding.

Trainees should enter into these emotional experiences with sufficient
bodily involvement to indicate acceptance of the feeling as their own. In
accepting the feeling as a legitimate feeling for oneself is found the beginning
of accepting that feeling in another person. By abruptly ending the self-
perception phase of each exercise and returning to a perception of that feeling
in the other person there is a tendency to block identification. In observing
reflecting responses, the trainer should discourage indications of

identification (use of “I” or “we”) and emphasize the use of the word “you.”

APPLICATIONS

Dynamic Empathy Training has its most extensive application — as part
of a comprehensive training program — in helping skills or human-relations
training for therapists, counselors, and social workers. Variations of Dynamic
Empathy Training can be useful 1) in such areas as cross-cultural training,
role conflict, and consciousness raising, 2) in individual and group therapy,

where clients are having difficulty in appreciating, accepting, or reflecting the
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feelings of others — as in marital conflict and sexual dysfunction, and 3) in
assisting patients who present problems of low or inappropriate emotional

reactions.

Because of the intensity of the group experience, especially with regard
to painful and unpleasant emotions, this is not a training technique that can
be used without serious consideration given to the readiness of the trainees

and the expertise of the trainer.
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Encounter Therapy

Will Schutz

DEFINITION

Encounter is a method of relating based on openness and honesty, self-
awareness, self-responsibility, awareness of the body, attention to feelings,
and an emphasis on the here-and-now. It usually occurs in a group setting.
Encounter is therapy insofar as it focuses on removing blocks to better
functioning. Encounter is education, recreation, and religion in that it
attempts to create conditions leading to the most satisfying use of personal

capacities.

HISTORY

The Delphic precept, “Know thyself,” is a succinct statement of a
fundamental tenet of encounter. Socrates used group stimulation in his
dialogues, although they emphasized intellectual material rather than

feelings, a preference not found in Encounter.

Perhaps the ancient Greek city of Epidaurus is most closely

approximated by a modern growth center such as Esalen in California, a
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location where, among other activities, Encounter group workshops take
place. Epidaurus also had its variety of methods concentrating on the body,

the unconscious, dreams and mystical elements.

Recently Max Lerner, a student of American civilization, has traced the
history of Encounter through the American culture, beginning with Thomas
Jefferson and encompassing the Oneida Community, various liberation
movements, and several other phenomena. Lerner sees Encounter as the
culmination of a variety of indigenous movements that have sprung up in

America from its inception to the present.

Thus, the modern Encounter group is an integration of a wide variety of
influences, ancient and recent. Many modern influences have made their
mark on the present form of Encounter, including: group psychotherapy, T-
Groups, group dynamics, psychodrama, Gestalt therapy, and theater and

dance.

TECHNIQUE

Encounter usually takes place in a group of eight to fifteen persons in a
room that has a rug and is devoid of furniture, with all participants sitting on
the floor or on pillows. An Encounter workshop usually consists of several
meetings, each typically two hours long, spread over a weekend or five days.

Ages vary from fifteen to seventy-five, with most participants between twenty
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and fifty. The workshop is held in a residential setting where all participants
live. There is no formal agenda. The group members focus on becoming aware
of their feelings, on expressing them honestly, and on taking responsibility for

them.

Following are the principles of Encounter:

1. Unity of the organism. You are a unified organism. You are at the
same time physical, psychological, and spiritual. These levels
are all manifestations of the same essence. You function best
when these aspects are integrated and when you are self-

aware.

2. Honesty. Honesty and openness are the keys to your evolutionary
growth. You must expend great amounts of energy to hide
your feelings, thoughts, or wishes from other people, and
even more energy to keep them from yourself. To withhold
secrets requires a tightened body; it requires curtailment of
spontaneity lest the secrets be revealed; it requires vigilance,
shallow breathing, physical exertion, and a preoccupation
with your own safety.

3. Awareness. A main purpose of Encounter is to help you become
more aware of yourself: to break through self-deception, to
know and like yourself, to feel your own importance, to
respect what you are and can do, and to learn to be
responsible for yourself. You achieve these best through self-

awareness.
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4. Choice and self-responsibility. Coming to an Encounter group is
always a voluntary act. Presence in the group assumes that
you have chosen to be there. There is no need for concepts
such as sick or well, psychotic or normal, neurotic or happy.
Choosing to go to an Encounter group in no way implies
sickness; it implies only a desire for more joy, honesty, self-

acceptance, and awareness.

If you, as a potential group member, do not feel ready to go to a group,
or if you have a dread of being brainwashed, denuded, robbed of all privacy,
or made dependent, your path is clear: don’t go. As the group leader, I
routinely announce that you are responsible for making the choice of entering
the Encounter group, and that you are responsible for everything that
happens to you during the life of the group. All choices about yourself are
yours. You may choose to have your brain washed or to use your judgment, to
go crazy or to be sane, to learn something or to be inert, to be bored or to be
interested, to enjoy or to be miserable, to resist or welcome efforts at opening
yourself up, to reveal your sexual intimacies or to keep them secret, to be
physically injured or remain intact. I regard you as capable of being

responsible for yourself.

By assuming that you are responsible, I feel I elicit your stronger
qualities. If I assume that you are not capable of being responsible, I tend to

infantilize you and elicit your weaker qualities.
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My assertion that you are self-responsible does not mean that I cannot

choose to be responsible for you. I decide how responsible for you I want to

make myself.

5. Naturalness and simplicity. I trust natural processes. My reliance

6. Way

7. The

on natural unfolding extends to virtually every facet of

human functioning. All profound truths are simple.

of life. Encounter is a way of life, not just a therapeutic
technique. It concerns itself with relations among people and
offers an alternative to the present structure of society, a
structure that is based on deception (diplomacy), masking
feelings (tact), disowning the body (as primitive, irrational,
obscene), and similar duplicities.

rules of Encounter. From the philosophy and theory
underlying Encounter emerge very specific ways of leading a
group; these ways can be expressed as a set of rules for
group interaction. The rules implement the principles stated
above.

The first set of rules establishes open and honest communication:

« Be honest with everyone, including yourself.

e Start with the here-and-now.

e Pay close attention to your body.

 Concentrate on feelings.

The Psychotherapy Guidebook 403



The next set of rules focuses on the body, integrating it into the group

activity:

e Meet in rooms and in clothes that allow maximum freedom of

movement.

e Sit or stand in a position that allows you to move toward any other

person easily.

e Don’t drink coffee or eat during a meeting.

« Fight when it feels right.

« Take off your clothes when it feels useful.

e Whenever there is an opportunity to express something physically,
rather than verbally, do it physically.

e Don't take drugs.

e Don’t smoke.

e Don’t wear glasses or contact lenses.

To establish your identity and to encourage you to take responsibility

for yourself, several other rules are helpful:

« Take responsibility for yourself.

e Make statements, not questions.
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« Speak for yourself.

e Don’t use globalisms.

« Take responsibility for your choices.

« Speak directly to the person addressed.

e Avoid noncommittal words.

¢ [f something is happening that you don’t like, take responsibility for

doing something about it.

The use of body energy to help expand the limits of the self-concept
gives rise to two important rules:

e If you are saying something about yourself that you have said
before, stop, and say something else.

e Do whatever you are most afraid of doing.

APPLICATIONS

Encounter as a style of life, rather than merely as a group technique, has
been adopted widely. The Encounter movement is part of the larger social
phenomenon embodying the various liberation movements, the renaissance
of religion, and the call to honesty. The Encounter culture encompasses not
only the use of the techniques associated with encounter and the human

potential movement in general but also those social trends that express the
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basic tenets of Encounter: honesty, self-responsibility, awareness,
understanding and acceptance of the body and of the self, and an appreciation

of the unity of the organism.

Applications have been made to psychotherapy, industry, theater,

education, childbirth, parent-child relations, religion, society, and daily life.
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Eriksonian Therapy

Paul Roazen

DEFINITION

Eriksonian Therapy is an approach that can be found in the ego
psychology of Erik H. Erikson that, in contrast to the negativism of earlier
Freudian thought, concentrates on the ego strengths appropriate to specific

stages of the life cycle.

HISTORY

Erikson trained to become a child analyst at the Vienna Psychoanalytic
Institute between 1927 and 1933. Unlike most of his colleagues at the time,
who described the ego’s functions in terms of warding off quantities of drives,
Erikson wanted to go further and extend his reach beyond neurotic
defensiveness to adaptation. Early on, Erikson was interested in the problem
of what enriches and strengthens a child’s ego, and not just in what may be

constricting and endangering.

After emigrating to the United States, Erikson was willing to expand his

clinical awareness through anthropological field work. He studied two
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American Indian tribes, gaining a new appreciation of social forces. He
compared how two so-called primitive cultures could differently synthesize
configurations of ideals for living. Different cultural values, for instance,
infused and gave meaning to particular elements in child training. Erikson
concluded that any clinical concept of human nature demands historical self-
awareness. Erikson’s field work also gave him insight into the ways an
observer necessarily participates in the lives of his subjects; what a field
worker finds out is determined by the limitations of his personality as well as
his methodology. Erikson believes that a clinician necessarily interacts with
his evidence, thereby affecting it. The psychoanalyst influences what he
observes, and therefore becomes a part of what he is studying. For Erikson,
how data gets collected is a key component in evaluating the results of any

research.

TECHNIQUE

Erikson has wanted to expand the scope of psychoanalysis to include an
understanding of successful means of coping, in addition to the early
Freudian emphasis on symptomatological failure. Clinically, Erikson is apt to
perceive as fluidity what might once have been deemed pathology. In his
interest in the recuperative capacities of the ego, Erikson has cited instances
of individuals who recovered from psychic distress. To Erikson, the

therapist’s task is not just that of clarifying the patient’s early history, or the

www.freepsychotherapybooks.org 408



patterns of past drives. The present and future exert significant pulls in
addition to any tendency toward regression. In behalf of the patient’s need for
ego identity, the therapist should support present developmental strengths. A
symptom may represent a defense in behalf of identity formation. Erikson
believes that nowadays even a periodic emphasis on dream life can be
wasteful if not dangerous. Earlier psychoanalysts were too concerned with
promoting rational, intellectual insight, and not sufficiently aware of the
extent to which apparent regressions can be constructive. The psychoanalytic
method can make people worse off than before, and Erikson has been wary of
the psychoanalyst’s illusory objectivity leading to a license for interpretive

sadism.

As a child psychoanalyst Erikson used drawings with children, and
relied on play constructions, as well as disruptions, in order to understand
emotional conflicts. He believes the therapist should share a meal with the
family before accepting a child as a patient. Adolescents in particular (who
may be suffering from “identity crises”) need ego bolstering; and Erikson
proposes that therapy strengthen the resynthesis of the constituents of the
ego identity of such patients. Young people in trouble are not, Erikson thinks,
in need of the couch, but require a degree of support, sanction, and
confirmation from the therapist. Therapy can in itself provide patients with a
key period of delay in commitment, a “moratorium” for youth. Alongside his

own positive therapeutic suggestions, Erikson has repeatedly warned against
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the dangers implicit in the biases of the only apparently neutral, old-
fashioned psychoanalytic situation. He has likened the use of a couch to a

method of sensory deprivation.

APPLICATIONS

An affirmative mood pervades Erikson’s writing, as he takes a more
hopeful and less tragic stance than that of Sigmund Freud. The therapeutic
model has limited uses for a general theory of human nature, since in the
context of treatment the therapist confronts a disabled ego. Erikson may be
best known as an early advocate of psychohistory; he sees a focus on
historical greatness as a way of examining and emphasizing ego strength. He
has insisted on the differences between a clinical case history and a life
history. For patients are undermined by their neurotic conflicts, whereas in
history such human problems add an essential ingredient to all extraordinary

effort.

In his tolerance for the human need for legend, as in his respect for the
idealizations of heroes, Erikson is at odds with Freud’s own negative view of
the function of illusions and, in particular, of religion. Erikson is undoubtedly
right in believing that myths can be a means of mastering anxieties, and of
finding external support for our aspirations. But it would have been better to

have distinguished between myth and deception, for had Erikson
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acknowledged the moral shock of a lie, he would have appreciated the
limitations of fable. Unlike Freud’s ideal of a relentless quest for scientific

truth, Erikson has been content with a more elusive sort of artistic insight.

Erikson has also sought to spell out the moral implications implicit
within psychoanalysis. He has tried to get away from the excessive egoism of
the early Freudian concept of the mind. He has stressed a religious dimension
to human experience, and his concept of “mutuality” serves to replace the
older goal of genitality. In general, Erikson has tried to humanize the
“biologism” of earlier psychoanalysis, yet his views on female psychology
have largely restated Freud’'s theories on femininity within Eriksonian
categories. But Erikson has been unwilling to define adulthood negatively as
the absence of infantile conflict. He wants to measure normality not by the
original psychoanalytic standard of what in a personality is denied or cut off,
but rather define if by all the extremes an individual’s ego is capable of

unifying.
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Exaggeration Therapy

Gerard van den Aardweg

DEFINITION

Exaggeration Therapy (synonymous with “anti-complaining therapy”)
borrowed its name from the fundamental technique used in this therapy: the
exaggeration technique, which is a verbal technique consisting of the
humoristic aggravation of neurotic feelings of self-pity, and of neurotic
complaining behavior, by the invention of increasingly dramatic stories until

the client starts smiling or laughing.

Exaggeration Therapy as a whole comprises two central elements: 1)
self-observation by the client of his neurotic, infantile complaining behavior
and of the self-pity in his neurotic, displeasurable feelings and thoughts and
2) application of the exaggeration technique, telling and imagining lamentable
scenes about these perceived complaints in order to destroy them by the
humor response. It is an interplay between recognition of infantile
complaining and combating it with humor techniques: the latter constitutes
the principal therapeutic factor. Exaggeration mobilizes the curative power of

humor responses.
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To understand why and when exaggeration techniques are used, it is
necessary to become familiar with the basic principle of anti-complaining
therapy, namely that of compulsive infantile complaining as the propelling
force of neurotic disturbances. Neurotics appear to harbor the feelings of a
chronically “complaining or self-pitying child” who creates symptoms
(negative feelings or thoughts, worries, fears, inferiority feelings, depressions,
physical pains, as well as frustrating situations, etc.) in order to lament about
them. In Exaggeration Therapy, this pathogenous force of compulsive
complaining is thoroughly analyzed and then attacked by its emotional

antipode, the laughing response.

HISTORY

The mechanisms of compulsive infantile complaining and their
treatment with exaggeration techniques were described by Dutch
psychoanalyst Johan Leonard Arndt (1892-1965) in a series of publications
since 1950. At present, it is practiced and elaborated on by Dutch and
Brazilian psychologists, in private practice and in penitentiary institutions.
Much experience has been acquired, notably with the treatment of

homosexuals and neurotic delinquents.

TECHNIQUE
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Exaggeration Therapy proceeds through the following phases:

1. A theoretical study by the client of the autonomous “inner self-
pitying child” and of the laws and ways of its functioning.
The idea is that self-pity or self-dramatization is an
instinctive reaction in childhood or adolescence to feelings
and perceptions of being rejected, inferior, or not loved. It
has a healing effect, since tears of self-pity and lamentations
are recuperative reactions that bring relief. However, when
present during a longer period of time, self-pity easily
creates a dependency, so that the infantile mind will come to
seek it for its own sake, gradually becoming obsessed by a
need for drama in order to indulge in narcissistic feelings of
“poor me.”

2. Analysis of the specific “complaining child” within the client, of the
“child’s” principal theme of complaining. For example, “I am

» o« » o«

a poor, ugly one,” “I am a poor, neglected one,” “a poor

” o« » o«

weakling,” “a poor failure,” “a lonely one without a home,” or

“a poor, unjustly treated one.”

3. Daily self-observation. The client screens his thoughts and
emotions in all kinds of situations, trying to detect infantile
complaints. In principle, any unpleasurable feeling may
contain infantile self-pity. Self-observation leads to
formulations of the contents of complaints, such as, “I am so
lonely — poor me,” “I feel so tired — poor me,” “I shall be the
victim of something — poor me,” and so on.

4. These verbalized complaints are the objects of the exaggeration
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technique. The client imagines his “self-pitying child of the
past” as if this were standing before him, bearing the
complaint just formulated. Then he talks to this child,
exaggerating his suffering, making such an absurd tragedy of
it that he stirs some humor reaction. For instance, to the
child who complains, “Nobody loves me,” he may say: “Poor
little one, half crippled, blind, clothed in rags, everybody
spits at you when you are walking down the street. The dogs
bark at you, groups of boys taunt you and throw rotten eggs.
When you knock on the door of your house, your cruel father

(friend, wife...) beats you with an enormous stick...”

Exaggeration of the concrete complaint has to be continued until it
provokes a liberating smile. It has to be applied many times a day,
immediately upon the perception of some impulse of complaining. The
therapist guides and encourages the process, but the work itself has to be
done by the client. He will build his repertory of exaggerations, dependent on
his stereotype complaints and his particular sense of humor. He has to
overcome often strong resistances to recognition of his complaining and self-
pity as well as to subjecting these feelings to this form of humor. However, if
he comes to apply the method, he will gradually free himself from his
“complaining sickness” and experience feelings of increasing happiness and
emotional satisfaction. A drastic personality change may be achieved when
the emotional immaturity inherent to the “complaining child” dies away,

which indicates how infantile complaining pervades most sectors of the
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neurotic’s mental life and behavior.

There are common elements with other therapies. As in Transactional
Analysis, the client in Exaggeration Therapy is taught to analyze his “inner
child,” the difference being that he has to recognize — and exaggerate — the
complaining behavior at the root of his infantile impulses. Alfred Adler’s
“inferiority complex” is incorporated in the concept of compulsive
complaining; “I am only...” is a way of complaining, “poor me.” Exaggeration
resembles implosion (Thomas G. Stampfl) and paradoxical intention (Victor
Frankl), but with some important differences: a) it is not so much the neurotic
symptoms in themselves that are exaggerated (anxieties, worries, etc.) as the
complaining behavior underlying them. Because of this, “exaggeration” is also
called “hyperdramatization” b) all negative emotions and thoughts are
exaggerated, and not just fears and anxieties c) the client applies the
technique himself in his daily life, and d) exaggeration is humorous, its

purpose being to provoke laughing.

APPLICATIONS

Exaggeration Therapy is used with those neurotics who suffer from the
infantile complaining compulsion: obsessive-compulsive neurotics, anxiety
neurotics, depressive neurotics, persons with inferiority complexes,

hypochondriacs, homosexuals and delinquents. These neurotics are
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characterized by specific “principal complaints.”
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Existential-Humanistic Psychotherapy

James F. T. Bugental

DEFINITION

Existential-Humanistic Psychotherapy is an approach aiding persons to
live more fully and (if they choose) to explore some of the transpersonal
possibilities that are latent in being human. It involves a very intense
relationship, great commitment to the work and purposes of the therapy, and
a readiness to make major life changes. Its primary functions are: a) to
identify and reduce or eliminate the constrictions that limit the client’s
realization of his deeper potential and b) to aid the client in rediscovering and
increasing the power of the inward searching capacity that is native to each of

us.

HISTORY

This approach is rooted in the work of the existentialists (e.g., Heidigger,
Boss, May, Koestenbaum) and the humanistic psychologists (James, Kelly,
Rogers, Buhler, Jourard, and so on). Its existentialism consists in a continual
grounding of theory, postulations, and method in the simplest givens of being

as these are apparent to an unsophisticated (but aware) observer: human
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beings are conscious, finite, able to act or not to act, confronted with
inexorable choice, at once part of all other beings and apart from them, and
embodied. We all learn a way of seeing the world and of identifying ourselves
that we are told is “reality.” This purported reality is often conflict-filled and
limits vitality. It overemphasizes (at least in our culture) the objective and the
environmental at the expense of the subjective and the creative potential of
the individual. Psychotherapy that is to be truly liberating must call into

question the life of the individual and the constraints on that life.

Existential-Humanistic Psychotherapy is human-centered in values,
holding that the fullest possible realization of human potential is a primary
good, that each human being is ultimately worthy of trust when released from
destructive interpretations of his own nature and of the world, that the route
to such release is that of a mutually respecting and caring relationship in
which one learns to use the potential that is native to us all but frequently

submerged.

TECHNIQUE

Technique, in the Existential-Humanistic view, is regarded as distinctly

secondary to the accomplishment of three main purposes:

1. Development of client commitment to thorough, life-changing inner
exploration in a setting characterized by authentic mutual
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respect, caring and honesty.

2. Attainment by the client of discipline and skill in the process of
inward searching — a process that can revitalize life during

and after psychotherapy.

3. Perseverance by the client through the anxiety and anguish of
relinquishing the structures of personal and world identity
with which life formerly was organized, and confronting and
incorporating the essential openness of being (the existential

crisis).

There is, as with all matured perspectives, an important body of
implementing methodology. This has some roots in psychoanalytic
procedure, as it recognizes the importance of dealing with the resistances to
authentic being, but it calls for much more mutual engagement between
therapist and client than is characteristic of much psychoanalytic work. The
core of the methodology centers around aiding the client in coming to
appreciate the naturalness, power, scope, and incredible productivity of the

process of inward searching.

Inward searching, in very simple terms, is the process we all use when
pondering a life issue, trying to come up with a fresh idea, or weighing choice
alternatives. But most of us use this inherent capacity with very little
awareness and scarcely more development. Truly effective inner searching

involves:
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1. Drawing on the tremendous power of the human sense of concern
by getting deeply in touch with what matters in one’s life

right at this moment.

2. Getting and keeping as subjectively centered as possible while
opening awareness to whatever emerges under the impetus
of the feeling of concern.

3. Maintaining an expectancy of inward discovery (in contrast to the
tendency of many clients primarily to report to the therapist
what is already known about oneself).

4. Recognizing and relinquishing the blocks to full and freely ranging
awareness. These blocks arise from faulty and constricting
conceptions about oneself and the world (such as, “I'm too
awkward to be in charge of other people” or “There’s no use
really hoping for someone to love me; everybody’s just out

for what they can get for themselves”).

5. Opening the newly freed inner awareness to the kind of inner
vision that permits actualization of enlarged being with
greater congruence of feeling and action.

The psychotherapist aids this powerful process by maintaining and
making evident his belief in the client’s capacity to deal with his own life
concerns, by calling on the client to use that potential rather than seeking to
depend on other resources, by providing support during the inevitable times
of despair and anguish, by identifying the resistances to full inner awareness

as those resistances are disclosed, by insisting at all times on the client’s truly
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being involved and present, and by taking the client very seriously.

As client courage, perseverance, and determination join with therapist
skill, empathy, and courage, clients find a sense of greater personal power and
durability, feelings of meaningfulness and choice, changes in how and with
whom they want to live their lives, and some experiences that transcend the
ordinary life boundaries. These transpersonal openings may include such
subjective phenomena as: discovery of greater depth, richness, and
meaningfulness of the stream of subjective awareness: a changed experience
of time, causality, or relationship; synesthesia and other alterations in
perception; conjunction in subjectivity (e.g., telepathy, markedly increased
empathy); recognition of the ultimate unity of all being; discovery of the
healing powers of consciousness; and recognition of death as an event, rather
than an ending. Walsh (1976) has described in rich detail his own experience

in this therapy and some of the products it yielded.

It seems likely that the basic searching process is a tool of the liberated
consciousness that can be employed in infinite exploration and with unending

discovery and continually renewed emancipation of being.

APPLICATIONS

Existential-Humanistic Psychotherapy has had its greatest area of

application with that segment of the population possessing more than
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average advantages of education, socioeconomic support, and incentives
toward self-exploration and self-development. However, reports are
becoming more frequent — if still informal — of the extension of the basic
concepts and methodology to other population segments with varying but

encouraging degrees of success.

To date, this approach has gone on under the general rubric of intensive
individual and group psychotherapy. Clients are usually seen several times a
week for several years. Now, work is progressing in developing group and

other methods for increasing the availability of this approach.
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Existential Group Psychotherapy: The Meta-
group

Ted Smith and Nina Smith

DEFINITION

The Meta-group is a spiritually oriented (value-centered) form of
existential group therapy that is radically different from the usual modes of
most group therapies. It is not personal, interpersonal, psychoanalytic, or
psychodynamic, and avoids group dynamics, interaction, and encounter, thus
eliminating competition among members. It is nonpersonal, encouraging joint
participation in a harmonious, hermeneutic process of discovering, clarifying,

and elucidating the truth as it sheds light on the basic issues of existence.

A spiritual perspective is a center of consciousness from which one sees
purely without subjective or objective considerations. An individual’s mode of
being in the world is determined by his perspective or belief systems. As
spiritual beings we participate in absolute reality, which can be realized only
in consciousness. Consciousness is the agency by which God (absolute reality)

becomes known to man.

The concern of the Meta-group is with the quality and content of
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consciousness. Every group session is a vehicle, enabling members to focus
on learning to see reality ever more clearly as a context within which life

becomes meaningful, intelligent, spontaneous, and harmonious.

HISTORY

In a general sense, Meta-groups have existed whenever people have
gathered to explore and understand some task, project, or issue, grounded in
a spirit of love and mutual respect. Wherever people participate together in a
spirit that transcends them individually, such a group becomes a Meta-group,
a manifestation of that higher spirit. An example would be a symphony
orchestra or a string quartet gathering to play Mozart. In a more specific
therapeutic sense, the Meta-group is a phenomenon arising from
Metapsychiatry.l* Metapsychiatry is a dimension of existential analysis that is
the healing application in the realm of the psyche of theistic existentialism,
which presupposes the existence of God as the center of reality, and man as a
spiritual consciousness. Its philosophical background is the existential
philosophy of Martin Heidegger. By contrast, most existential analysis leans
toward the atheistic existentialism of Jean-Paul Sartre. Metapsychiatry
developed out of the practice of existential analysis of Thomas Hora, M.D., a
New York psychiatrist, and is taught through the New York Institute of

Metapsychiatry.
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TECHNIQUE

The presence of God (reality as ultimately good) is the core of the Meta-
group process. The process is a practical exploration of “the good that already
is” and clarifies the meaning of the obstacles or errors in perception that
prevent people from seeing that good. Existentially valid spiritual principles
are the guidelines of the Meta-group and are of key importance in

distinguishing the truth from erroneous thinking.

The Meta-group becomes a workshop where problems or questions
related to life situations are presented and examined within the context of a
higher vision of absolute truth — absolute reality — absolute love, the
cornerstone of existence. Each issue raised affords the opportunity to focus
on the path to the realization of that absolute reality through the maze of

infinite possibilities along the path.

Although life may take many forms, there is only one authentic direction
in life’s journey toward the truth. In this light, spiritual principles guide the
members to a perspective designed to heal and bring them into conscious

alignment with the harmonizing principle of the Universe (God).

A Meta-group leader clearly needs to be a facilitator, inspired by these
principles. The quality of his or her presence will be reflected in the quality of

the group process. The leader helps to channel the members’ thinking about
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the issues raised, in an existentially valid direction. The first step is
understanding the meaning of any experience or phenomenon. All
experiences and phenomena are “what seems to be,” and reflect the thinking
of the experiencer: “We think in secret, and it comes to pass/The world is but
our lookingglass” (Anon.). The second step is transcending appearances
(“what seems to be”) and elucidating the truth of what really is, represented
by the basic existentially valid spiritual principles. Entering a higher authentic
level of perception enables group members (often suddenly) to see their
everyday problems and errors in living in a radically new light. Thus, the
Meta-group is punctuated repeatedly by outbursts of spontaneous laughter.
The sharing in this communal vision creates a loving fellowship. The quality
of the members’ participation is a reflection of their interest and commitment
to the process of learning, which is limited only by false ideas or errors in
perception. In a loving context, no one is blamed for or identified with any
expressed ignorance and is repeatedly invited to participate harmoniously
and authentically in the group task. As each individual member is

unconfirmed at an inauthentic level, enormous healing takes place.

Each meeting is a preview of the Kingdom of Heaven (a metaphor for
harmonious existence centered on the good of God, revealed in the attributes
of love and intelligence). The ability to see clearly is cultivated from week to
week and transforms the quality of an individual’'s mode-of-being in the

world.
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APPLICATIONS

The Meta-group is a viable and workable process wherever and
whenever individuals seek to grow in the light of inspired truth. A typical

example of the application of the Meta-group process is as follows:

A man in the group began the session with the statement of a problem
he faced. “When I relate to someone I admire and by whom I want to be well
thought of, it seems that I fall all over myself and act foolishly. [ want to be
respectful and appreciative, but give the opposite impression, and seem

insulting and unfriendly. How can I understand this better?”

The leader then asked the group about the best way to approach the
problem, and it was correctly suggested that the meaning of what seemed to
be would have to be explored. (The meaning of any phenomenon is its mental
equivalent, i.e, the idea or ideas of the individual reflected in the
phenomenon.) From this beginning, the group members identified the
following ideas in the mind of the presenter: 1) a desire to impress and 2) a
“wanting.” Wanting was identified as personal desire. The leader concurred
and asked the group what the difficulty was in intending or wanting to be
respectful, since it seemed innocent and innocuous enough. Exploration of the
theme of personal desire led to the insight that such intention implied a
personal mind, i.e., a mind of one’s own. This is clearly a false assumption in

the light of the Metapsychiatric understanding that there is only one mind, the
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divine love-intelligence that is called God. It was seen that since there is only
one mind, there can be only one intention, one will. When an individual
realizes that there is only one reality, one will, he will seek to come into
harmony with that one will, and thus become a vehicle for love-intelligence to
work through. In such a condition, willing only that the will of God be
manifest in every situation, the quality of one’s responsiveness is loving,
intelligent, and spontaneous — harmoniously in accord with the only will that
is free. It became clear to the member who raised the question that by
personally willing to be “respectful,” he lost his connection with the will of
God, and was in fact being calculative and manipulative. Calculative thinking
is obviously destructive to the spontaneity that comes from being joyously in
harmony with the truth. Therefore the man saw his difficulty as that of
calculating how to accomplish his personal will, rather than trusting the truth

to make him free.

At this point another insight occurred in the group. A woman thought of
her difficulty with her two young children who were “unmanageable.” It

occurred to her that she began virtually everything she said to them with “I

» o« » o«

want.” “I want you to eat your cereal,” “I want you to go to bed now.” “I want
some peace and quiet.” It became clear that the children copied their mother
and responded to her “I want” with a rebellious “I don’t want what you want,
and [ want what you don’t want.” The mother’s assertion of personal will was

leading to a continual power struggle with the children. She began to see the
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necessity of seeking first “the kingdom of God,” i.e., a mind centered on love-
intelligence, which would become a harmonizing principle in the household.
Indeed, at a later session the woman reported that there had been much

improvement as she sought to do the will of God rather than her own.
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Experiential Analysis

Donald W. Tiffany

DEFINITION

Experiential Analysis belongs to the third force movement in
psychology that concerns itself with the manner in which we experience our
inner and outer worlds and focuses upon understanding psychological
adjustment and growth in the normal person rather than being limited to the
psychopathology of maladjustment (Tiffany, 1967). Experiential Analysis
portrays experience as a gestalt of person-environment relationships. It
provides a model for understanding man in society and for identifying both
the sources of control and the contexts that act as primary determinants in

psychological growth and adjustment.

HISTORY AND TECHNIQUE

Theory of experienced control. The theory of Experienced Control
pertains to the psychological forces that actuate, regulate, facilitate, or inhibit
a person’s psychological functioning in its broadest aspects (Tiffany, et al,,
1969; Tiffany, et al., 1970; Tiffany and Tiffany, 1973). The experienced control

model shown below is a schematic representation of the individual's
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experiential space. Inside the small circle, the space denoted FI (internal
states within the organism) represents controlling forces experienced within
oneself. Ol is the symbol used to indicate control experienced over the self.
During the process of socialization, the locus of control shifts from the
condition of being controlled by organismic forces to control over these

impulses.

A conceptual model of four kinds of control: Forces from the
environment, shown as FE in the outer zone of the model, may be exerted by
other individuals or groups, or by situations or physical factors. OE factors
represent perceived control over the environment. They arise from within the
individual and the manner in which the individual responds depends on his
or her technical, physical, or interpersonal skills. While FI and OI have an
internal reference, i.e., the experience of internal forces and the ability to
control these forces, OE and FE have an external reference and consist both of

experiencing forces over and from the environment.

Structural properties of experienced control. Two major structural
properties of experienced control are 1) that FI and FE are significant
experiences in life that the individual does not initiate and as such are non-
self-determining factors and 2) OE and OI represent the self-determining
activities that characterize the cognitive aspects of man and constitute

response patterns. Thus, a dynamic interplay exists between FE and OE and
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between FI and OI as well as between the specific processes, internal and
external. The ratio OI/FI and OE/FE for the two loci averages around 1.30 to
1.80 for different groups and for different situations. For psychiatric patients
it is always less than 1.0. However, for individuals with adjustment problems
that do not reach psychiatric proportions, the ratios may be low only in

certain situations.

Dynamic properties of experienced control. The basic dynamic
property of experienced control is that forces from internal FI and over
external OE act in concert against the environment. Impulses of FI, for
example, the raw unreasoned quality of rage, joy, sexual excitement, or
whatever FI is present, may be channeled through a selected OE to act on the
environment. Both forces act outward from the individual and are the means
by which the person can have maximal impact on the environment. The
individual is capable of manipulating circumstances to bring about a desired
FI, which, in collaboration with the proper OE, may result in a powerful
environmental impact. If these collaborative efforts are carried out in a
particular social system, such as the government, military, or other large

social structure, they can represent an enormous amount of focused power.

The reverse of the above is also possible. Forces from the environment
FE and over internal OI act toward or upon the person to such a degree that

he becomes almost totally inhibited. It is then almost impossible to employ
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the spontaneous or creative processes at FI or the skills at OE to produce the
cognitive effects necessary. Not infrequently one must escape to a “safe”

environment to realize one’s creative potential.

Veridicality of experience. Experienced control theory is based on
subjective events of experience at any moment in time rather than upon
“reality” as it can be described in physical or objective terms. Allport refers to
veridicality, when there is “agreement between a percept description and the
related physicalistic experience of the object” (Allport, 1955). This

phenomenal interpretation of experience is used in experienced control.

Balance between self-direction and non-self-direction at both loci. As
experiential data is being used, a change of balance at either loci can take
place without affecting the environment. Each person develops styles for
particular situations and when any of the four components is changed for that
situation there will be adjustments within the remaining components to

achieve a state of dynamic equilibrium.

Focal and contextual characteristics of components. For each of the
four components there are focal and contextual experiences that interact to
provide the total experience. We are daily involved in delineating focal from
contextual determinants. The contextual experiences exist at many different

levels. At the first level is the focal determinant itself, then a primary
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contextual level, a secondary contextual level, and so on. The control
experienced at any of the levels depends upon the perceived meaning of the
focal determinant. What lends a determinant meaning is largely its
interaction with its context. The interaction of focal to contextual

determinants parallels the concept of figure-ground in Gestalt psychology.

APPLICATIONS

The greater the consciousness of self, the greater the number of OEs and
OIs that are available to the person for problem solving and coping behavior.
Thus, as one increases his consciousness, he simultaneously has greater
control over life. Sometimes it becomes necessary that a particular focal
determinant be altered. This is done by fractioning the determinant in such a
way that awareness includes only those aspects that are positive (e.g., “look at
his good side”). In this condition of consciousness, part of the experience
becomes nonveridical. The more conscious we are of ourselves and our
environment, the more decisions we can make to fractionate determinants
(components). Greater awareness also enables us to juxtapose components
properly. Where improper alignment of the components takes place, it does
so because one of the components may be in a nonconscious zone. This
misalignment is observed frequently in psychiatric patients in that they are
unable to evoke the appropriate OE to cope with a particularly stressful FE.

For example, a profile of maladjustment would include degrees of the
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following: an absence of focalizing, focal/contextual reversals, extreme

nonveridical perception, and improper juxtapositioning of components.
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Experiential Focusing and Psychotherapy

Eugene T. Gendlin

DEFINITION

Experiential Focusing is a method of attending inwardly to let a “felt
sense” form. This is a holistic sense of a problem or unresolved situation. It
forms if one attends to how the body feels from inside. At first there may be a
blank or some vague tension of ease, but in less than a minute one can feel a
whole sense of the problem forming there. This felt sense is not just physical
as with muscle sensations, not just psychological, nor just cognitive. It is
bodily, affectively (emotionally) and cognitively meaningful before these
three are split apart. Once a felt sense forms, it is found to lead to steps. New
feelings, perceptions, and courses of action emerge. Focusing usually involves
many steps before a problem is resolved. Therefore one is willing to receive
and welcome what emerges at a given step. One knows it will soon change
further. Whatever emerges is checked against the felt sense to see if it
produces an immediately felt effect that signals the Tightness, for that
moment, of what is said or done. When one changes one can feel this
concretely, in a bodily way. Whatever words or procedures fail to attain to
this “felt shift” are immediately discarded so that words or actions that do

have this effect can form.
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HISTORY

Experiential Focusing comes from a series of research studies (Gendlin,
et al,, 1967) that found that those patients who were successful later were
those who, during tape-recorded therapy, often attended to what was felt but
not yet cognitively clear. This led to procedures to teach people exactly how
to do what the research had found. My (Gendlin, 1962, 1973) logic of
relationships between felt meaning and symbols led to specific definitions,

especially the difference between felt sense and feelings of the usual type.

TECHNIQUE

Experiential Focusing gets into direct touch with the concrete level, in
us, where our troubles really are. Most of psychotherapy consists of talking
about, which doesn’t reach down and touch, let alone change, that in us that
needs changing. So we get wiser about what's wrong, without actually

working with it.

The level, in us, where this concreteness is, is below thinking and
emotions. Even feeling familiar emotions intensely often does not put us in
touch with what they come from. There is a level below them. To reach it one
has to be willing to be a little confused, unclear, for a minute or two. It works

this way:
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One asks for a felt sense of the whole problem to form. This isn’t
something most people usually have. Most people go right into their problem
to their usual bad place, and they feel bad and stuck. Focusing begins by
asking you not to go to your usual place, inside the problem, just yet. Instead,
let a whole sense of it come. “What is it like, having that whole problem, just
now?” (It takes less than a minute for such a holistic sense of the entire

problem to form. But it must form. It isn’t just there.)

Getting such a holistic sense, one next asks: “What is that whole
feeling?” And the answer will be one word or a phrase, such as “scary” or
“heavy” or perhaps a private word like “funny.” Or it might be a gesture, like
clutching oneself. The move here is to get a handle on this whole felt sense of

the whole problem, by finding one word that gets it just right.

The hardest part of focusing is to let a felt sense form, as just described.
It takes a little patience. At first, most people get a lot of words: explanations,
arguments at themselves, or a lot of heavy emotions. A felt sense is none of
these. It is a direct bodily sense, but it isn’t conceptually clear. It’s a feel for

the whole problem, not the emotions in the problem.

As an example of a felt sense, think of two people you know. Got them?
Pick them now, then the example will work for you. Now, take the first one.

You get a distinct feel quality for that person, the whole feel of them, their
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texture or taste, or quality, so to speak. It includes everything you have ever
experienced with them, everything they ever did that you know about, how
you have ever seen them. Yet it is none of these things one by one. It is a feel

of them, a felt sense.

Now switch to the other person; notice that you get a very different felt
sense. It would take a lot of words, and some time, to say what these two felt

senses are like, but you can feel them directly.

Once you have a hold of the felt sense of a problem, then stay with that
for a minute or two. Don’t do anything; just see what it does. If it changes or
moves, let it. Just say something like: “What’s so scary?” (or whatever one-
word handle you have on it). But it's important not to answer that question;
just ask it and let the felt sense be there and expect the felt sense, after a

while, to do the answering.

When a felt sense “answers,” it also shifts. One can feel a concrete
release or movement, bodily. Perhaps also an involuntary breath “Whew ...
yes, that's what’s so scary.” Words that come with a felt shift, are usually right.
One checks such words back: “Is that right? ... whew, yeah.” The individual

feels the release over again.

Sometimes there are small steps before there’s a bigger shift. Words

come to say something that’s clearly right, but there is no big body release.
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Let’s say what comes is “What’s scary is he’ll leave me.” Then the next step
would be, “OK, what’s so scary about him leaving me?” Again it is important to
let the felt sense answer the question. It takes a few moments, repeating the

question, not answering it.

Of course the person in my example knows many reasons why she’d be
scared of his leaving. But those known arguments get in the way, and one can
lose hold of the feeling. To get it back, she asks “Can I still feel that scared” and
wait. After a few moments, there it is again. She waits to see what comes from
the feeling. She lets the words come from the feeling, ignoring all other words.
“What's so scary about his leaving?” Can I still feel it?... yeah ... there it is,
again. What's that?” (One shouldn’t answer; let it answer, wait with it.)
Whatever comes, she takes it and goes another step. Why again is that, now?
And don’t answer, let it. There should be one big step, a felt shift, a big release,
a big “Whew...” There are exact steps for focusing, but the above will give

some idea.

Such a big felt shift is a sign of real change, and after it, it's time to stop
focusing for a while. Everything is now a little different. It takes the body a
time to let that change filter through everything else. It may not solve the
problem but there is a distinct unquestionable sense of being in a somewhat
different place, and not just verbally, not just conceptually, but in a concrete,

living, bodily sense.

The Psychotherapy Guidebook 441



The method of focusing cuts across all methods of therapy. All can work
if used with focusing, and none work well without it. Without focusing most
therapy is just talking about, or it is painful potshots that can hit something,
that doesn’t add up to a continuing self-propelled change process. Also, with
focusing one knows when one is changing; it is a concrete, body experience.
Many people in therapy or working on themselves wonder if it’s getting them

any further. But if one can’t sense oneself changing, one probably isn't.

Focusing lets one use whatever anyone (including therapists) says.
There is no need either to believe or to disbelieve someone’s interpretation of
you. You can go straight down to where it’s at, and be in touch — and then, if
you try the interpretation there, it either produces a felt shift or it does not. If

not, then it isn’t right, at least not now.

The experience of focusing, once you have it, lets you sense your own
inward concreteness. The body senses inwardly, and is wiser than the mind.
The body totals up the millions of details you can’t think of, except one by one.
Focusing is between the ordinary level of thoughts and emotions, and the

deep level of meditation, where there is no content at all.

APPLICATIONS

Experiential Focusing has been used in psychotherapy and taught to

schizophrenics (Prouty, 1977), “borderline” patients, and people generally
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(van den Bos, 1973).

Focusing is also being applied in a spiritual context, in creative writing,
in business (Iberg, 1978), in problem solving (Zimring, 1974; Kantor, 1976),
with EEG correlates of felt shift, in dance, in healing (Olsen, 1978), with

imagery (Gendlin, 1970), and in relation to dreams.

The Psychotherapy Guidebook 443



Guided Fantasy in Psychotherapy

Gary F. Kelly

DEFINITION

The past twenty-five years have seen a renewal of interest in conscious
inner human experience and its implications for therapy. Counselors and
psychotherapists have begun to tap the potentials of fantasy for facilitating
personal growth and therapeutic change. Through outside suggestion, a
person’s fantasizing may be channeled and directed toward positive ends. In
most of the fantasy therapies, the therapist structures the situation by
describing some imaginary situation for the client. Then the client is
encouraged to let his own imagination develop the theme and create a rich
fantasy experience, as the therapist gently guides by comments and

suggestions.

HISTORY

The historical foundations of Guided Fantasy are found in
psychoanalysis. In the famous case of Anna O. (Breuer and Freud, 1895), a
directed mental imagery technique was employed, but Freud later discarded

the use of guided imagery, and developed methods involving free association
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and dream analysis. Growing out of this analytic tradition, Kretschmer (1922)
and Happich (1938) developed meditative approaches to psychotherapy, and
Schultz (1956) used a systematic method for using the mind’s images called
the “autogenic training technique.” Especially significant to the more recent
publicizing and legitimizing of fantasy psychotherapy were the methods of
French psychotherapist Robert Desoille and German psychiatrist Hanscarl
Leuner. Desoille’s (1966) work with the waking dream (réve éveillé)
demonstrated that therapist-directed daydreaming could lead patients to
increased self-understanding and emotional maturity. Leuner’s (1969)
“guided affective imagery” technique involves the guiding of the subject
through a series of structured fantasy situations, each with a specific

theoretical purpose in analysis and therapy.

Contemporary approaches to Guided Fantasy have moved away from
emphasis of the analytic value of imagery and more toward the inherent
therapeutic value of the fantasy experience, along with action-oriented
approaches for integrating the fantasy experience into positive growth (Kelly,
1974). Shaffer (1972), for example, has used “induced guided fantasy” as a
primary mode of treatment with several clients in therapy. “Psychosynthesis”
makes use of a variety of Guided Fantasy methods (Crampton, 1969).
Behavior therapists have often modified and structured Guided Fantasy for
use in Systematic Desensitization. The real history of Guided Fantasy is being

written now, as more therapists make use of these techniques and as journals
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and societies focusing on mental imagery begin to appear. For a more
definitive discussion of the history of fantasy therapies, see Margaret

Crampton’s (1974) historical survey.

TECHNIQUE

One of the advantages of Guided Fantasy techniques is their flexibility
and adaptability to diverse settings. I shall describe my general approach to
fantasy in counseling situations; see my paper (Kelly, 1972) for further detail.
The effectiveness of Guided Fantasy seems to depend on several factors: the
characteristics of the client, how well the counselor has introduced and
structured the situation, and the effectiveness of the counselor’s guiding

during the actual situation.

Client characteristics. There are several client characteristics that seem
to be especially reliable in predicting a positive outcome from a fantasy

experience in counseling or therapy:

1. Deep commitment to the counseling process and its goals.

2. Willingness to share the responsibility for the counseling

relationship and to work toward growth and change.

3. Trust in the counselor, whose accepting manner is firmly
established.
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4. Lack of intense anxiety or undue concern over increasing insight,
fantasies, or dreams.

5. Some comprehension of the existence of unconscious needs,
motivations, and repressions.

6. Willingness to participate in a Guided Fantasy without viewing the

experience as unduly threatening, mystical, or unorthodox.

Some clients simply indicate they are afraid of such methods or would
prefer not to participate in them. Some therapists would interpret this as

resistance to be broken down; I prefer to respect the client’s wishes.

Preliminary structuring. There are several ways in which the counselor
may prepare the client for a Guided Fantasy, facilitating a positive,
nonthreatening atmosphere and protecting against fearfulness generated by

the unexpected. Several steps should be followed:

1. Introducing the technique to the client, emphasizing that it may

give some new insights into thoughts and feelings.

2. The therapist should explain the client’s role in the fantasy, and
indicate that the imagination should be given freedom to
develop the experience without much censoring. I tell clients
not to try to make the images go where they think they ought
to, but to visualize and fully sense whatever images come
along. I also explain that as they keep me fully informed of
their fantasy, I shall be making suggestions from time to
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time, but that they are free to reject any of these suggestions.

3. The client should be prepared to feel emotion during the fantasy
and encouraged to fully experience whatever emotions are
evoked.

4. It should be emphasized that the client has full autonomy and
control in the fantasy, and that the fantasy is simply taking
the directions the client allows it to take.

5. The client should be in a relaxed, quiet atmosphere, as free from
extraneous stimuli as possible. A reclining position, with the

eyes closed, seems best for most clients.

6. The opening situation given by the counselor to initiate the fantasy
should be thoroughly detailed and, whenever appropriate,
tailored to a particular client’s needs. Often, the opening
themes [ suggest are quite general and suggest venturing
into some uncharted territory (such as, going into a cave;
getting to the other side of a large stone wall; drifting in a
rowboat in fog). Other times they are more specific, and
designed to work on a particular client concern (for example,
entering one’s own body; confronting a room full of people

known to the client).

Guiding and termination. An essential part of effective Guided Fantasy
is the skillful guiding on the part of the counselor. There must be an adequate
amount of empathic, verbal participation without becoming over-involved to

the extent of pulling the client away from the fantasy. The counselor should
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encourage description of detail to develop the richness of the experience, and
at times may wish to restructure the fantasy toward more productive
directions. When predicaments or frightening obstacles are encountered, the
counselor may be important in guiding the client through the fantasized
problem. It is wise for the counselor to attempt to terminate the fantasy at as
positive a point as possible, leaving the client with relaxed and contented
feelings. It is important that the client experience a sense of success and

accomplishment regarding the fantasy.

Outcome and processing. Guided Fantasy experiences are more
powerful and productive for some clients than for others. On one end of the
spectrum are those who find fantasy to be a mildly pleasant and relaxing, or
neutral, experience. On the other end are the clients who are profoundly
moved by the fantasy, and come away with a real sense of having changed
and grown. For some, the therapeutic nature of fantasy is increased by

participation in a series of guided fantasies over a period of several sessions.

Some counselors and therapists feel that fantasies should be
“processed” in detail with clients, including retrospective analysis of content,
discussion of emotional reactions, and looking at possible symbolism. Gestalt
therapy approaches may be used to further integrate symbols or upsetting
images that occur in the fantasy. I find that the Guided Fantasy usually is able

to stand by itself as a significant and understood part of the counseling
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process. Some clients actually work through conflicts on a symbolic level
during fantasy. Following the experience, they are able to transfer this

resolution into real situations.

APPLICATIONS

Guided Fantasy represents one of many specialized approaches that
may be used to help clients achieve healthier and more satisfying levels of
personality functioning through increased insight and self-acceptance. It may
also help clients deal with conflict and situations to which they experience
phobic reactions. In addition to the use of fantasy in the systematic
desensitization and aversive counter-conditioning of behavioral therapy, it
has been made a part of some approaches to Implosion Therapy or emotional

“flooding” as a way of extinguishing fear.

Shaffer has described the therapeutic value of Guided Fantasy in dealing
with nightmares and dream fragments, and as a way to help clients
experience fantasized age regression. Another popular use of the technique
may be in helping clients focus on bodily concerns and their causes
(Alexander, 1971). Guided Fantasy has been useful in the treatment of
children, adolescents, and youth. Hartman and Fithian (1974) employ Guided
Fantasy to explore body imagery in clients with sexual dysfunctions. There

are also reports of success in sex therapy to resolve psychological conflicts

www.freepsychotherapybooks.org 450



that are playing a part in generating dysfunctions (Kelly, 1976).

Some counselors and therapists have begun employing Guided Fantasy
in group settings, and these approaches represent an exciting new trend in
the therapeutic use of mental imagery. Adaptability and flexibility are the
characteristics that render Guided Fantasy a valuable tool for a variety of

psychotherapeutic models.
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Behavioral Family Therapy

William J. Di Scipio

DEFINITION

Behavioral Family Therapy (BFT) denotes the application of scientific
methodology in order to modify faulty or maladaptive patterns of social
interactions among the symptomatic members of a family. While “behavior
modification” has been the most popularized term applied to this approach,
there are, in fact, at least three distinct contemporary approaches to the
scientific understanding of human social learning: behavioral consequences,
mediational or anxiety cues and social learning, or vicarious learning. While
varying therapeutic technologies have been developed within each of these
approaches, they are all broadly defined as behavioral because of their basic
adherence to the hypothesis-testing, experimental analysis of human
behavior. For a behavioral family therapist, a family may be defined as two or
more people who mutually influence the reward and punishment

contingencies of each other.

HISTORY

Early discoveries in the study of environmental influences on behavior
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patterns or responses are attributed, in part, to the well-known works of
Pavlov, Thorndike, Clark Hull, and ]. B. Watson. At least two experimental
paradigms, currently labeled “classical” and “operant” conditioning, were to
emerge and survive in the field of human and animal learning. The recent
proliferation of operant conditioning (behavior modification) has been widely
influenced by B. F. Skinner and his associates, and has been most
systematically applied to families by G. R. Patterson (1975). Elements of the
classical-conditioning model are more readily apparent in the work of Joseph
Wolpe, which is concerned with the deconditioning of maladaptive anxiety
neurosis in individuals. Direct application of Wolpe’s approach has not been
fully explored in relation to family interaction. Adherents of the approach,
which emphasizes vicarious or observational learning, are best represented
by the currently popular social psychology of Albert Bandura. While the
influence of modeling (learning by observation) on a child’s behavior are
obvious to both therapists and families, the systematic use of such principles
in modifying or guiding adaptive social patterns has only begun to be

explored in the psychotherapeutic setting.

TECHNIQUE

Methods based upon changing the consequences of the observable and
measurable Behavior of a symptomatic family member predominate the

current Behavioral Family literature. The symptomatic individual, usually a
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child, is viewed by the family as the problem. A coalition is formed between
parents and therapist and the therapist proceeds to “target” the misbehavior.
The frequency of occurrence of the target behavior is recorded for a period of
time, usually taken in the natural setting without further direct therapeutic
interventions. This period is known as a “baseline” and is used to establish
consensus on the degree of severity of the problem, as well as serve as a
comparison with which to assess the effects of later programmed
interventions. If the problem is one of excess behavior (for example, temper
tantrums), techniques including differential reinforcement of other more
acceptable behaviors (DRO) might be used, as well as systematically
diminishing the inadvertent reinforcement parents often give by excessive
attention to the child during a tantrum (extinction procedure). If the problem
is a deficit behavior, positive reinforcement of gradual steps toward achieving
the final desired behavior might be the preferred conditioning technique
(shaping). Altering the consequences of behavior through manipulation of the
contingencies of reinforcement extends beyond the few examples mentioned
above and may also be monitored by the therapist in the form of a verbal or
written contract. The “contingency contract” specifies the treatment plan in a
precise and operational manner and has become the most popular tool of the

operant conditioning family therapist.

When the therapist views the family problem from a cognitive-

behavioral model, he is most likely to apply techniques derived from classical
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conditioning. Problems of interpersonal relationships thought to be mediated
by anxiety, faulty beliefs, or lack of self-assertion are usually treated
individually, but changes in all family members will invariably result if the
behavior of one member is radically altered in a short period of time. The
changes in maladaptive anxiety states or cognitions are altered by techniques
such as progressive desensitization, covert conditioning, cognitive

restructuring, and assertive training (Craighead, et al., 1976).

Focusing on the vicarious processes of social learning presents another
behavioral perspective from which the family-oriented therapist might
proceed. The use of modeling, behavioral rehearsal, and guided participation
for increasing adaptive social skills has recently begun to occupy a more
standard and systematic set of techniques for applying to one or a number of
family members. They are applied alone or in addition to the operant

conditioning and cognitive-behavioral techniques.

APPLICATIONS

While the behavioral therapies may be applied to any broadly defined
maladaptive overt or covert behavior that has its origins in environmental
contingencies, the following areas are representative of several readily

modifiable problems:

1. Child management problems in which either or both parents are
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willing to participate in behavioral training programs as co-
therapists (for example, temper tantrums, negativism,
antisocial behavior).

2. Marital difficulties involving the absence or deficit of negotiation

skills and inappropriate mutual reinforcement exchanges.

3. Maladaptive behavior of one member of the family that results in
exclusion of that member or undue stress or breakdown of
other family members (as in anorexia, school or other phobic
behavior, asthma, etc.).

4. Maladaptive behaviors resulting from inappropriate or incorrect
attitudes and beliefs that are not a function of an acute
psychotic state of any member.
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Comprehensive Family Therapy

Arthur Stein

DEFINITION

Comprehensive Family Therapy (CFT) aims at optimizing family
function by remediating immaturity, correcting psychosocial pathology, and
developing latent behavioral potential through integrated educational,

reparental, and psychoanalytic procedures.

CFT grew in stages. First concerns were with symptoms in child
patients. Initially, family contact focused on correcting the parents’ rearing of
the child. But parental ineptness with one child often meant difficulties with
other offspring. Consequently, professional aims were to potentiate the
rearing transaction — the entire network of relations among parents and
children — plus the children’s independent transactions. However, marital
disharmony seriously impaired parental effectiveness and therapeutic
contact was necessarily extended to engage rearing and marital transactions
concomitantly. Furthermore, the couple’s extrafamilial functioning was found
related to both parental and marital process, requiring inclusion of the
spouses’ independent transactions in the professional work. Thus, CFT

contacted all family members and the empirical breadth of family process,
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realizing the necessity of dealing with the entire membership and all

difficulties within terms of one professional relationship.

CFT was introduced in 1964 and taught at the Bleuler Psychotherapy

Center of New York City, and since under various sponsorship.

TECHNIQUE

CFT is not distinguished by specific techniques but rather by its
emphasis on understanding the family dynamics, the need to establish family
goals and to concentrate on approaching “target” behavior by means of an
integrated therapeutic interplay. Defining ideal family process is critical for
professional purpose, direction, and efficiency. The ideal model for CFT is
derived from empirical observation and clinical experience and it purports to

reflect the common structures of well-functioning families.

The marriage is at the hub of the family dynamism. The positive
involvement of the spouses helps maintain proper emotional balance with
children and promotes growth in the couple. In the “progressive marital
trend,” the mates assist each other through supportive teamwork and
intramarital parenting to learn and improve ego functioning within terms of
their complementary parental and coping roles. This enhances family
organization, adjustment to reality, and security. A counterpart “regressive

marital trend” emanates out of the mutual elicitation and outplay of impulses
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and desires that occur when a couple maintains investment and psychological
contact with one another. The provocation of repressed material (“repetition
compulsion”), notably love and hate, within an affirmative interpersonal
context of disclosure and understanding allows for the integration of the
underlying contents into the ego. Gradually, successively deeper
psychological expression, self-contact, and intimacy ensue. Continuing over a
lifetime, the progressive and regressive marital trends incur ego growth or

“progressive abreactive regression” (PAR).

The practitioner may begin CFT with the entire family or any part,
devolving or escalating contact with members. The frequency, length,
attendance, and overall pattern of meetings are therapeutically determined
and variable. Initial procedures are affected by membership attitudes toward
professional intervention, family power relations, nature of surface
psychopathology, and requirements of starting and developing the treatment
program. The family’s subsystems (all combinations of members) and

extensive behavior are influenced through the couple.

The practitioner potentiates the family’s rearing transaction by dealing
with the spouses as parents, with the pair as husband and wife, and with the
couple’s independent transactions by his involvement with their extrafamilial
selfhoods and careers. Generally, offspring are professionally affected

through the parents and not directly. However, the practitioner sees children
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adjunctly, alone or otherwise, for evaluation, building parental capacity or the
child’s positive response, and also for assisting with psychopathology beyond
parental reach. Older offspring may be approached individually to increase

healthy privacy and independence.

Contact is maintained with total family process, which is worked with
coherently to avoid imbalance or disorganization and to maximize progress.
Family events denote the spousal leadership and members’ functioning and
guide the practitioner’s effort. Therapeutic leverage is significantly amplified
by using family repercussion tactically. There are many ways of doing this,
such as by swaying family plans, assigning tasks, encouraging closeness or
distance, or settling or stirring conflict. Also, family members in therapeutic
alliance with the practitioner are employed to interpret, confront, assist,
reward, or punish another’s behavior. Selfhood in one party may be
particularly developed, not only for that person’s benefit, but for growth

influence on someone else.

The roots of family malfunction are traceable to parents’ immaturity
and/or neurotic process, which are tackled respectively by the “progressive”
and “regressive therapeutic impingement.” In the progressive impingement,
the practitioner educates and parents (feeds, inspires, goal sets, models,
rewards, disciplines, role plays, etc.) to compensate for the deficient

parenting that the couple received as children. In this mode he is aggressively
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forward looking, utilizing available potentials to overcome ineptness and fill
in ego gaps. He develops esteem, goals, functional knowledge, ability, and
teamwork for mastery of interdependent parental, marital, and extrafamilial

roles.

In the regressive, or analytic, therapeutic impingement, the practitioner
is backward looking, encouraging expression and ventilating suppressed
feelings. Under assistance of introspection and insight, latent psychological
contents abreact; that is, the individual relives early experiences, with the
practitioner being given emotional meaning as an image of childhood figures.
Properly instigated and managed, regressive abreaction makes repressed

mental contents accessible, with freeing and widespread benefit.

By establishing fresh standards and mobilizing new action, the
practitioner’s progressive impingement  suppresses preexisting
nonproductive behavior and causes the damming of impulses and
psychophysical tension. On the other hand, regressive relations free
structures and build potential for the progressive development of ego and
transactive functioning. Thus, the regressive impingement supports the
progressive and vice versa, and the practitioner shifts between those two

modalities.

In consequence of professional intervention, the couple is
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simultaneously developing in competence and positive ambition. At the same
time, the pair’s deepening commitment and better communication make them
willing and able to intramaritally parent and help the partner overcome
personal immaturities that undercut teamwork and stifle self-assertion and
achievement. Consequently, we find improving marriage to be associated
with heightened reciprocal growth pressure and ego building, which adds

significantly to the professional’s progressive impingement.

As the CFT building of relating and coping proceeds, the mates become
able lovers. Increasingly, they take over the professional function. The couple
understands the forceful determinancy of unconscious process and they value
and give each other experiential room, mutually supporting and assisting
regression. But at the same time, growing in consensual direction and respect,
they set new standards and goals for themselves and their children.
Consequently, they have less need for the professional relationship; the
practitioner becomes a consultant to the couple, then terminates his

relationship.

Ideally, the PAR dynamics will continue over the lifetime of the couple.
Succinctly, the pair’s behavior simplifies and focuses as the “repetition
compulsion” plays itself out and conscious process pervades. Movement is
toward androgenous development of “masculine” and “feminine” power, of

work and love. Regressive dissolution of repressed process energizes
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behavior and frees structures for creative work and coping economy. It
activates symbiotic potentials that increasingly bond the couple for the care
of each other through advancing age, meanwhile causing positive emotional

detachment and encouragement of offspring’s independent growth.

APPLICATIONS

CFT does not distinguish family, marital, and individual psychotherapy,
since rearing, marital, and independent transactions are engaged and all
combinations of members affected. Categorization of families by clinical
symptoms (for example, culturally deprived, drug abuse, psychosomatic,
schizophrenic, neurotic) gives some indication of system properties and level
of organization, but is not useful for deciding applicability. Professional
intervention is adapted to the organizational character and failure of the
particular family. Ability to maintain professional contact, to cooperate, and a
capacity for psychosocial growth are required. The goal is uniform — optimal

family process.

Dealings with unmarried pairs, unwed parents and children, childless
couples, families split by divorce or death, recombined families and older
spouses with grown offspring are variations or aspects of model CFT
procedures. Likewise, individual work with adolescents and adult singles

utilizes part of the more extensive process.
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Conjoint Family Counseling

Sharon Wegscheidei

DEFINITION

Conjoint Family Counseling is an experience in which an outsider, the
counselor, is invited into a group of individuals related to each other for the
sake of stimulating healthy relationships. Often the group or family invites the
counselor into the system because of their painful concern about one member
they identify as the focus of the problem. The challenge presented to the
counselor is to use his eyes, ears, and sensibilities to give new insights or
added reaffirmation to the family’s view of itself. Even though the family’s
goal is the solution of their problems, the therapeutic hope of the counselor is
that the family will discover a process for growth, namely, the nurturance of

the self-worth of the individual members.

HISTORY

Theoretically, family counseling grew out of clinical experience. Over
the last twenty years family counseling done conjointly was first an
experiment used when individual therapy became stuck or ineffectual. The

conjoint counseling was used when the myriad of problems defied solution
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and the clients remained helpless. Now the use of family counseling is
becoming accepted. It is based on the premise that we become very similar to

those people with whom we surround ourselves.

Virginia Satir, Don Jackson, Jay Hayley, and others from the Palo Alto
area of California are among those who have worked with families to help
them become people who know they count, who risk saying what they feel,

who make their choices with their own growth as a priority.

TECHNIQUE

Family Counseling (or process counseling) can be looked at clinically
and theoretically. The clinical styles of counselors are as different as the
makeup of the counselors themselves. Yet, there are enough similarities in
clinical experiences to furnish some basic observations. This clinical
description will address the family intake form, the seating patterns of clients,

and the story of the clients.

The intake form. An agency requires statistical information for its planning,
evaluation, and research and it is important that some information be
gathered about each member of the family system. This sounds very routine.
Yet, many times the family member who fills out the intake form forgets to
put information about himself down. Also, sometimes all the children are not

listed, and there may be some significance to this. The youngest ones may be
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left off “because they are too young for all this.” Or the older children who
have moved out are no longer listed. The process of their departure could be
very enlightening in understanding present fears and pains. The general rule
to follow is that those bearing meaningful influence should be noted on the
intake form. For example, the family concerned about their pregnant teen-

ager may find it helpful to include the father-to-be.

The ages of the family members may be important. Children born close in
age may have some implications on both the marriage relationship and the
sibling relationship. Spouses who are of greatly divergent ages may have
some things to work through that may not occur to contemporaries. Who
came after whom in the family may indicate alliances or rivalries. Birth order

does not give any conclusions; however, it may give some educated guesses.

Questions about current stress points are helpful. Such changes as a new
home, a different school, new jobs, people going back to school, transfer from
night work to day work, sudden illness, deaths among relatives carry much
meaning. Changes are neutral, but the choices they prompt are either
constructive or destructive to a family’s balance. Past and present use of
alcohol or mood-altering medicines can also furnish valuable pieces to the
puzzle. In summary, the intake form contains something about each member
of the family system, and for a family who comes to the agency with a specific

problem this is the first step.
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Seating. The surroundings most conducive to family work is an area large
enough to move about, light enough to be cheerful, pleasant enough to be
comfortable. One asset in seating in a family session is having cushions or
chairs as movable as possible. Ideally, when a family is ushered into the room
the chairs or cushions could be either stacked in the corners or arranged in a
chaotic state. The first invitation of the counselor to family members is to
choose where they will sit. Often, the identified patient is readily apparent,
since he takes a position far away from any member of the family. The
children with high energy often pile the cushions high in the corner. Children
who are family favorites often sit close to their protector. The very reasonable
ones attempt to sit just outside of the circle, where they can observe the rest

of the family in an objective fashion.

Such a simple thing as asking them to sit down can speak volumes of
how a family sees itself. When there is nervousness or conflict, the stress of
the artificial situation exaggerates the family’s defenses. Once the family has
sat down, the counselor has a spontaneous sociogram. He has at least one
picture of the relationships within the family. If the children are noisy, moving
around a lot, bored, or daydreaming, the counselor may see who disciplines
the children. Different meanings can be studied if the disciplinarian is the
mother, the father, or the older child. If no one gives direction, this says much
about the family, too. The counselor looks at the choices the family makes to

take care of itself.
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The story. Most clients find it hard to share their private family business with
an outsider. They are not only asking for help, but also admitting failure.
Admitting failure takes self-worth. If their self-worth is low, as many times it
is, their admission of failure involves a great deal of pain. In family counseling
the family gets a chance to tell its story. Usually the person who made the
appointment speaks first — most often one of the parents. He or she is
nervous and has mentally rehearsed what to say. The parent has a story to tell

that is both a description of the problem and a justification for coming.

When someone is talking in the family the others naturally react. For
example, when a mother shares her background, her hopes, and her worries,
it is important that the therapist is aware of all the other people in the room.
Sometimes it takes two counselors to do this. The identified patient reacts to
his mother talking about him. He is quiet, holding his breath and hoping that
this experience will pass. The spouse may react strongly if he suspects that he
is being blamed or torn down. The other kids in the background sometimes

feel that their mother exaggerates everything.

Some kids very enthusiastically share data as proof that this identified
person is really the troublemaker everyone says that he is. Then the identified
person will withdraw totally within himself or become angry. He might try to
use anger to start a debate, picking up on words here and there in order to

show that what they are saying is not true. Or he may discount what
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everybody is saying with “How do you know?” or “You weren’t there.”

The work of a family counselor is similar to the work of an orchestra
conductor. He needs to maintain a certain amount of order so that he can hear
the music. He notices certain instruments yearning to play and gives them
permission to be heard. Clinically, the counselor needs to hear stories,
especially in the first session. Yet the stories are important only to get at the
process. When a family uses the story as a sales pitch to justify their coming,
the counselor helps them change the use of the story to getting in touch with
new ways of processing, new ways of communicating, and new ways of

validating self-worth. That jump is a monumental step toward growth.

Some of the theoretical concepts central to Satir’s work are self-worth,
rules, and systems. Self-worth is a person’s self-affirmation that he is
important, has limitations, has talent, and has a right to be here. A person
with a high self-worth can afford to say what he means. He can allow open
communication, can follow and give flexible rules, can even tolerate error.
When a person owns himself, he takes responsibility for self. He is capable of

building and maintaining relationships.

The power that rules have over us is illustrated in the names that people
have given them. They are called programs, life-styles, tapes, scripts. All rules

come to us from outside of ourselves. As we become more and more aware of
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our own energy, they help us be ourselves. We choose to make them our own.
The rules that are valuable to us become our value system. The rules with
which we comply out of fear of being rejected or hurt always remain separate
from ourselves. They are the things we do to get something else. We follow
some rules to get approval from someone. They are the “shoulds,” the
expectations of others. Outward compliance and inner resentment at being
manipulated cause stress, conflict, and anger. How we cope with the stress
depends on how much we really believe in our own worth. How we cope will

affect others in our system.

The idea of systems working efficiently and effectively is dependent on
two factors. One is the developing into what we call a whole person. The
second factor is how whole persons or the opposite — fragmented persons —

affect the functioning systems.

APPLICATIONS

The idea behind system therapy is that persons develop communication
patterns that tend to protect their personal self-worth. The person finds
whichever communication pattern best protects him in his system, and that is
the personality he begins to develop. It seems that people tend to learn their
survival patterns from the family they grew up in and take it with them in

choosing mates; they then continue their dysfunction into their own families.
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To summarize, Family Counseling can be a time of clear communication
and maintaining relationships. Family Counseling can be a time when the
family members begin to learn from each other. The occasion of Family
Counseling can be the beginning of an appreciation of their differences and

their similarities.
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Family Context Therapy

John Elderkin Bell

DEFINITION

Family Context Therapy is based on the operational principle that
families are modifiable through changing the environments within which they
live. Families have many environments and are also involved in creating
environments for themselves. The environmental forces provide a complex
dynamic for the functions of individuals and the total family. Creating changes
in these forces to reduce pressures toward destructive functioning and to
accentuate pressures toward family adjustment and accomplishment is the

adopted task of the family context therapist.

Therapists plan and carry out selective efforts to modify the families’
contexts whenever family functions are being limited or destroyed by aspects
of the environment, and new environmental resources and opportunities are
needed for developing beneficial family processes. Targeted changes are
sought in the social, functional, and physical aspects of the community at
large, the basic and helping institutions within it, and the families’ immediate
environments. Though the therapist’s primary and direct interventions are in

the environment, the higher goals of family problem solving and family
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development are reached through the impacts of environmental

modifications on the family.

HISTORY

In 1963, I was assigned by the National Institute of Mental Health to a
long-term program to reduce the isolation of hospitalized mental patients
from their families. This assignment was a response to the growing
experience that family group therapy was proving ineffective with the
majority of hospitalized patients. Since that time much of my professional
work has been turned toward the goals of understanding the problems that
create patient isolation, developing and testing methods to reduce isolation,
and constructing a theoretical framework to lead to specific techniques for

intervention.

In 1964-65, in relation to this program, I was sent by NIMH to study
about 150 African and Asian hospitals and other medical facilities, including
some for psychiatric patients. In most of the observed settings, families
accompany patients and stay with them full-time during the period in
hospital. The insights developed during this study (Bell, 1970a) provided the
experiential base on which Family Context Therapy was conceptualized,
developed, and applied in a range of projects (Bell, 1976, 1977a, 1977b).

These projects, and others, extend far beyond families that include mental
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patients. Projects have been focused especially on families where one
member is institutionalized, as in all types of hospitals, nursing homes,

prisons, and shelters.

I presented the rudiments of a formulation of Family Context Therapy in
1969 at the Memorial Conference for Don D. Jackson. An opportunity in 1973
to become free from many years of administrative responsibilities and to turn
attention to program development in a hospital gave me a fresh chance for
experience and thought, for defining the nature and scope of Family Context
Therapy, and for testing methods. The timeliness of this development has
been accentuated by the growing acknowledgment of the need to accomplish

family-oriented improvements in our community and national life.

TECHNIQUE

Techniques have been and are being developed. Typically, they involve
supporting and expanding outside resources for families, facilitating their use,
and improving the settings from which resources, energy, and time for
improved family relations may be drawn. Inevitably, the methods used to
induce environmental changes are multiform and specific to target families.
The most common locales for the development and application of change
methods are within community institutions. As an illustration, analysis is

being made to discover ways to improve family access to various community
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institutions. For instance, on the assumption that intensified family
involvement in schools will improve the morale of parents, their investment
in the work of the school, the performance and success of their children, and
the internal functioning of the family, the context therapist takes on the task
of devising changes in the school to improve family access. The therapy is
accomplished when and if improvements are made in access with positive

results for families, which is not always the case.

Most of my work has been and continues within hospitals, changing
contexts for all manner of patients. A few interventions, made by colleagues
and me, can serve as examples: changing policies, for instance, in regard to
visiting; removing physical and other barriers to family access — opening
locked doors, easing parking problems, arranging for family meals; educating
staff to allow families to do tasks for patients, especially those carried over
from home, such as feeding the patient, or serving as monitor; assuring that
patients, according to their condition, have the opportunities and privacy for
continuing to participate in family life and affairs; and ordering the patient’s
program and opportunities for family involvement according to anticipated
placement, such as return to home, transfer to an extended care facility, or life

in the hospital until death.

Such interventions are not random. They are based on many sources,

such as direct experiences with families; identification of features of the
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hospital or patient programs that have actual or potential impact on families,
and the quality of that impact; projections in fantasy of an ideal hospital for
patients and families; study of family relations of nonmedical institutions, for
models to apply; application of theories and investigations of organizations,
their interrelations, and process of modification, from the fields of sociology,
ecology, anthropology, and political science, to understand and change the

hospital.

Staff are directly involved in the planning of interventions;
comprehensive or modest programs for change are set forth; evaluations of
timing and of needed supports for change are conducted; complex education
efforts and negotiations are commonly undertaken before determining that a
change can be instituted; and, when an intervention is made, studies of the
extent and frequency of family involvement follow. Through such approaches,

hospital culture changes are accomplished for the sake of families.

APPLICATIONS

The first application is in extending the theory of family change. As
dramatic as the step from individual psychotherapy to family therapy,
Context Therapy provides a corrective to the constriction of family-centered

thought.

Second, family context processes suggest therapy methods for many
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institutions — prisons, courts, business and industry, recreation, commerce,
churches, synagogues, and other religious organizations, to mention a few.
Within each institution, the interventions must become specific, however, to

its program and staff, and to the families who are associated.

Finally, Family Context Therapy provides a bridge for family therapists
to many programs and persons concerned with family welfare, though they
are not engaged in family therapy. Collaboration may be eased with family
education, Planned Parenthood services, public health services, family social
work, community planning, recreation services, institution administration
and development, family law and justice, personnel services, religious
communities and services, and many others. The efforts will concern such
issues as: the relative priorities given to the family as a whole in relation to
those directed elsewhere; the family implications of centering resources on
individuals, programs, and institutions; and the interactive effects of various
programs for family welfare — do they complement, compete, or cancel out
each other. All these issues are being raised, but typically in relation to
recipients of program resources and services. If the recipient is other than the
family, redirection of efforts and resources through Family Context Therapy

may accomplish both stated and family objectives.
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Family Crisis Therapy

Donald G. Langsley

DEFINITION

Family Crisis Therapy is an active intervention technique to help a
family (conjointly) resolve a crisis. The crisis is a state of increased tension, a
suspension of long-term goals, and a revival of past conflicts. It is usually
precipitated by stress and occurs in an individual or family that is especially
susceptible. Very often the consequence of the crisis is regression, the
development of psychiatric symptoms in one or more members of the family,
and there may be a request for admission to a mental hospital. The crisis state
may be resolved by efforts to master or remove the stresses that precipitated

it.

Stresses may have sudden causes, such as an accidental death or the
loss of a job. Other stresses occur around adolescence, a change in the
composition of a family, or retirement. Stresses also occur when there is a
change in role, the revelation of an old secret, or some other type of change
requiring adaptation. The crisis can be resolved (and in most families usually
is mastered) by taking some action to remove or master the stress, a change

in role assignment, a change in rules, a change in goals, or even a change in
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the way the family understands the past. The degree of maladaptive response
is less related to the stress or the amount of change required than to the
adaptive capacities of individual family members. Certain families avoid
change, scapegoat individuals, or threaten dissolution. Tension increases and
pressure may be placed on one member of the family to make impossible
alterations. At this point a susceptible member of the family may become
symptomatic or may seek escape through suicide, psychosis, and/or
psychiatric hospitalization. The treatment is basically an effort to clarify the
process to the family, to establish an atmosphere in which the member of the
family identified as a patient may help the family reduce tension to the point
where the immediate crisis is resolved. The family may learn to resolve

similar problems more effectively in the future.

HISTORY

This crisis intervention technique was developed at the Colorado
Psychiatric Hospital when I, along with Kaplan, postulated that those in need
of immediate admission to a mental hospital could be treated by conjoint
family interviews on an outpatient basis in order to avoid hospitalization. A
full-time team was recruited in a five-year demonstration project carried on
from 1964 to 1969. The results of Family Crisis Therapy in 150 families were
compared with the results of mental hospital treatment for a similar size

group of families. In all cases the families included an identified patient
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judged in need of immediate admission. A variety of psychiatric illnesses
were included, among them actively suicidal individuals, grossly psychotic
persons, and the usual types of psychopathology seen in the population of an
acute mental hospital population. The follow-up studies demonstrated that
those treated by Family Crisis Therapy instead of hospitalization were far less
likely to be admitted to a mental hospital in the future, were more effective at
managing crises, and were functioning as well in terms of socialization, work,
and absence of symptoms of mental illness as those hospitalized. The
techniques are applicable to seriously disturbed individuals seen in mental
health emergency services and also useful in somewhat modified fashion for
predictable kinds of family crises seen by mental health professionals and
other human services personnel. The principles of family crisis intervention
are somewhat similar to those used in crisis intervention for individuals,
though the more seriously disturbed are best treated in a conjoint family

mode.

TECHNIQUE

This type of treatment is short-term and crisis-oriented. In the Denver
experience the treatment consisted of an average of five office visits and one
home visit over a three-week period. It can be described in a series of six

steps, which may be simultaneous instead of consecutive:
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1. Immediate aid. The family should be seen at once whenever the
crisis occurs and help is requested. This may be at any hour
of the day or night and the promise of immediate availability
around the clock should be made from that time on.

2. Define the problem as a family crisis. The absent members of the
household should be called in. Attempts to avoid defining the
problem as a family crisis by considering the difficulty to be
limited to one member should be blocked. The most
convincing way of defining the problem as belonging within
the family is to insist on conjoint meetings only and to refuse
to see any member of the family individually. Hospitalizing
any single member of the family gives the group a clear
message about the locus of the problem.

3. Focus on the present. The history of events leading up to the crisis
should be obtained. The past may be used to understand the
present and past strengths are stressed. The history of the
current problem serves to define the nature of the crisis and
the problems that precipitated it.

4. Reduce tension. Block excessive regression by reassurance and
support. Medication is used as needed for symptom relief in
any member of the family, not just the identified patient.

5. Resolution of the current crisis. Tasks are assigned for
resumption of functioning and for resolution of the crisis
state. The therapist takes an active role in managing as a
substitute executive until the family can take over necessary

functions themselves. The conflicts in role assignment and
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role performance as well as overt and covert family rules are

negotiated with the family as a whole.

6. Management of future crises. The availability of crisis
intervention for future problems is stressed. For long-term
maladaptive behavioral problems referral may be made, but
this should include direct contact with the agency to whom
the referral is directed.

This type of treatment is one that requires an active type of intervention
by the therapist. It is also different from long-term family therapy in which
interactional conflicts of long-standing are the focus of attention. A great deal
of flexibility is required. Meetings vary in length from a few minutes to two or
three hours, but the average length of a session seems to be from one to one
and a half hours. It could be carried on by one therapist, but there are often
advantages to having co-therapists. The number of family members seen
together ranges from two to as many as nine or ten. It is often useful to insist
on all family members, including young children, being present while
reserving the right to eliminate young children from the group at the time of
later visits. The family, for purposes of this type of treatment, is defined as all
of those who live under one roof, though extended family members who live

nearby may also be included.

A home visit is highly useful in doing family crisis work because this

gives the family opportunity to reveal strengths and to maintain freedom of
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movement while yielding a great deal of information about family
composition and current interaction. The telephone is used freely. After an
initial contact in which therapist and patients view one another face to face,
the telephone is a useful adjunct. Once a relationship is established there is
little that can be done in the office that cannot be done by telephone, except

perhaps giving medications or evaluating new symptoms.

It is sometimes helpful to focus immediately on the least involved
member of the family while ignoring the identified patient. It is equally useful
to avoid acknowledging psychopathology. The negotiations with the family
must avoid blame and support must be constantly available. The ideal
attitude toward the identified patient is one of ignoring or avoiding symptoms
while maintaining sympathetic respect for the message that these symptoms
transmit. Symptoms are translated as a comment on the problems in the

current situation rather than evidence of sickness.

APPLICATIONS

The technique was developed for acute situations, particularly recent
onset of dysfunction and symptom development. Acute schizophrenic
reactions, depressions, or crisis situations in those who have been labeled as
having personality disorders are often relieved in this type of therapy. The

termination should include instructions about future crises as well as an
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attitude of expecting them to occur. Telephone contact is often all that is
necessary when the prior crisis intervention has resulted in rapid relief of

symptoms and return to functioning.
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Multiple Conjoint Psychotherapy

Herbert Potash

DEFINITION

Multiple Conjoint Psychotherapy can be best described as a treatment
strategy rather than as a separate system of psychotherapy. It is used to alter
a disturbed relationship between family members (husband and wife, or
siblings) by focusing on the interaction between the participants. Typically,
two therapists (multiple or co-therapists) meet with the family members in
group sessions (conjointly). This therapy therefore involves four or more
people (two therapists and two clients) and can be either the exclusive means
of treatment or it can be used as an adjunct to the individual therapy of
separate family members (with occasional multiple conjoint sessions).
Usually the two therapists will be of both sexes, and the most common group

of people treated by this method are married couples.

HISTORY

Conjoint therapy has been used as a parsimonious means of resolving
communication difficulties within a family (Satir, 1967). Systematic attention

to family interaction enabled the family therapist to propose healthier means
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of communication, and to assist various family members in accommodating
themselves to each others’ needs and growth patterns. Conjoint treatment
lends itself to different theoretical approaches as revealed by the varied

literature on family therapy.

Multiple or co-therapists were initially used in group therapy as a
means of heightening transference reactions in group members.
(Transference occurs when a client shifts feelings about a significant person
to the therapist.) Warkentin (1951) found that using two therapists with one
client offered the therapists a greater range of responses to their clients as
they could share control of the sessions. Kell and Burow (1970) introduced a
second therapist into sessions as a means of breaking the impasse that was
blocking progress. They also began to meet with husbands and wives (as a
group of four) to help their clients deal with unresolved difficulties,
particularly their transference reactions to opposite sex parents. This use of
Multiple Conjoint Therapy offered the additional advantage of providing a

healthy model of male-female communication to their clients.

TECHNIQUE

Communication among four people increases the range of responses
and points of view that require attention and resolution than is offered by

individual, multiple, or conjoint therapy. Clients gain a broader perspective in

www.freepsychotherapybooks.org 486



which to view their therapists, and can learn better means of dealing with
each other by observing the therapists, who provide an implicit model of
communication. A comfortable and trusting relationship between the two
therapists is a necessity for the therapy to work well. Furthermore, Multiple
Conjoint Therapy will be indicated when the major problem to be dealt with
is the relationship between the clients. Two therapists, rather than one, will
be used if the initial assessment reveals a high degree of resistance to change
or much sexual stereotyping by the clients. Occasional multiple conjoint
sessions will be added to individual sessions when heightened
communication difficulties necessitate therapeutic intervention in order to
sustain the relationship and the growth of both individuals. Since Multiple
Conjoint Psychotherapy is more of a treatment strategy than it is a separate

therapeutic system, it can be used with a variety of theoretical orientations.

APPLICATIONS

The most common population to be given Multiple Conjoint
Psychotherapy are couples experiencing marital difficulties. However, it is
useful in treating many long-standing relationships and especially cases of
hysteria and folie a deux. Where the clients have a symbiotic relationship,
they will necessarily show a high resistance to change. Two therapists are
better able to resolve such resistance than is one therapist alone. This is true

because the communication network between clients often will operate to
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exclude the therapist, and a second therapist can support in an intervention
strategy. A common means of resistance that is most readily overcome is the
distorted interpretation of a therapist’'s comments between sessions. The
second therapist can point out the discrepancy and act as impartial arbitrator,

thus defusing this issue.

When sessions include therapists of both sexes, it is easier for clients to
introduce a wider range of topics earlier in the therapy and also to find
ongoing support from at least one individual during therapy. The presence of
a second therapist can compensate for, or overcome, deficiencies in a single
therapist. For these reasons, Multiple Conjoint Therapy has been found to
provide an excellent means of training new psychotherapists, and is a vehicle

for adding to the repertoire of responses of experienced psychotherapists.
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Multiple Family Therapy

H. Peter Laqueur

DEFINITION

Families are considered as systems made up of individuals and internal
alliances — such as parents vs. children, or male vs. female family members
— as subsystems. These may sometimes function poorly as a whole

integrated family unit.

In Multiple Family Therapy, several family systems are brought together
for a series of twenty, forty, sixty, and more therapeutic sessions, as the need
arises. In these sessions, under the guidance of trained therapy teams, the
families learn from each others’ problems by analogy, modeling (learning by
observing others’ behavior), and indirect interpretation. They improve their
internal structures as well as their mutual communication and

understanding.

HISTORY

Since 1951 I have worked with hundreds of families in a variety of

groups, first in a state hospital in New York where it was unusual and
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unexpected to let patients, families, and staff work together in joint meetings.
Later, I also worked in private psychiatric offices and clinics in New York, and

at present at the Vermont State Hospital and at the University of Vermont.

TECHNIQUE

Four or five families are combined randomly in an open-ended group.
The open-endedness of the group allows us to use more advanced, improved
families to help the beginning family in the process and also avoids the
occurrence of too many similar problems in the same group. Too many
similar problems would lead to focusing on these problems and symptoms
rather than on the family structures that caused poor communications and

cooperation.

We treat families with the most diverse problems in one group together.
To mention some examples: extremely pathological families in which no one
can relate to anyone else; families with a simple generation gap, that is,
problem parents or problem children; “sex gap” families in which the father
and sons stick together, leaving mother and daughters disgruntled at home;
families in which the mother is “in the control tower” so that everyone has to
check out first with her before they can talk to each other or do things
together; families in which scapegoating of one member is the problem;

families in which a pathological symbiosis between mother and a son, or
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father and a daughter, leaves the other family members hanging; families
with in-law problems; families in which an unfaithful father or mother leaves
the spouse and children to their fate. Differences in value systems —
economic, religious, racial, cultural — between the families of origin of
husband and wife can be at the root of severe differences and problems in

their own present family.

As arule, the four or five families meet in the following way. We explain
the purpose of our treatment: “better mutual understanding and
cooperation.” We then begin by letting all the fathers stand together and
explain their families’ problem to the group by answering the very specific
question, “What kind of a father and husband do you believe you are?” By
analogy all fathers immediately begin to compare notes. Then we do the same
thing with the mothers, and subsequently with the “problem” children about
whom complaints have been voiced, and finally with the so-called good

children who usually are associated with father, mother, or both.

In this way, everyone in the group gains quickly by analogy and
identification quite a bit of essential information about the other families. In
subsequent introductory sessions, we apply various exercises. For example,
people who have difficulty expressing themselves can bodily show what
happens to them if they are asked to join hands, or to stand back to back, or to

rest their hands on their opponent’s shoulders, pushing and shouting yes to
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one and no to the other. We also have patients build “family sculptures,”
showing us the past and present interaction mode in their family and how
they wish to change this. Not only the verbal but also the nonverbal
relationships become much clearer through such exercises. The therapeutic
team and video playbacks may be used to model and explain to patients how
they relate; patients actually see how they deal with each other in a way they

never do when they just talk in the group.

Further sessions: most families show interest and curiosity in the
beginning phase; increasing resistance and even depression and despair in a
second phase; and only when they stop saying, “You have to change to make
me change,” and arrive at “I guess I have to risk changing my behavior so that
in the long run you may do the same,” do they enter the most therapeutic
‘working through” phase. Then the changing family begins to serve as a model

for the beginning and intermediary families in the group.

There are successes and relapses, but eventually 70 to 80 percent of the
family systems show marked change and improvement with this technique.
Sometimes one family member improves and another gets worse for a while
(consistent with Don Jackson’s family homeostasis theory), but eventually all

show change, adaptations, and improvement in their relations and functions.

These weekly evening sessions of 75 to 90 minutes each show the
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following effects on family systems:

a) increased adaptability and elasticity

b) better sensitivity to changes in the external milieu and internal
constellation

c) better ability to process overloads of events, demands, and

information in an efficient and effective manner

d) family systems learn to make realistic selections, with good
judgment, between correct and incorrect impressions and

information

e) families learn to focus on essential reality tasks and to avoid
procrastination and drifting off into fruitless repetitive
battles

f) family systems learn to make logical plans, to perceive and execute
necessary tasks correctly while checking for results with a
refine feedback control.

APPLICATIONS

This form of Multiple Family Therapy can be used in mental hospitals,
community mental health clinics, physicians’ and psychologists’ offices, even
in schools with educators, parents, and youngsters, in correctional

institutions with probation officers and clients.
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I have helped to start, and subsequently seen in operation, Multiple
Family Therapy groups not only in the United States but also in the
Netherlands and Belgium. I also found interest in the therapy in Germany,

Spain, and at international meetings.

Because of the efficient use of trained help, this therapy can be useful
for areas where individual therapy would be too expensive, reaches too few
people, and actually never repairs the internal and social difficulties of the

total family systems.
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Feeling Therapy

Joseph Hart and Richard Corriere

DEFINITION

The aim of Feeling Therapy is to help each patient feel better and live
more effectively. Most psychological disorders are literally emotional
disorders — that is, the emotionally disturbed person mixes up meanings,
feelings, and expressions and fails to complete feeling impulses. In Feeling
Therapy, patients are helped to shift from incomplete, disordered feelings to

complete and realistic feelings.

Tension is caused by unexpressed or incompletely expressed feelings,
and tension is sustained by the substitution of thoughts for expressions.
When therapy is effective there will be measurable physiological signs of
decreased tension and measurable psychological signs of direct responding
instead of substitute responding. Enhanced functioning — social,
psychological, and physiological — must be demonstrated before therapeutic

effectiveness can be claimed.

HISTORY
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The Center for Feeling Therapy was founded in Los Angeles in 1971 by
seven professionals (five psychologists, one psychiatrist, and one marriage
and family counselor). The founding therapists were: Jerry Binder, Ph.D,,
Dominic Cirincione, M.A., Richard Corriere, Ph.D., Steve Gold, Ph.D., Joseph
Hart, Ph.D., Werner Karle, Ph.D., and Lee Woldenberg, M.D. Six years later the
Center had become one of the largest private psychotherapy clinics on the
West Coast. In the beginning the therapy was strictly a long-term,
community-based, intensive psychotherapy. The basic emphases were: 1) all
therapists should continue to receive weekly individual and group therapy
sessions for themselves and 2) all patients should be trained within one year
to do co-therapy sessions with one another. These dual practical emphases on
therapy for therapists and patients as co-therapists have continued and have

led to important discoveries in theory and method.

Much of the research related to Feeling Therapy was conducted under
the sponsorship of The Center Foundation (a nonprofit research, educational,

and service organization), which was established in 1973.

The first widely published reports about the techniques and theory of
Feeling Therapy were published in a book entitled Going Sane: An
Introduction to Feeling Therapy. The first major research reports that
showed important physiological and psychological changes in patients were

reported in 1976 (Woldenberg, et al., 1976; Karle, et al,, 1976). In 1977 the
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reports of highly significant dream changes in Feeling Therapy patients were

first reported (Corriere, et al., 1977).

Since 1975, the theory of Feeling Therapy has been broadened to
connect it to the general functional approach to psychotherapy, which can be
traced historically to Pierre Janet, Trigant Burrow, and William James. The
Clinic for Functional Counseling and Psychotherapy was established in 1977
to provide short-term help for clients who could not afford or who did not
need the long-term intensive program offered at the Center for Feeling
Therapy. In 1977, The Training Center for Functional Counseling and
Psychotherapy was established in Los Angeles to train professionals in the

functional approach.

TECHNIQUE

The functional approach to psychotherapy emphasizes the pragmatic:
what works. But it is not an eclectic school. In Feeling Therapy the therapist
systematically examines both how a person feels and the personality
dynamics that influence how he feels. There is a threefold emphasis on: 1)
feelings as basic mediators of behavior, 2) practical programs for inducing
change, and 3) the need for sustained group support to maintain therapeutic

changes.

The functional approach contains both behavior therapy’s practical
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concern with results and the psychoanalytic concern with insight. Therapists
work with the patient’s positive and negative images, his defenses, the
sources of his defenses in the past, and the programs of change required to
replace those defenses in the present. At all times, the therapist focuses on the
following feeling dynamics: feeling level, activity level, level of expression,
and level of clarity. Expression is always stressed as a requisite of therapeutic

change; neither insight nor behavioral compliance are considered sufficient.

Two key technical concepts are the “feeling moment” and the “feeling
cycle.” The concept of the feeling moment is that a patient can always sense
when he is moving toward or away from expressing a feeling. The feeling
cycle concept specifies an orderliness to the undoing of emotional disorders:
first a defense is felt, then the source of the defense is felt, then an alternative
functional expression is tried out, and, finally, the new level of feeling is

integrated into the person’s life.

APPLICATIONS

Both long-term Feeling Therapy and short-term functional counseling
have been successfully applied to a variety of psychological disorders,
including psychosomatic complaints, marital problems, sexual problems,
anxiety disorders, phobias, and compulsions. Because the therapy is

conducted in an out-patient clinic, it has not been widely applied to psychotic
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disorders.

One special application of Feeling Therapy is the Community Training
Program for Professionals. In this program groups of professionals who are
working together (or intend to work together) in clinical settings come to the
Center for Feeling Therapy in Los Angeles for two months. During the two-
month period they participate in the therapy program both as patients and as
trainee therapists. They then return to their home base and follow a very
carefully planned program of community training and business cooperation.
Every six months, for two years, trainers from the Center in Los Angeles visit

the C.T.P. professionals to help them develop their therapeutic community.

A second special application consists of psychological fitness programs
(Corriere and Hart, 1978). These are educational programs offered to the
general public that teach the psychological fitness model vs. the disease,
adaptation and psychopathology models of personality change. The
psychological fitness model emphasizes: 1) the need for personality exercise,
2) the experience of psychological “exercise effects,” and 3) the maintenance

of “fitness effects.”
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Feminist Therapy

Jean Ferson

DEFINITION

Feminist Therapy, or sisterhood therapy, had its beginnings in the
Consciousness-Raising (C-R) groups of the women’s movement. It should be
added that to some feminists, any practice of therapy is demeaning. “No sister
should commit therapy on another sister,” wrote Tennov, one of

psychotherapy’s most radical critics.

HISTORY

C-R groups often succeeded in helping women surmount their
difficulties after years of conventional therapy had failed. This phenomenon
was so striking and widespread that women involved in both feminism and
the mental health professions could not fail to analyze it and make use of it.
There already existed in the professional literature several thoughtful and
articulate criticisms of psychotherapy in general. Its political uses were being
exposed. Women intellectuals were therefore ready to combine a general
skepticism about the value of psychotherapy with a growing awareness of

sexism. In this context the blossoming of C-R groups came as a rebirth of
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hope. “The heart and soul of the women’s movement,” Gornick called them,
and many politically active feminists agreed, especially when their action
groups bogged down in what seemed irrelevant, personal talk. But that need
to talk had to be taken seriously. C-R groups turned out to be the primary
education of the women’s movement. Once a woman had learned in a group
how sexism infected her everyday behavior and how she could combat it with

the group’s guidance and support, then she might be ready for political action.

TECHNIQUE

Brodsky (1973) has published a clear and comprehensive analysis of
how and why C-R groups served as effective therapy. Her article serves as an
excellent single reference, or beginning to a more detailed study. Many other
women have also written well on the topic, and Ms. magazine published and
sold reprints of a guideline for the formation of C-R groups. Maslin (1971)
compared C-R groups with what various textbook authorities said about the
operation of successful counseling groups and found many similarities. To

summarize most of the agreed-upon elements:

1. The group must be relatively small — no less than five nor more
than fifteen. Many participants reported that eight to ten
worked well.

2. The group must meet often enough and long enough to satisfy the

needs of each member for self-expression and response from
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other members. Once a week for two to three hours was

usually successful.

3. Participation by each member has to be encouraged and protected.
Leadership or domination by one member or a small clique
of members has to be avoided. To this end no formal leader
is appointed. The members typically meet in each others’
homes on a rotating basis, or in some neutral place.
Hostessing tasks are minimized.

4. Each member when speaking has to receive the respectful attention
of all other members. What she says has to be accepted
without criticism, although expressing disagreement and
skepticism will be expected and allowed. Rules of
communication, whether spoken or unspoken, have to foster
full and free disclosure. No member is under pressure to say
or do anything, but all have to have a chance. Under these
circumstances many women discovered for the first time
that they had almost never been allowed to speak freely and
confidently before a respectful audience. It was a joyous and

heady experience, transforming many shy women.

5. Once members of a group begin to know and care about one
another, regular attendance is expected. Opinion varies on
whether open or closed groups serve C-R purposes better; in
practice, groups tended to close and expect a high level of
commitment.

6. Members are expected to keep confidential what is said in group.

To this end it is convenient not to know each other on the

www.freepsychotherapybooks.org 502



outside, but outside friendships are not forbidden.

7. Usually a topic of discussion is introduced to organize and clarify
the overall topic of the group; namely, how being raised
female has restricted and distorted the personal experience
of the various members. A sampling of popular topics:
earliest memories of sex differences, school experiences,
childhood fantasies of what adulthood would mean,
courtship, marriage, childbearing and rearing, prostitution,
feelings about one’s body, menstruation, aging and sexuality,
fashions and cosmetics, women’s magazines.

Maslin points out that the attractiveness of a group, its perceived power
and prestige, is believed to be a vital therapeutic element. She notes how
often C-R participants reported themselves as previously hostile to all-female
groups. In their complete antipathy to the “ladies’ auxiliary” concept, C-R
groups offered relief, security, and acceptance to women who had formerly
felt alienated from other women and inevitably, themselves. Love and
admiration for one’s own sex grew along with self-love. Women found
themselves talking and caring less about male opinion. They sought out
female counselors of all sorts: physicians, lawyers, accountants. They wanted
to read novels by women and see paintings by women. In a rush of belated
appreciation they reappraised mothers, aunts, teachers. They paid homage to

all the neglected heroines in both their personal and collective histories.

APPLICATIONS
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Having learned in a powerful way that the personal is political, women
asked themselves: what place remains for “therapy”? Professional feminist
counselors must now struggle with this important question. The relevance of
C-R for political action is clear enough. But what has it to do with changing
one’s own behavior? Some women have turned to assertiveness training, an
old technique borrowed from the behaviorist tradition. Others look to body
awareness exercises, biofeedback training, Gestalt groups. Whether or not
there is a Feminist Therapy is hotly debated. Graduate schools and practicing
therapists have in some instances tried to purge themselves of sexist
prejudice. But, as we C-R veterans discovered, that is not such an easy thing to

do.

A possible way out of the professional therapist’s dilemma may be
found in the contributions of Grinder and Bandler. They analyze and teach
only the process of communication and change, and they advocate a “content-
less” therapy. They claim they can teach a person ways of solving her own
problems without her even telling another person what they are. In so doing
she exploits her own resources, her own past experiences of mastery and
success. The strategy is to access (find) the positive feelings, stabilize them,
and transfer them to the problem situation. They advocate learning skill in
moving from one state of consciousness to another, and their techniques have
much in common with hypnosis and the use of eidetic images. If therapists

succeed with these techniques, then the ideal of an apolitical, nonsexist
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therapy may be realized.
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Filial Therapy

Louise F. Guerney

DEFINITION

Filial Therapy is a behavioral method of intervening in the psycho-social
development of children under eleven years of age, using the parents as
agents of change. Individually or in groups of six to eight, parents are taught
to conduct nondirective play therapy sessions with the instruction and

supervision of professionals.

HISTORY

Bernard Guerney, Jr., then Director of the Rutgers University
Psychological Clinic, conceived of the approach in an effort to develop a more
efficient, effective, and longer-lasting therapy for children and to extend the
ability of professionals to help a greater number of families (Guerney, 1964).
Filial Therapy was the first systematic, programmatic effort to utilize parents
as therapists. Because of its innovative nature, the therapy was slowly and
carefully developed by Guerney and his colleagues, Dr. Lillian Stover, Dr.
Michael Andronico, and Dr. Louise Guerney. The first pilot groups were

composed of parents unrelated to each other, each individual representing a
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separate family, and were conducted by one of the above clinical
psychologists. By 1970, successful experience with the method allowed the
training of graduate students to utilize the method, and the parent groups to
be composed of couples, singles, foster parents, etc.,, in any combination of

convenience.

The most comprehensive study conducted on Filial Therapy was limited
to mothers, since they are the most common participants. Findings on a study
funded by the National Institute of Mental Health (Guerney and Stover, 1971)
demonstrated that mothers successfully employ the skills of play therapists
and that their children show significant gains on measures of psycho-social
adjustment. More recent studies at The Pennsylvania State University
indicate that the same kinds of gains are demonstrated in mixed-sex parent

groups with student group leaders (Horner, 1974).

Again, because of the desire to exercise great caution with the method,
children with the slightest hint of organic disorder were originally excluded.
Currently, exclusions are made of only autistic and severely schizophrenic
children. No parents are excluded except those who are actively suicidal or

homicidal.

TECHNIQUE

Nondirective play sessions require the therapist to employ the
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commonly accepted core-helping skills of empathy, genuineness, warmth, and
unconditional positive regard (Axline, 1969). Generally, children are free to
direct the activities of the session in any way they wish. However, limits are
structured into the play sessions for a variety of therapeutic reasons. Thus,
the play sessions provide both an unparalleled opportunity for self-
expression and at the same time structure for the acceptance of responsibility

for one’s overt behavior.

Parents are taught the behavior of the play therapist by a group leader,
or leaders, via demonstrations, role-playing, and practice with feedback.
Parents observe all sessions with all children of the group, including children
of the families other than the target children, who are also offered play

sessions if they are within the approximate age range.

After attaining minimal proficiency as play therapists at the treatment
site, parents begin conducting play sessions at home with each of their
children, individually, once a week for one-half to three-quarters of an hour.
Written reports are reviewed at the group meetings and feedback is provided.
Demonstration sessions are scheduled at the treatment site approximately
once a month in order to monitor the status of the children and possible

“drift” in parent conduct in the sessions.

After six to twelve home sessions, depending on progress made, leaders
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begin to direct attention to behavior of the children outside of the play
sessions, and attempt to help parents relate differences in their behavior in
play sessions to observed differences in child behavior. Finally, at the last
stage, though play sessions continue, attention is turned almost entirely to
adaptations of parental play therapy behavior for application in the real
world. The skills of reinforcement and parent expression to children (all but
eliminated from the play session) are added. While earlier groups typically
lasted twelve to eighteen months, current groups cover the four phases
outlined above in six to nine months. Most recently, a carefully controlled
study has shown that there are highly significant gains in parental attitudes of
acceptance and children’s psychological adjustment within two months of

treatment (Sywulak, 1977).

The play sessions then serve a dual function: the more traditional one of
a therapeutic method for the children, but also as a laboratory for parents to
acquire new behavioral skills, which can gradually be adapted for use in

situations outside the playroom.

APPLICATIONS

Filial Therapy is of value in treating psycho-social adjustment problems,
mild or severe, whether these are manifested as phobic, aggressive,

withdrawn, anxious, or mixed behavioral problems.
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Anticipated outcomes are the following: 1) reduction of symptoms in
the children, 2) increased self-esteem and psycho-social competence of the
children, 3) improved parent-child communication and cooperation, and 4)

increased ability of the parents to be successful in their parental roles.

Any child-parent dyad or larger family grouping, for whom one or more
of the above outcomes would be desirable, could be considered for Filial
Therapy. Its major use so far has been for child therapy, but the method has
been adapted successfully to serve a variety of other purposes: 1) a modified
version, shortened with only home “special times” has been offered for
preventive purposes. This has been used most extensively with foster and
other substitute parents, 2) in smoothing over problems resulting from
situational loss or acquisition of parents through divorce and remarriage, 3)
teachers and other school staff, such as aides, have been employed for
working with children requiring special attention in the school setting, and 4)

child welfare workers have utilized it with low-functioning families.

For children beyond ten years of age, a special time, instead of the
standard play session, is suggested; the parent preserves the same
atmosphere as in the play session, but offers a greater range of activity

choices to the child.
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Fischer-Hoffman Process

Joan Ellen Zweben

DEFINITION

Fischer-Hoffman Process is a highly structured, time-limited, intensive
psychotherapy designed to alter the early childhood identifications on which
the client’s current psychological distress is based. Its core assumption is that
the client’s stated problems are a result of character traits and behaviors
adopted in childhood (before the age of thirteen) in an attempt to win
parental love, and that any lasting therapeutic intervention must modify this
conditioning to allow for genuine choices. It is a psychoanalytically based
model that utilizes contemporary techniques to mobilize the relevant feelings
and produce behavior change. There is a strong emphasis on the development
of the spiritual aspect of the self, both as a resource during the therapy and

for future problem solving.

HISTORY

Robert Hoffman, founder and director of the Quadrinity Center in San
Francisco where the process is now based, reports that he received the

process psychically from his dead friend Sigfried Fischer in 1967. Fischer was
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an orthodox psychoanalyst and neurologist who had died six months earlier.
Hoffman, at the time a businessman in Oakland, California, had a long-
standing interest in psychic phenomena. He began teaching the process to his
psychic development groups, and by 1969 began to receive serious attention
from local psychiatrists and psychologists for whom he increasingly served as
a consultant. Many of them were sufficiently impressed with their own
experiences in going through the process that they sought training as

teachers.

The staff of teachers at the Quadrinity Center has been and continues to
be composed of both professionals and clinically experienced but non-
credentialed personnel. Because of its high training standards, which include
many hours of individual supervision even for highly experienced
professional clinicians, the process is not easily mass-produced. Hence its
visibility is less than that of other contemporary approaches. The Quadrinity
Center staff is identified with both spiritual and educational traditions, and

views its work as an alternative to psychotherapy.

TECHNIQUE

The process is currently taught in groups of about thirty, using a
combination of weekly group meetings of three to five hours, sessions with

the client’s individual teacher, and extensive writing assignments. Teachers
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make lengthy taped responses to the client’s written homework, and these
tapes are listened to by the client at the beginning of each weekly group
session. Individual sessions occur around specific tasks, or when blocks arise.
The client may easily spend twenty hours a week for the thirteen weeks
required to complete the process. Most of this work can be done on
weekends, as the structure is designed to be as compatible as possible with
the conventional work schedule. Motivation is the most crucial selection
factor; even highly disturbed clients have successfully completed the process

if they are capable of doing the assignments (see Smith, 1975).

In all its aspects, the design of the process includes the most powerful
existing techniques for mobilizing relevant emotional experiences, in
combination with a focus on cognitive integration of these experiences. In this
it differs from several contemporary approaches in which expression of mood
or emotion, body work, or powerful spiritual experiences are felt to be
enough in themselves. At each stage, written responses on an emotional,
intellectual, and spiritual level are elicited from the client, thus allowing the
teacher to continuously monitor what the client is experiencing. This also

provides a permanent record for the client, termed the “book of life.”

One can describe the process in four stages:

1. The groundwork stage. In this crucial orientation stage, two

events occur simultaneously. The first is a grounding in
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certain spiritual concepts and experiences designed to
mobilize positive internal resources, not only for completing
the process but also for use when it is over. Many clients
have had experiences with institutionalized religion that
have alienated them from their own spirituality. The
teachers are highly skilled at working with these resistances
and enabling each person to connect with the spiritual part
of himself. Contact with the “spiritual guide” (external to the
self) and the “spiritual self” (an aspect of the self) is begun
immediately, as they must be developed in sufficient
strength to replace the teacher. This is usually accomplished
by the time the client completes the process.

The second task can be referred to as character analysis,
or an identification of the negative traits and behavior that
are creating difficulties for the client. Often the behavior and
traits are something the client takes for granted. It is the
teacher’s job to call them into question by continuous
confrontation, either in person or in the weekly taped
responses. For the client, this usually creates an experience
of frustration and confusion about his current identity, as
previously automatic patterns are repeatedly challenged.
The client is encouraged to utilize the spiritual resources as
an anchor at this stage.

2. The repudiation stage (prosecution of mother/father). In this
stage, the negative traits of the client are then redefined as
not being truly the client’s, but rather as traits adopted to
please the parents and buy their love. At this point, the client
focuses exclusively on his mother, and after completing stage
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three, repeats the sequence with the focus on his father.
With the aid of specific techniques to facilitate recall, the
client describes those scenes from early childhood that led to
the development of traits or coping patterns that proved
later to be dysfunctional, and which were essentially an
imitation of, or rebellion from, parental traits and behavior.
Repeatedly, the client is required to connect these patterns
with current difficulties. In the group sessions, experiential
techniques are used to help the client reexperience the pain
of not receiving the love he so deeply needed and vent the
rage at the parents for fostering the adoption of the
destructive traits. This stage culminates in the “bitch
session” in which the client repudiates the traits and
expresses fury at the parents, from the standpoint of the
unloved child who failed to receive the love that was both

needed and deserved.

3. Forgiveness and compassion (defense of mother/father). After
a major catharsis of the rage and pain is affected, the group
moves on. Clients are not permitted to hang onto the rage,
even though this is the point at which major improvements
begin to occur in the client’s self-image. During this stage,
the client re-creates each parent’s childhood experiences,
from the standpoint of the parent as an unloved child. The
client thus comes to a genuine understanding, and
forgiveness, of the parental behavior. Fischer-Hoffman
Process differs from other therapies in that this aspect of the
process is systematically approached and carefully
monitored by the teacher. Reaching true compassion is not

viewed as possible until after the pain and rage have been
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expressed.

4. Consolidation and relearning. One of the features that
distinguishes Fischer-Hoffman Process from many of its
predecessors is the degree of conscious and explicit
attention given to relearning new patterns once the
deprogramming has been accomplished. A primary tool for
this task is called “recycling,” in which the client transforms
the negative behavior pattern into its positive opposite by a
conscious, symbolic act. Clients are instructed to continue
recycling after finishing the process, to promote assimilation
and also as a tool for future problem solving. Most clients are
highly enthusiastic about its usefulness, both during and

after the process.

Other facets of the consolidation process include restructuring the
relationship between the emotions and the intellect so that neither is
sacrificed or overvalued. In the final stages, attention is also given to the
client’'s capacity to tolerate positive experiences, to offset the exclusive
problem focus that can itself become a source of difficulty for clients who may

already be inclined to selectively attend to negative experiences.

The process ends with a final “closure ritual” in which the highlights of
the process are summarized prior to a ceremony that affirms the changes the
client has experienced. Clients are strongly urged to continue to use the tools
for problem solving, and there are reunions and social events periodically.

However, the center deliberately avoids promoting post-process workshops,
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seminars, or activities that would perpetuate the therapeutic dependency.

APPLICATIONS

As currently taught, Fischer-Hoffman Process provides an intensive
therapeutic experience for those whose difficulties do not yield to
interventions that approach problems mainly in their here-and-now
manifestations. A high level of motivation and the capacity to complete the

rigorous assignments are the major selection factors.

There is currently a need for trained teachers to begin exploring how
much the process can be simplified and still be effective. This would permit its
application in a wider variety of settings. There is also a need for additional

systematic research on the process itself, and particularly follow-up studies.
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Flooding

Edna B. Foa

DEFINITION

The term Flooding is applied to a range of treatment procedures that
involve confronting the patient with situations, objects, or thoughts that
provoke a high level of anxiety or distress. In contrast to Systematic
Desensitization, Flooding denotes a rapid and prolonged exposure, usually
accompanied by substantial emotional arousal. Such exposure may occur in

imagination or in real life (in vivo).

HISTORY

The use of exposure in vivo has been noted by several scholars of
divergent theoretical orientations (for example, Freud, 1919). Guthrie (1935)
described how an adolescent girl with a phobia of riding in cars was kept in
the back of a car, continuously driven for hours. Her anxiety reached a panic
level, but gradually diminished. At the end of the four-hour session, she was
quite comfortable and was rid of her phobia. More recently, Malleson (1959)
reported the use of Flooding in imagination. The patient was an Indian

student who was terrified of failing his examinations. He was asked to
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imagine all the “disastrous” consequences of failing in school — being
derogated by colleagues in India, disappointing his family, losing money, etc.
After two days, during which he was treated twice a day and practiced several
times a day by inducing those images on his own, he reported no fear of

examinations.

The recent mounting interest in the study of Flooding and its
application to a variety of disorders was influenced by Thomas G. Stampfl’s
writing (Stampfl, 1967; Stampfl and Levis, 1967). Labeling the technique
‘implosion’ Stampfl stressed the importance of obtaining an intense reaction
by presenting the patient with “horror” fantasies. The content of these
fantasies include fears reported by the patient and material hypothesized by
the therapist to be present but repressed (such as hostility, aggression, and
sexual feelings). The psychodynamic part of the treatment is unique to
Stampfl and Levis and their followers. Most other behaviorists elicit fantasies

based solely on fears expressed directly by the patient.

TECHNIQUE

During the past decade numerous studies have been conducted with
animals, volunteers, and patients. While these studies have not thrown much
light on what mechanisms make Flooding work, they have provided valuable

information about how to use it effectively.
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Stampfl and Levis’s theoretical formulation of Flooding suggested the
use of scenes that are highly fearful. And, indeed, early reports indicate that
patients were confronted with horrific images. Since then the role of anxiety
in exposure has been questioned. Hussain found that Flooding in combination
with the drug Thiopental was more effective than Flooding with no relaxing
drugs. Similarly, my colleagues and [ have reported that presentations of
pleasant scenes associated with the feared object were as effective as
presenting horrifying ones. It seems, therefore, that it is not necessary to

include cues that maximize the distress.

The optimal point for terminating a Flooding session is not known.
However, it is advisable to keep the patient exposed to the fearful situation
until substantial diminution in anxiety or distress is reported. For such
diminution to occur, a longer exposure (one or two hours) is required. It was
indeed found that both agoraphobics and obsessive-compulsives benefited
more from Flooding in vivo when sessions were of longer duration (two

hours vs. a half hour).

Most clinicians conduct therapy sessions in their office. Such practice
often forces the therapist who employs this technique to rely on exposure in
fantasy. Yet most studies established the superiority of Flooding in vivo.
When exposure in vivo is not feasible, the therapist should stress the

importance of exposure to real-life situations, hitherto avoided, through self-
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practice between sessions.

To minimize stress experienced by the patient during Flooding, some
gradation may be employed. Although sudden and gradual exposure were
found to be equally effective in one study, patients felt more comfortable
when a hierarchy of about five situations was constructed. Using a scale that
rates anxiety, patients would be asked to rate several situations according to
the amount of subjective anxiety each evoked. Treatment involves exposure
to a moderate anxiety-evoking situation, and progresses as rapidly as possible

toward the more fearful ones.

In summary, a gradual and prolonged exposure in vivo, rapidly
proceeding towards the most fearful situation seems to constitute the most
effective treatment program. Self-exposure exercises between sessions are
important. Flooding in fantasy may be applied when the feared situation
cannot be produced in reality (for example, the fear that a dear person will
die if certain rituals are not performed); it may also be used to facilitate later

exposure in vivo.

APPLICATIONS

Flooding in fantasy, notably implosion, has been applied to a wide range
of problems including depression, schizophrenia, phobias, and obsessive-

compulsive disorders. Yet the measurements used in these studies do not
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permit definite conclusions regarding the efficacy of implosion with some of

these disorders.

Flooding in fantasy was found to be effective in specific phobias (for
example, animal phobias) and in agoraphobia. However, Systematic
Desensitization seems to produce greater improvement in specific phobias
than in agoraphobia while the reverse is true for Flooding. Numerous studies
summarized by Marks (1975) have demonstrated the efficacy of Flooding in
vivo with agoraphobics, in individual as well as in group setting. Several
studies have also shown Flooding in vivo to be effective in the treatment of
obsessive-compulsives. In both agoraphobics and obsessive-compulsives,
marked improvement has been achieved by this technique in a relatively
short period (one to four weeks). Reports on the effectiveness of
densensitization as well as Flooding in fantasy with these disorders are

inconclusive.
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Folk Healing

Robert C. Ness and Ronald M. Wintrob

DEFINITION

All societies have evolved organized responses to cope with the medical
and psychosocial consequences of illness and injury. We will refer to the
interrelated beliefs, behavior, and medical material comprising these
responses, which have evolved indigenously within specific cultural settings,

as systems of Folk Healing.

The rich cross-cultural variation within folk-healing systems can be
categorized into four major systems of belief or “theory” about the causes of

illness (Murdock 1978):

1. Natural causation. Any theory that accounts for an ailment as the
natural (e.g., physiological) consequences of some act or
experience of the victim in any manner that would appear
reasonable to modern medical science (including notions of
germs, physical or emotional stress, physical deterioration,

and accident).

2. Mystical causation. Any theory that accounts for an ailment as a
direct (and often automatic) consequence of some act or
experience of the victim that is mediated by a putative
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impersonal causal relationship (e.g., fate, destiny, soul loss,

violation of a taboo).

3. Supernatural intervention. Any theory that ascribes an ailment to
the arbitrary, hostile, or punitive intervention of some
malevolent or affronted supernatural being (e.g., ghosts,

ancestral spirits, gods).

4. Magical causation. Any theory that ascribes an ailment to the
aggressive intervention of an envious, affronted, or
malevolent human being (witch, sorcerer) who employs

magical means to injure a victim.

Within any specific cultural setting, of course, cultural groups may
recognize (and attach varying degrees of importance to) more than one of

these causal theories.

While natural causation is the theoretical cornerstone of “scientific”
medicine, cross-cultural research by anthropologists and psychiatrists
continues to document the salience of beliefs about supernatural and magical
causation not only in non-Western societies but also within many religious
and ethnic subpopulations in urban North America. Among black Americans,
for example, the role of “rootwork” and associated beliefs in magical
causation have been described in a number of clinical cases by Wintrob
(1973). Similar magical beliefs within the United States related to the onset

and treatment of illness have been reviewed by Snow (1974) and an
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increasing number of case reports have substantiated the prevalence of such
beliefs. In the Hispanic population, Garrison (1977) and Harwood (1977)
have documented the crucial role of espiritismo (spiritism) among Puerto
Rican groups. The significance of curanderismo among the largest Spanish-
speaking group in the United States, the Mexican-Americans, has been
demonstrated by Alegria and his colleagues (1977), Martinez (1977), and
Kiev (1968). Many people who utilize folk-healing systems also seek
assistance from health professionals, either simultaneously or in sequence.
Consequently, an understanding of these systems can significantly improve

the professional’s clinical effectiveness.

ROOTWORK: HISTORY AND TECHNIQUE

Rootwork refers to beliefs and practices used to cope with the physical
and psychological effects of malign magic. The belief in malign magic derives
from the assumption that any person, envious and resentful of the attributes
or achievements of another, may be able to invoke an evil spell on that
person; consequently, the victim may experience grave misfortune, illness, or
death. It is believed that the individual is most likely to be victimized by
people with whom he interacts closely — friends, co-workers, extended
family. Rootwork beliefs incorporate elements of European witchcraft, West
African sorcery, and West Indian voodoo, and are encountered mainly in the

southeastern states among both whites and blacks. It is generally believed
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that “working roots” on someone — also called mojo, hoodoo, hexing, and
many other terms — can cause the victim to succumb to crippling physical
and psychiatric illness. Symptoms almost always include abdominal pain,
nausea, vomiting; psychiatric symptoms often include delusions and
hallucinations of a persecutory type, marked anxiety, agitation, and fear of
death. People who feel they may be victims of rootwork can be expected to
seek treatment from a rootworker or spirit doctor, often combining this with
treatment by physicians and hospital medicines. Rootworkers are individuals
whose innate healing abilities are believed to include particular spiritual

strength.

Treatment by rootworkers begins with an evaluation of the subject’s
social situation, and whether the symptoms may have been caused by a hex.
From the beginning, consultation and intervention usually involve family
and/or friends, as well as the “rooted” person. Having determined malign
magic is indeed a cause, the root-worker usually prescribes and administers
an infusion of herbal medicine. The rootworker may identify the antagonist or
advise the victim to avoid contact with certain people. A prayer session often
follows the administration of herbal medicines. The process is repeated at
regular intervals until recovery; the subject’s family administers herbal
preparations at home and ensures that the patient precisely follows

instructions about diet, medicines, social activities, and prayer.
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It should be emphasized that the intensity of peoples’ beliefs in
rootwork varies considerably. Some consult rootworkers only at the urging of
their family and with marked skepticism or ambivalence. Others are firmly
convinced that their illnesses can have no other cause but malign magic. But
whatever their degree of conviction, nearly all studies have pointed out that
rootwork believers frequently make use of physicians and hospital medicines
to relieve physical discomfort. The two systems of healing are usually viewed

as complementary rather than competitive.

CURANDERISMO: HISTORY AND TECHNIQUE

Curanderismo is a system of beliefs commonly encountered among
Mexican-Americans concerning the causes and management of personal and
social misfortune, including illness. Curanderismo is prevalent among
Mexican-Americans throughout the Southwest and West and extends as far
north as Chicago. The complex of beliefs includes: 1) the ancient humoral
theory of illness, 2) characterological strengths and weaknesses that relate to
individual susceptibility to illness, 3) “naturalistic” folk conditions such as
empacho (Intestinal distress), 4) mystical causes such as fate, destiny, susto
(soul loss), and mal ojo (evil eye), and 5) magical causes such as embrujo
(witchcraft) and mal puesto (hexing). In summary, these diverse beliefs and
healing practices represent an interweaving of Iberian Catholic and

indigenous Mexican traditions. Reports from Chicago as well as San Antonio
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indicate that the folk healers, called curanderos, conduct flourishing practices.

Studies of these healers have demonstrated that their clients show a
wide range of symptoms. Physical symptoms such as headache,
gastrointestinal distress, back pain, and fever are particularly common, as are
psychological complaints such as anxiety, irritability, fatigue, depression. Less
commonly seen, especially in urban settings, are the particular folk conditions
of susto, empacho, mal ojo, and mal puesto. More uncommon still are cases of

overt psychosis, a condition healers recognize but may be reluctant to treat.

As with espiritistas and rootworkers, the healing techniques of
curanderos usually involve a combination of herbal infusions, dramatic
healing rituals, and prayer. There is considerable variation in the relative
emphasis accorded each of the three elements of healing, as well as the
involvement of others in the healing ceremonies — family, community
members, and apprentice healers. Much of the variation is related to the
social status and reputation of the particular healer and the development of
his “calling.” For all healers, the religious nature of their calling and of their
healing rituals is a fundamental theme. The religious faith of the patient and
his family is assumed to be an important reason for recovery. Persistence or
intensification of symptoms may be attributed to lapses of faith or to the

complications of witchcraft or hex.
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In the case of mal puesto, Martinez (1977) reports that it is quite
common for Mexican-Americans who seek the help of mental health
personnel to suspect or be convinced that they are victims of malign magic.
Furthermore, the victim is almost always convinced that the hex has been
perpetrated by jealous in-laws or other close relatives. As with other healing
practices, the serial or simultaneous use of physicians and hospital medicines

is to be expected.

ESPIRITISMO: HISTORY AND TECHNIQUE

Espiritismo, or spiritism, is a system of Spanish, African, and Indian folk-
healing practices based on the belief that the visible and invisible worlds are
inhabited by spirits that are temporarily encased in a human body in the
material world. These beliefs and related healing techniques are widely
encountered among the nearly two million Puerto Ricans living in the

northeast states.

It is believed that spirits, who are neither inherently good nor bad, have
a mission, through which they may acquire increasing understanding or
perfection. Several incarnations and reincarnations may be necessary in
order for a spirit to accomplish its mission, which culminates in unity with
God. Some disincarnate spirits (causas) have trouble achieving their mission

and attempt to intrude on people during their dreams or to enter someone’s
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body in order to satisfy unmet desires from an earlier incarnation. Spirits are
thus considered a primary source of trouble for the living, generating stress,
nervousness, physical and psychiatric illness. Faced with these symptoms,
many Puerto Ricans consult an espiritista (medium or spiritist) if: 1) they
have obtained no relief from a physician for the somatic symptoms, 2)
disturbances of mood persist such as “bad nerves” or depression, or 3)

interpersonal relationships continue to deteriorate.

There are no specific or typical somatic complaints that lead people
invariably to consult an espiritista, although it has been found that espiritistas
urge clients to use doctors and hospital medicines to relieve physical
symptoms while they (the mediums or spiritists) focus on disturbances of
feelings and interpersonal relationships attending the illness. A substantial
proportion of spiritists’ clients could be shown to have personality disorders
or neurotic reactions; a small number have been considered to be
schizophrenic. Clients displaying bizarre behavior and clearly impaired
judgment may be referred to a mental health clinic or psychiatrist. Others
may be urged to develop their innate, God-given abilities as an apprentice

spiritist.

Espiritistas may be consulted in a private session or at regularly
announced meetings called a reunione. Diagnosis and treatment is a complex

form of psycho-drama during which the practitioner communicates with the
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spirit world.

A reunione usually begins with a reading from Kardec’s The Scriptures
According to Spiritism. Then there is a call to the mediums to receive spirits.
After a period of silence one or more mediums may begin to writhe in
possession by a spirit. The president will demand that the spirit identify itself
and describe or name the petitioner (ill person) with whom it is involved. The
spirit, acting and speaking through a medium, then identifies an individual in
the audience and may pose a series of questions that essentially describe the
problem bothering the petitioner. This individual is expected to humbly
confirm the problem as described. During this time the meeting’s president is
expected to: 1) question the spirit in order to clarify the petitioner’s problem,
2) protect the possessed medium, other mediums, and the petitioner from
other malevolent spirits, and 3) assist other mediums not possessed in the
“education of the spirit” by arguing with and criticizing the spirit for the

anguish it has caused the client.

The goal of this activity, which may require repeated visits, is to
convince the spirit of its wrongdoing and reorient it toward its proper
mission. Clients may be advised to purchase herbal medicines or ritual
objects, engage in prayer at home, and perhaps consult a physician. Clients
currently seeing physicians are usually urged to continue complying with the

treatment regimen prescribed.
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APPLICATIONS

The holistic conception of health implicit in religio-magical healing
systems is summarized by Frank (1977): “Health is a harmonious integration
of forces within the person coupled with a corresponding harmony in his
relations with other persons and the spirit world.” The implications of this
world view for understanding the therapeutic effectiveness of indigenous
healing ritual, as well as individuals’ health-seeking behavior, are

considerable.

A primary factor in the apparent effectiveness of folk healers is their
ability to arouse hope by capitalizing on the ill person’s feelings of
dependency, anxiety, and decreased self-esteem. The healer’s personality as
well as the powerful symbolic value of his healing instruments and materials
encourage hope and trust, which together promote the expectation of help
and ultimate recovery. The healer is viewed as a powerful mediator between
the ill person and particular magical or supernatural forces of the spirit
world. The therapeutic ritual provides a specific plan of action for the ill
person to execute, and gives him a sense of purpose and mastery. Since the
ritual generally involves active participation by the healer and group, the
individual’s hope is strengthened by this demonstration that the healer and

audience are his allies.

Another central feature of folk-healing systems involves elements that
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increase the participants’ self-esteem. First, involvement in religious activities
may be seen as a virtue in itself. Second, concerted group activity, viewed as
evidence of community support, heightens a client’s self-esteem. Third, the
healer may call upon supernatural forces on behalf of a specific individual,

indicating that he is worthy of that ultimate form of help.

Taken as a whole, the intense concern of healer and audience, in
conjunction with emotionally stirring music, prayers, offerings, and dramatic
performances by the healer serve to make explicit and visible abstract
cultural beliefs about the ultimate causes of misfortune in general and illness

in particular.

Our discussion of the generic features of Folk Healing leads us to a
consideration of the practical application of understanding folk-healing
systems: How can we improve our treatment of people who share such
beliefs? First, we need to be continually sensitive to the possibility that people
who consult mental health professionals may not share our assumptions, our
world view about the causes of illness. People who believe in folk healing may
be very reluctant to discuss anything but physical complaints or vague
feelings of nervousness because of the fear of being misunderstood, not being
taken seriously, or ridiculed. Therefore, we need to demonstrate a
nonjudgmental interest in, and knowledge about, folk healing so that we can

obtain an accurate description of the problems as conceptualized by the
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patient and his relatives. Second, we need to make a more realistic
assessment of our treatment objectives. In this respect, we should be
prepared to accept as a given that many patients who subscribe actively or
passively to folk-healing beliefs have limited confidence in the effectiveness of
medical treatment. They accept the utility of this treatment in providing relief
of somatic symptoms such as headache, dizziness, abdominal distress, or
nervous tension, but they will seek Folk Healing for relief of psychosocial and

spiritual distress.

Medical interventions deal mainly (or only) with the proximal causes
and manifest symptoms of a problem that the patient may regard as a
complex physical-social-spiritual problem involving not only himself but also
his family, social network, and his relations with the spirit world. Viewed
from this perspective, we should expect that many patients will undertake
treatment from health professionals and from folk healers simultaneously or
in sequence. Accordingly, we need to accept in many cases the more limited
therapeutic objective of symptom reduction rather than psychodynamic
insight. We should recommend a plan of treatment that will be consistent
with the patient’s expectations, thus ensuring a high probability of patient

compliance.

A considerable body of evidence from cross-cultural research in Folk

Healing suggests that folk-healing techniques can be strikingly effective.
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However, debate continues to rage on the question of “legitimizing” Folk
Healing by co-opting folk healers to provide treatment within the hospital or
clinic setting, or even whether referrals should be encouraged between health

professionals and folk healers. These issues will not be easily resolved.
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Frommian Influence

Erwin Singer
(Some Implications of Erich Fromm’s Thoughts for the Practice of Psychoanalysis)

To discuss Erich Fromm'’s thinking on psychoanalysis as a therapeutic
process is a difficult task. He has written little directly related to this topic
except for some passages here and there, most prominently in his book The
Forgotten Language. However, he has contributed extensively in areas
bearing significantly on the work of the practicing analyst, notably in
delineating his conceptions on personality and its development. Therefore,
the following paragraphs will deal mainly with his thoughts in these areas

and their implications for psychotherapy.

DEFINITION

Basically, Fromm maintains that neurological givens, i.e., the capacity
for reason and consciousness, place man in a difficult position. Consciousness
and reason acquaint us with several potentially very unpleasant realities: the
time-limited nature of our existence, the fact that death is inevitable; our
relative insignificance in the larger scheme of things, our being but drops of

water in the sea, grains of sand on the beach; and finally, our lack of what
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Fromm calls “rootedness,” that is, knowing and being known from core to
core. Rootedness is almost an impossibility to attain. Man, Fromm insists, is

unavoidably and always alone, though not necessarily lonely.

Given these “dichotomies” in living, Fromm proposes that we are
constantly in search of ways to regain rootedness, constantly trying to find a
road to overcome separateness in order to regain connection with the world
and others. Fromm states that there are a variety of solutions in this quest to
transcend the boundaries of one’s separate being, a variety of social answers

to this biologically determined reality of separateness.

He schematizes these answers into two categories: the development of
nonproductive orientations and the possibility of the growth of a productive
stance. By nonproductive orientations Fromm means the attempt to join
others, or the development of the illusion of joining others, via a multitude of
nonproductive relationships. This, he proposes, is accomplished by forging
positions of exploitation and manipulation; by hoarding to achieve power
over one’s fellows; or, as he thinks rather prevalent today, by attempts to
“market” oneself and make oneself marketable as a desirable commodity. All
these and similar orientations are seen as nonproductive means of bringing
about the illusion of reaching another person. They are in Fromm’s thinking
essentially pathological character orientations. Juxtaposed to these

nonproductive orientations, he posits a productive one characterized by
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efforts to bring to others something of genuine value rather than the illusion
thereof. The productive orientation is characterized by concern with,
devotion to, and respect for others. Fromm believes that such an orientation
of love in the widest sense of the term blossoms only when self-respect and
concern for oneself, one’s time of life and its limits, is paramount. We
encounter in these formulations Fromm’s concept that man against himself
will be against others while man for himself will also be man for others. To
some, this seems a paradox but really is not: Only the acceptance of one’s own
aloneness and separateness makes reaching others in their separateness

possible, and carries with it the hope of alleviating loneliness.

It is well to remember Fromm's insistence on a single dominant drive in
man: the drive to break the narrow confines of one’s being and to gain contact
with others. This can be done by creating, or if circumstances block this
avenue, by destroying; thus, to Fromm, creating and destroying are simply
opposite sides of the same basic impulse. Both positions bring about contact
with others and the development of something new. It is as if Fromm
maintained that man feels compelled to create even if by destroying, that the
only thing the human being cannot tolerate is the maintenance of the status
quo, whatever its nature. And he proposes that the avenues taken in this
quest will parallel the basic socioeconomic lines and forces dominating a

given culture and a given era.
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In recent years Fromm has written prominently about what he refers to
as “biophilia” — the love of life and creating — and “necrophilia” — the love
of death and destruction. These concepts must be seen as subtle refinements
of productive and nonproductive character orientations, brought about both
by forces already outlined and by temperamental and/or biological
tendencies. It would represent a gross misunderstanding of Fromm’s
theoretical stance to imply, as is occasionally done, that biophilia and
necrophilia are conceptually analagous to Freud’s biologically given life drive

and death drive.

Finally, Fromm believes that an individual may find himself in a
situation that makes the burden of his separateness, and/or the particular
method he took to relieve this unbearable state, so repugnant that he will
more or less abandon awareness of himself. A personal dilemma is thus
seemingly solved by psychological suicide. Fromm proposes that by giving up
consciousness, the person has rather perniciously staged an “escape from
freedom.” What is deeply pathological in this state is that the sense of self, of
being a free and therefore responsible being, is abandoned. This giving up of
self for the sake of gaining connection represents to Fromm the deeper
meaning of Oedipal strivings. No wonder that he sees in blind nationalism an

expression of the Oedipus complex in our age.

HISTORY

The Psychotherapy Guidebook 539



Thoughts expressed by Fromm have ancient and contemporary roots
found in Eastern and Western thinking, and are refined by his clinical
observations and acumen. Strains of existential thought from antiquity to the
present-day are recognizable. Fromm has acknowledged Spinoza’s significant
influence, as well as that of Marx’s writings. Strains of biblical thought and

Zen insight in his comments are also noticeable.

Freud’s monumental work moved Fromm to try to go beyond where
Freud had to stop. As Tauber and Landis point out, Fromm is neither anti-
Freudian nor simply a cultural relativist. His was primarily the effort to take
psychoanalysis out of its predominantly biological orientation and to
reformulate in sociological terms the gigantic human drama Freud had
posited, without denying the biological strivings of the organism. It may be
appropriate to suggest that these biological forces were made more relevant
by Fromm's exposition of the human situation in which they occur, and by his
proposing sociological and economic forces as additional dimensions in

human character development, not the basis for it (Tauber and Landis, 1971).

It follows that early revisionists of Freudian thought, such as Adler,
Jung, and a host of others, have made comments that seemed significant to
Fromm, though obviously he differs from them markedly in his system and in

his emphasis.
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TECHNIQUE

Similar to Freud, who wrote little on technique, Fromm has stayed away
from the discussion of technical issues. He is more concerned with the nature
of the analyst’s stance, with his willingness to make an effort to enter the
patient’s experience, to meet him “from core to core.” He deems this essential
even if it implies that the patient is likely to learn a good deal about the
psychological makeup of the analyst, and even though this may mean that the
analyst is likely to learn a good deal that is new about himself. In Zen
Buddhism and Psychoanalysis, Fromm makes this point succinctly when he
says: “Hence, the analyst not only cures the patient but is also cured by him.”
Whatever furthers this process of deep engagement with essentials rather
than with trivia, whatever furthers genuine introspection and examination of
motivation, seems technically admissable; whatever detracts from this
process, whatever interferes with the true learning of both participants,
whatever smacks of the patient being given directions, and whatever furthers
sham and superficiality is frowned upon. And all this in the hope that the
patient may regain the freedom to choose; perhaps he will choose a

productive orientation over a nonproductive one.

In summary, it must be recalled that Fromm is essentially a
psychoanalyst committed to helping the patient achieve consciousness of

what is dissociated. It is clear that he eschews libido theory and substitutes
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sociological vantage points. Furthermore, much of supposedly psychoanalytic
technique is avoided because the “original” traumas dissociated by the
patient are not to be found in regressive, instinctual impulses that must be
recalled; rather, they are found in the orientations the person chooses and

develops vis-a-vis his dilemma of unrootedness.

APPLICATIONS

Implicit in Fromm’s writings is an ingrained conviction that “the truth
shall make you free.” Nowhere is there the suggestion that this is limited to
some people or is not true for some of the dramatic emotional disorders of
living. We may therefore assume that Fromm sees little limitation in the
applicability of psychoanalytic therapy. If analyst and patient meet in
seriousness to explore the motivations of a life and to achieve clarity about
them, that will be curative in itself by helping the person shoulder the
enormous burden that freedom entails. No wonder that many of his students
and close collaborators have worked with, and continue to work with, people

exhibiting manifestations of all kinds of difficulties in living.

Beyond this, Fromm seems firmly convinced that psychoanalytic
insights can make significant contributions to our understanding of political,
social, and economic problems. The very titles of his books, such as The Sane

Society, Marx’s Concept of Man, May Man Prevail?, and The Anatomy of
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Human Destructiveness, readily suggest his beliefs concerning the
applicability of psychoanalytic concepts. But perhaps above all he sees the
utility of these understandings for the process of education toward creative

freedom.
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Future Oriented Psychotherapy

Frederick Towne Melges and Patricia Blevins Webster

DEFINITION

Future Oriented Psychotherapy focuses on the future rather than on the
past or present. It is designed for: 1) helping patients choose and clarify
realistic personal goals and 2) inducing them to develop and rehearse plans of
action that will achieve their chosen goals. Future Oriented Psychotherapy is
a short-term cognitive therapy that can be a useful adjunct to past and
present oriented therapies, since it helps patients to crystallize what to do

next and how to go about it.

HISTORY

Future Oriented Psychotherapy was first explicitly described by
Frederick Melges (1972), although it stems from diverse theoretical and
experimental backgrounds. Considerable experimental evidence indicated
that behavior is controlled by consequences. With the human capacity for
foresight and planning, human behavior appeared to be controlled largely by
extensive anticipated consequences (Kelly, 1955; Miller, et al., 1960). These

considerations prompted the central question for the genesis of Future
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Oriented Psychotherapy: if a psychotherapist can help a patient to modify his
expectations and the structure of his anticipated reinforcements, will this
change the patient’s behavior, including his self-image and his interpersonal

relationships?

Also, research dealing with human psychopathology had indicated that
disturbances in psychological time and misconstructions of the personal
future were involved in various psychiatric symptoms and syndromes — such
as depersonalization, inner-outer confusion, paranoia, depression, low self-
esteem, suicidal thoughts, and impulsive behavior (for review, see Melges and
Bowlby, 1969; Melges and Freeman, 1977). In contrast, adaptive behavior
and high self-esteem could be predicted from evaluating a person’s degree of
detailed future planning in which the person viewed himself, rather than luck
or other people, as the agent of change (Ezekiel, 1968). Thus, from the
standpoint of research findings, it appeared that clarifications and extension

of future outlook might be therapeutic in a variety of syndromes.

TECHNIQUE

There are essentially two basic therapeutic methods for Future Oriented
Psychotherapy: 1) “image therapy” for clarifying personal goals and 2) “future
autobiography” for rehearsing plans of action to meet the chosen goals. Image

therapy precedes future autobiography, and thereafter the two procedures
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are interrelated. These procedures are carried out after the therapist has
established rapport with the patient and gathered sufficient historical
material to discover the key elements of what Eric Berne (1972) has termed
the patient’s “script” — that is, the life-plan that the patient has adopted
unwittingly from those who reared him. Knowledge of how the patient is
scripted helps the therapist identify habitual self-defeating behavior the

patient may choose to change.

Image therapy helps the patient to get a clear image of the kind of
person he wants to become. To do this, the patient is projected into the future
to a specific day about three months ahead. The day chosen should be one
that entails involvement with people important to the patient, such as a
holiday, and has the potential of the patient changing his own behavior and
attitudes so that the experience becomes positive and rewarding. The patient
is asked to visualize as concretely as possible all the sequences and
interactions of this day. He is prompted to talk out loud about his
visualizations using the present tense, as though the future day were
occurring in the here-and-now. He is prompted to see himself interacting with
others according to the kind of person he chooses to become. He is then
prompted to visualize how others will react to him and how he feels about
himself. Once a positive yet realistic future self becomes vivified, the therapist
then introduces people that the patient’s history reveals are troublesome,

such as a guilt-provoking mother, in order to get the patient to modify his
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inner and outer reactions according to his chosen self-image.

After the projection into the future, it is often helpful to have the patient
fill out a semantic differential scale of the self-image. This helps codify the
projected images into words that later can be used as reminders of his
projected self-image. On the scale, the patient rates contrary adjectives. Some
of the key dimensions are: trusting vs. distrusting, self-assured vs. self-
conscious, assertive vs. defensive, competent vs. inadequate, real vs. unreal,
warm vs. distant, caring for others vs. self-absorbed, sincere vs. phony, strong
vs. weak, active vs. passive, good vs. bad, feminine vs. masculine. Also, the
patient is encouraged to generate adjectives that are more fitting to his future
self-image by, for example, having him fit adjectives to the first letters of his
or her name, such as Joan = joyous, organized, assertive, no-nonsense. The
images can be further ingrained, if appropriate, through the use of hypnosis.
The basic idea behind crystallizing such personal goals is that the person has
to structure his ego-ideal specifically enough so that he will know when his
behavior matches or mismatches his chosen self-image. Only then can he

become self-reinforcing.

After the patient has crystallized a satisfying yet realistic future self-
image, the next step is future autobiography. This also involves guided
imagery into the future, but the focus is on specific plans of action and

behavior that meet the patient’s chosen goals of his future self-image. One
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technique is for the patient and therapist to pretend that it is actually one
week ahead in time, and then the therapist takes a “history” of what the
patient did in this time span, now viewed as past, in order to meet his chosen
self-image goals. It is important to prompt the patient to talk in the past tense,
as though the events had already taken place. This helps the patient avoid the
host of “ifs” and “if only such would happen” that are likely to occur when the
future is viewed as open and unpredictable, compared to past events that are
fixed. Such a future autobiography often reveals the patient’s self-defeating
pattern or script. When this happens, it is pointed out to the patient and he is
asked to start again, revising his future autobiography so that his actions
meet his chosen goals. When the patient shows such self-reinforcement, or
matching, the therapist prompts the patient to register the self-re warding
behavior and associated good feelings. Although the image therapy can be
therapeutic in itself, it is given considerable impetus by the future

autobiographical methods.

APPLICATIONS

Jerome Frank (1974) points out that the central task underlying all
forms of psychotherapy is to combat demoralization and to instill hope. Since
the aim of Future Oriented Psychotherapy is to provide specific ways of
restructuring the ego-ideal and for enhancing self-reinforcement in the

future, it is designed to instill hope and self-direction. As such, it has wide
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applications to patients who are demoralized. Future Oriented Psychotherapy
is particularly useful for patients with low self-esteem, identity diffusion, and
impulsive characters, especially those who believe that the future is beyond

their control.
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Gestalt Therapy

John O. Stevens

DEFINITION

Gestalt Therapy is phenomenological and existential: it explores the
changing phenomena of awareness as they unfold in the individual's
perceived existence, here and now. The therapist’s job is to be a guide in this
exploration, and this function can be divided into four broad areas: 1) feeding
back the verbal and nonverbal experience and behavior of the patient —
particularly those areas that the person is less aware, or unaware, of — to
intensify and clarify the ongoing process, 2) suggesting experiential here-and-
now experiments for the person to try out as a means to self-discovery, 3)
expressing his own awareness of his responding to the patient (in this, the
therapist is providing information about the person’s impact, as well as
providing a model for the open communication of experiencing), and 4)
acting as teacher by providing principles and strategies that are useful guides
to deepening awareness. Thus, Gestalt is also experiential, behavioral,

experimental, and educational.

Gestalt makes a crucial and fundamental distinction between perceptual

reality and mental fantasy. My reality, the solid ground of my existence,
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always results from perceptual contact with ongoing events: what I see, hear,
smell, taste, or feel in the present moment. Fantasy is any mental
representation of events that are not perceived in the moment: images,
memories, assumptions, planning, thinking, guessing, imagining, hoping,
fearing, etc. Much of my living is based on uncertain fantasy rather than
perceptual reality. My ideas often blind me to my actual feelings, keep me
from expressing myself as I would like to, or sometimes keep me behaving in
ways that are self-destructive or not productive. Simply making clear what is
reality and what is fantasy can point out how little of my living is based on
fact and how much is conjecture, and it can lead to a softening and

questioning of my rigid ideas and beliefs.

The word “gestalt” means (roughly) the configuration of the whole; all
the different parts relate to each other in a functional structure/process.
Every aspect of a person’s functioning is part of his gestalt, and has meaning
only in relation to the whole. Each and every thing or process that he becomes
aware of exists as a distinct, differentiated, interesting figure against a more
or less indistinct, undifferentiated, uninteresting background. As my interest
shifts from this writing to the sounds in the room, for example, the writing
process recedes into the background of my awareness. After a short rest, this
writing again becomes foreground. If I simply pay attention to my awareness
and follow it, I can discover what my authentic interests and concerns are.

Often the roots of my troubles are in the relatively unaware background of
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my living, and it is useful to reverse the figure-ground relationship. If my
disappointment is in the foreground, the background is my unfulfilled
expectations. With the expectations in the foreground, I can recognize that
they are unreasonable and give them up if I want to avoid future

disappointment.

Most of us are fragmented, with at least some perceptions, feelings,
behavior, or thoughts that are puzzling, unrelated, troubling, because they are
not integrated with the background, the rest of our functioning. The task of
therapy is to discover the relatedness of these alienated aspects through
awareness. A symptom is not just an annoyance to be eliminated, but an
important message whose meaning can be explored and understood.
Alienation, saying, “That’s not me” can be countered by identification, saying,
“This is me.” The process of identification is an essential and ubiquitous tool
in gestalt work. If [ am ill and I identify with my illness, I find myself saying,
“I'm going to give you a chance to be still and rest from doing ‘useful’ things.”
With sufficient experiential understanding, healthful change will occur of
itself, without planning or outside direction, through the natural tendency of
the organism to create a more functional gestalt. Once I discover that my
frequent illness expresses a need to rest, I can accept that need and learn to

take time to rest before getting exhausted and sick.

The only barrier to awareness is my avoidance of unpleasantness and
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difficulty. Often I would rather blame someone else for my unreasonable
expectations; [ may rather whine in the hope that someone else will rescue
me than stand on my own feet and take responsibility for my successes and
failures in a difficult world. I can become aware of this too, and at least take
responsibility for not taking responsibility. Awareness, in and of itself, is

curative, and every bit of awareness strengthens and promotes growth.

HISTORY

Gestalt Therapy took shape in the 1940s with the publication of Ego,
Hunger and Aggression, as Frederick (Fritz) Perls broke away from his
orthodox psychoanalytic training of the 1920s and 1930s. Other early
influences were Perls’s work with gestalt psychologists, his experiences in
theater and psychodrama, and the thinking of Wilheim Reich. Later Perls
made considerable use of ideas from Zen Buddhism, Taoism, Existential
Phenomenology, and general semantics. A second book, Gestalt Therapy,
coauthored by Goodman and Hefferline, was published in 1951. Perls
continued to develop and modify his work by invention, and by adapting
techniques — such as the “empty chair” and group format — from other
therapies until his death in early 1970. Gestalt Therapy gained widespread
recognition only in the late 1960s, and it was during this time that Perls
produced two more books, and a great number of films and audiotapes

demonstrating his work.

The Psychotherapy Guidebook 553



TECHNIQUE

The fundamental technique is for the client to pay attention to the
continuum of his awareness in the here and now, to see what he can discover
about his ongoing experiencing. In principle, he doesn’t need a therapist.
However, in practice, a perceptive guide can be very useful in pointing out
aspects of his experiencing that he’s not aware of, and in suggesting

procedures or experiments that can be short cuts to greater awareness.

The following is taken from a filmed session with Fritz Perls, “The Case
of Marykay.” This fifteen-minute first session with a young woman, in which
she asks to work on resentment toward her mother, shows most of the

essentials of gestalt practice.

Rather than abstractly discuss her resentments, the session begins with
Perls asking her to bring them into the here and now, by imagining her
mother in the “empty chair” and expressing her resentments directly to her.
She smiles while expressing resentment, an inconsistency Perls brings to her
attention. She is asked to talk in the imperative and to make her demands
explicit, instead of dependently whining. When she again retreats into

whining a minute later, this is brought to her attention by mimicking.

The second purpose of the “empty chair” is to enable her to identify

with an alienated part of herself — her “mother.” Actually this is her
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memory/image/fantasy of her mother, since her actual mother is absent. The
relationship between herself and “mother” is defined by both. By playing her
“mother’s” alienated side, she can achieve more definition of the conflict and
re-own the power that she has invested in the fantasy of her mother. When
she again plays herself, she responds with much more expression and much
less manipulation (wailing,), and this is pointed out. The following is a

transcript of how the session continues:

1. MARYKAY: [ feel — a — just a deadness inside. Sort of an “Ah,
what’s the use?” And yet, behind that deadness there’s —

there is resentment.
2. FRITZ: Now can you say the same paragraph to your mother?

3. MARYKAY: (Sighs) You make me feel dead. You make me feel like
I'm just not even anything. And I know you don’t mean it. |
know that it’s because you're afraid, and [ know that if —
and I know you love me. And I know that you're afraid. But
why did I have to be the victim of your fear? Why did it have

to turn out that [ am the victim of your great needs?

4. FRITZ: Change seats again. You notice the fighting is beginning to
change to a little bit of mutual understanding.

5. MARYKAY: (as mother) [ never meant it to be that way. All — I
never meant it to be that way at all. I guess I just couldn’t
admit my own fears. | wanted — I am proud of you. I'm
really proud of you, Marykay (her voice breaks).

The Psychotherapy Guidebook 555



6. FRITZ: Say this again.

7. MARYKAY: I'm really proud of you, you know. I show your picture
(She is crying despite trying to hold back tears) to all the
people at work. And I (as Marykay, to Fritz) I feel so sorry for

her. (still crying, hands in front of face).

8. FRITZ: Can you imagine going to her and embracing her?

9. MARYKAY: (with great vehemence) No! No, I can’t! I can’t! I can’t
imagine — I can’t imagine embracing — anybody — I
couldn’t even — I couldn’t even embrace my Dad when I left
(still crying). You just can’t — you just can’t show feelings
‘cause they’re not right.

10. FRITZ: (softly) You're showing feelings now. (She is still sobbing.)

Come here, Marykay. (He embraces her.)

11. MARYKAY: (breaking into fuller crying) Oh, please — Oh, please
— Oh, I just love you ... (then she pulls away and holds her

hands in front of her face).
12. FRITZ: Is it so bad?

13. MARYKAY: I have to stop. (Fritz takes her hands and holds them.)
I have to stop because you always have to stop to take care
of yourself. (She puts her head down, then straightens up
and pulls her hands away again.) Yeah, you really do have to
take care of yourself, (hands to face again, wiping away
tears). Do you have a handkerchief?
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14. FRITZ: You know, I miss something. I know the psychiatrist’s tools
are skill and Kleenex. (laughing) I'm missing the Kleenex.
(They both smile. Someone hands Fritz a Kleenex, which he
gives to Marykay.)

There is a crucial turning point when she shows some understanding of
her mother (3) and this is pointed out to her (4). (The numbers correspond to
those at the left of the transcript.) When she plays her mother again (5) she
changes from game playing to authentic expression of sorrow and
appreciation. Marykay responds with deep feelings of sorrow for her mother
that break through (5) (7) as she is playing her mother. When she is asked (8)
to contact her mother more fully, she expresses an important assumption of
hers, “You can’t show feelings,” (9) that keeps her isolated and that she
previously blamed her mother for. Perls points out (10) that she is showing
feelings in contrast to the injunction not to, and then embraces her. His
embrace is both an authentic response to her and an offer for her to try
embracing. She gives in fully to the embrace (11) and to more expression of
feeling for a short time, and then pulls away. Fritz tries to get her to stay with
the experience of embracing (12) (13), and when she pulls away again, he

breaks off the session with a joke (14).

Of course there is still much to be done. She is still mostly
uncomfortable with expression of feeling and closeness, and she probably has

more work to do with her “mother.” She has discovered a lot in this fifteen
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minutes; more often gestalt work takes somewhat longer.

The techniques of Gestalt Therapy in themselves often produce striking
results, and have often been adopted into other therapeutic frameworks
without full understanding. When this occurs, the techniques usually yield
much less than they could, and sometimes the results are anti-therapeutic.
For a much more comprehensive, yet short, description of Gestalt, see the

excellent chapter by John Shaffer and David Galinsky.

APPLICATIONS

Gestalt Therapy is much more than a specific treatment or therapy. The
gestalt philosophy underlying it claims to be a valid description of human
functioning and problems that any person or group can use as a guide to
fuller living and experiencing. Gestalt principles are as valid in everyday living
as in the therapy situation, as valid with a gifted child as a disturbed one, as
valid in the hospital as in the home. Besides the wide range of
psychotherapeutic settings and populations, gestalt principles have also been
applied to education, to the treatment of eyesight problems, and other

physical illnesses.
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Gestalt Synergy

liana Rubenfeld

DEFINITION

Up until the last decade, psychotherapy focused on a person’s verbal
behavior. Body work was separate. We are now beginning to see, however,
therapeutic forms that treat the whole person, using both verbal and
nonverbal (body/mind) approaches. Gestalt Synergy addresses each person
as an inseparable combination of body, mind, and spirit. It recognizes that all
sensory channels of the human organism provide entry to the whole in

different ways at different times.

Gestalt Synergy, founded and developed by myself, is a means for
contacting, expressing, and working through emotions and body tensions
with touch, gentle body movements, and Gestalt Therapy. Combining the
theoretical and practical elements from the work of F. M. Alexander, Moshe
Feldenkrais, and Fritz and Laura Perls, this unique client-centered therapy is

guided by the following concepts:

1. The responsibility for change rests with the client. The synergist is
there to guide and facilitate that change.
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2. Respect is given to the client’s “boundaries.” The client does only

what he is ready to risk doing.

3. The synergist gives special attention to the client’s nonverbal
experience — breathing patterns, body image, body position
(alignment and posture), gestures, facial expression, and
tone of voice — bridging what the client thinks he is doing
with what he is actually doing.

4. The focus is on the present — the here-and-now. The client reviews
the past in present time resolving “unfinished business.”

5. Life attitudes are reflected through our posture, movement

patterns, and energy release.

6. Every act involves the whole psychophysical person. The use of one
part of the body affects the whole body.

7. Without awareness, we cannot change.

8. The minute you “think,” muscles receive the message to move.

9. You may be unknowingly hurting yourself by habitually

maintaining a posture which “seems” right.

10. In general, habit patterns are not reflexes; they are learned.

11. Conscious control can be exerted over habit patterns. You have
the ability to”inhibit” habitual patterns and choose an
alternate route.
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12. Conscious bodily control increases a person’s life choices.

HISTORY

I can best describe the history of Gestalt Synergy by relating my own
experience. Formally trained at the Juilliard School of Music, I played the viola
and piano and conducted choirs and orchestras for over twenty years. This
strenuous activity finally took its toll; and I began to suffer severe backaches
and physical tension. Friends recommended the Alexander Technique — a
system designed to teach proper use of the body — to help relieve the
physical pressure (see the Alexander Technique). I soon began taking lessons

with Judith Liebowitz.

As the lessons progressed, [ was often confused by the emotional and
physical changes I underwent. My try-harder-goal orientation was being
questioned. I once asked my teacher during a session, “How am I doing?
Getting better?” To which she replied, “You're doing. When you notice and
accept your body as it is, change will be possible.” Although [ didn’t
understand what was happening, intellectually, I continued with the lessons
because I felt better. The teacher’s touch often facilitated emotional release —
I felt sad, angry, happy, etc. She, untrained as a therapist, suggested I seek
professional psychotherapeutic help to understand the intense feelings

released during the body work. For several years, | saw a psychotherapist
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every week while continuing with my Alexander lessons.

Some years later, I trained with Fritz and Laura Perls, the founders of
Gestalt Therapy, who encouraged me to integrate therapy with my familiar
body/mind work. Like my previous psychoanalysis, Gestalt Therapy had
provided the skills to process the stored emotions often released during an

Alexander lesson.

Another component of Gestalt Synergy emerged in 1971 when [ met
Moshe Feldenkrais, whose work in body awareness and movement is
recognized as a unique advance in the field of body-mind-environment
integration. I studied and trained with Feldenkrais learning his two-part
technique: functional integration — one-to-one guidance through touch —
and awareness-thru-movement, a system of exercises, gentle body
movements, both designed to reorganize the body’s muscular, skeletal, and

nervous system.

My training in body/mind work and touch and psychotherapy helped
me to produce my new therapeutic form, Gestalt Synergy. This synergy does
not treat the individual in terms of a series of structural and postural changes.
Rather, it includes the realms of emotions, thinking, body structure, spatial
concepts, and movement. It treats the individual as a whole, working with

both body and emotions, integrating the physical, intellectual and emotional
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aspects of the person. In 1977 I inaugurated Gestalt Synergy’s first intensive

training programs, running concurrently in New York City and California.

TECHNIQUE

The “listening and open hand,” a skill that takes two to three years to
develop, provides the Gestalt synergist with feedback. Through touch, the
synergist feels what is occurring in the client’s body — identifying blocks and
tensions. Nonverbally, the synergist “listens” to the client. A client may claim
to be relaxed; by touching, the synergist recognizes whether or not this is true

and can share this with the client.

Soft and strong touch establishes the relationship between synergist
and client, and through its gentleness and responsiveness builds trust
between them. The synergist responds through touch to the client’s consent
to change, and guides the client through bodily/emotional resistances —
opening locked joints, releasing tense muscles, lengthening a compressed and
shortened spine. Although it may appear that the synergist is doing
something to the client, it is the client who initiates and allows the release.

The touch guides and teaches the client to master his own body.

Communicating with the “listening and open hand” makes special
demands on the synergist. In addition to being intellectually and emotionally

aware (as in verbal therapy), the synergist must also be sensitive to and
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aware of physical processes. The synergist pays close attention to breathing
patterns, while maintaining a dynamic, well-balanced body. Much of the
training in Gestalt Synergy is devoted to developing this body/mind

awareness.

The Gestalt synergist guides the client in developing body/mind
awareness. For this purpose, the Feldenkrais exercises — a sequence of
gentle body movements — are used. With body awareness, the client can
develop the ability to “inhibit” destructive movement and consciously choose
a new movement pattern. This technique, says Feldenkrais, “leads to the
creation of new habits, redirecting the brain’s habitual patterns of response to
movement in the gravitational field, using more natural and efficient paths for

mobility and deployment of body energy.”

Following is an example of a Feldenkrais sequence: The synergist may
begin a group or one-to-one session by having the clients lie on their backs.
This position allows the person to experience the maximum degree of tension
release in relationship to gravity. Next, the clients are asked to notice where
and how various parts of the body touch the floor (or surface area). After this
initial inventory, the synergist leads the clients through a sequence of
movements. Throughout the sequence, the synergist asks them to pay
attention to what they are experiencing in their bodies as they move, to notice

what is happening to their backs, spine, head and neck muscles, ribs, pelvis,
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etc., and to the way they breathe. One feature of this technique is the absence
of drill. Students are instructed to go only as far as is comfortable, not to make
the extra try to reach a given position. Each movement sequence includes
before-and-after comparisons of the body’s position. By consciously making
this comparison, the brain registers the change, informing the student
whether or not change has occurred. The student may discover he can now

maintain and move in a position that formerly he thought was impossible.

Students also learn dynamic postural balance and structural body
alignment in relationship to gravity. For structural change to occur, however,
students must first become Kkinesthetically aware. Through touch and
movement, one develops a kinesthetic awareness so that eventually, a student
can think and imagine a part of the body without moving or touching it. By
becoming kinesthetically aware, students develop the ability to consciously
control their movements. This, in turn, leads to structural and postural
change. By first becoming aware of what you are doing, and then leaving
yourself alone, suspending judgment, you can imagine other possibilities. This
ability is very useful not only for learning new ways of moving, but for

changing other habit patterns.

The Gestalt synergist uses Gestalt and other therapeutic techniques to
work through the emotional material often released during the body work.

Several of the techniques used are: dramatization and role playing; fantasy
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and imagination; classical “open chair” work: negative and positive
accommodation (Albert and Diane Pesso’s Psychomotor technique);
exaggerating movement, posture, and sound; and rewriting one’s life script
confirming it both during therapy and in daily life. In addition to private one-
to-one sessions, the synergist often uses a group setting to help process

emotional material.

A Gestalt synergist may begin an intensive workshop “warming up” the
group by leading them through a sequence of body/mind experiments. Then
the group may begin a Feldenkrais movement sequence that often leaves the
workshop participants feeling more alert, “softer,” breathing more deeply and
fully, and more conscious of their bodies and feelings in the here-and-now.
The Gestalt synergist may invite an individual to work. This one-to-one
session may begin verbally and lead into body work, or begin with touch and
lead into verbal processing. The synergist asks the group to participate in the
one-to-one session by paying close attention. Not only does the presence of
the other group members facilitate the one-to-one work, but the individual
working, in turn, may encourage self-reflection on the part of the group
members. The individual sessions often touch on such universal themes as
death, grief, loss, separation, joy, and these can awaken sympathetic and

constructive responses in the workshop participants.

APPLICATIONS
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Gestalt Synergy is appropriate for those interested in coordinating their
physical and emotional development. Clients may approach the Gestalt
synergist with either physical or emotional concern. As a result of their
Gestalt Synergy experience, psychiatrists and psychologists have indicated an
increased sensitivity to their patients, and athletes have enhanced their
performance. Physical and emotional needs are addressed through a variety

of intra- and interpersonal processes.

In essence, the Gestalt Synergy experience is an intimate dialogue. Both
synergist and client bring their total selves to the therapeutic encounter,
transforming it into a collaborative effort that fosters acceptance, caring,

humor, and mutual growth.
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Goal-Directed Psychotherapy

Stanley E. Slivkin

DEFINITION

Goal-Directed Psychotherapy is a coordinated effort to effect limited
changes in specific behavioral responses. This effort utilizes those cognitive,
conative (the faculty of striving, making an effort), or affective (dealing with
moods or emotions) components of mental functioning that are available in
any individual or group of individuals. Goals are highly variable because of
the differing potentials brought into the therapeutic relationship by the
recipients of our best treatment efforts. Carl Rogers has postulated that the
goals for therapy itself may be somewhat more limited than the goals for an
effective life, in that therapy is not expected to produce an optimally adjusted
person but only to start the development of a new pattern of adjustment. The
concept of a limited goal and limited success as the building blocks for
enhancing self-esteem is very valuable in moving toward a healthier

psychological functioning.

HISTORY

Goal-Directed Therapy had its beginnings in the description of the
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psychotherapeutic process by Rogers (1961). He describes the process as a
series of small steps (limited goals) by which the patient progresses toward
major personality changes; he also describes the sequence in which such
steps are taken. The acceptance of limited goals as part of the foundation for

stable progression was a major step toward increasing therapeutic options.

The neurotic patient generally brings with him a high degree of
cognitive, conative, and affective functioning so that he responds well to Goal-
Directed Psychotherapy. Sifneos has developed an anxiety-provoking, goal-
oriented brief psychotherapy with neurotic individuals that leads to
successful self-actualization in a relatively short period of time. A major
preexisting requirement for patient selection is the fact that the patient has
had at least one meaningful relationship with another person during his

lifetime.

Balint and his colleagues described brief, insightful treatment oriented
toward removal of a specific symptom (1972). He called this essentially goal-
directed approach by another name — Focal Psychotherapy. Focal
Psychotherapy directed therapeutic efforts toward removing a disruptive
symptom that both patient and therapist accepted as a root cause of
emotional distress. Balint selectively focused on material that related to the
disturbing symptom, so that insight helped the patient reach the agreed-upon

goal of symptom relief. Ornstein and Ornstein, who were collaborators of
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Balint, participated in the pioneering development of Focal Psychotherapy as

a goal-directed, dynamic approach.

Detre and Jarecki have pointed out that the multiplicity of criteria used
to define a successful outcome adds to the problems inherent in comparing
treatment plans (1971). The goals of treatment must, of necessity, vary with
the severity of the syndrome presented. Goal-Directed Therapy will have as
many goals as there are differing symptom complexes. The goals for the
mentally retarded, organically brain-damaged, or chronic schizophrenic are
hardly consonant with those for the neurotic patient. Slivkin and Bernstein
have pointed out the effectiveness of Goal-Directed group psychotherapy in
improving social functioning and work capacity in moderately retarded

adolescents (1968).

Goal-Directed Psychotherapy encourages the development of channels
for addressing those cognitive, conative, or affective components of
personality structure existing in patients that are available to effect
behavioral change and emotional growth. Achievement of a limited focal goal
can initiate the successful return to a more integrated behavior pattern. Focal
success often inspires additional personal growth, and higher levels of
responsiveness and improved coping responses in other areas of social

functioning.

www.freepsychotherapybooks.org 570



TECHNIQUE

A first requirement is the assessment of the presenting complaint and
its antecedents. The most distressing problem in the patient’s view is
discussed, so that some mutually acceptable limited goal may be set. It is
important to make a realistic and objective assessment of what coping skills
are present and how they can be supported most effectively. Once a goal has
been set and there is an alliance between patient and therapist, all available
coping skills are utilized to effect changes and achieve the designated goal. In
the case of the neurotic patient, the goal may be insight, but in the
schizophrenic, it may be control of hallucinations by psychopharmacological
means. The importance of choosing an attainable goal cannot be
overemphasized, since failure to achieve success means reinforcement of

preexisting maladaptive functioning.

In my experience with retarded adolescents, permission to choose the
special type of doughnut they liked in warmup sessions prior to group
therapy was ego building. It was novel to these retarded adolescents that
anyone could tolerate freedom of choice for them. It represented moving
away from primitive narcissism towards reality, as well as taking part in

simple decision-making.

In the case of terminally ill patients, the goal may be the encouragement

by the therapist to control some small portion of their environment. This

The Psychotherapy Guidebook 571



behavior often makes the dying process more tolerable. With the organically
handicapped, a goal may be the utilization of a mechanical aid to reduce
helplessness. Goal-Directed Therapy is limited only by lack of enthusiasm and
imagination in patient or therapist. There are a limitless number of goals that

inspire renewed hope and improved coping mechanisms.

APPLICATIONS

Goal-Directed Therapy has a wide range of applications. It can be used
to develop insight in the neurotic patient. At the same time it offers aid,
comfort, and renewed coping skills to as diversified a group as the mentally
retarded, chronic schizophrenic, organically impaired, and even the
terminally ill. Since it requires the setting of a limited, attainable goal by
patient and therapist together, it is applicable in all cases where there exists
some potential for employing cognitive, conative, or affective patient skills.
The results of Goal-Directed Therapy can be wide-ranging, since the
pyramiding of limited goals can lead to extensive personality and functioning

changes.
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Activity Group Therapy

Alvin |. Gerstein

DEFINITION

Activity Group Therapy is a specific form of group therapy devised for
latency age children. It is basically an experiential form of treatment in which
the process of change and working out of problems derive primarily from the
interaction among the various members, the therapist, the therapeutic
environment, and the wide variety of materials (crafts, toys), in the context of
age-appropriate activities. Intrapsychic exploration and interpretation are of
minimal importance. This therapy helps the individual to deal with problems
of self-esteem, authority, ego control, sibling rivalry, and the issues of
overcoming fear in social situations, learning how to accept both success and
defeat, taking turns, and having needs gratified. This approach relies most
heavily on the desire of a human organism for acceptance by, and association
with, others. The presence of an adult, the therapist, symbolically adds

elements of family life.

The therapist is relatively permissive and responsive to the needs of the
children, and thereby establishes an environment that, by its nonjudgmental

nature, enhances the expression of aggression and repressed hostility. This
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atmosphere offers a healing, corrective, maturing process that results

eventually in intrapsychic change.

HISTORY

The term “activity group therapy” was first coined by Samuel Slavson in
1944 to describe a treatment technique that was based on psychoanalytic
principles and developed at the Jewish Board of Guardians in New York City.
Prior to Slavson, periodic articles cropped up in the 1930s on group play and
group activities as related to psychotherapy. Slavson continued as the “father”
and major proponent of Activity Group Therapy through the early 1950s. His
pupils, S. Scheidlinger and M. Schiffer in particular, while still adhering to
psychoanalytic theory, shifted their focus somewhat to deal with the use of
activity groups with children in the public school system and with children
experiencing pronounced cultural and emotional deprivation. Other authors
expanded the use of group techniques to include preschool age children and
psychotic youngsters. Until the 1960s, information regarding this form of
therapy could be obtained only through research articles or occasional
chapters in books on group therapy. The 1960s saw three major books
devoted solely to group therapy with children. Other than H. Ginott, who
relied on nondirec-tive principles, the other two authors still relied heavily on

psychoanalytic principles.
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Since the late 1960s, a gradual dissatisfaction with permissiveness as
well as with the psychoanalytic orientation has crept in, culminating in 1972
and 1973 in two books on behavior modification in small groups of children.
However, such techniques are quite different from what would be classically

considered Activity Group Therapy.

TECHNIQUE

Under ideal conditions the therapeutic environment is developed
through the selective use of physical space, symbolic toys, craft materials,
actual gratification of needs, and the promotion of mastery and skill
acquisition through educationally oriented activities. Which of these elements
will be emphasized depends on the areas of the child’s ego functioning that
are being treated, and these in turn are determined by an awareness of the
child’s underlying personality dynamics. It is apparent that many of the
“abortive” groups reported in the literature failed to take these factors into

consideration.

In light of the variables mentioned above, it is difficult to describe a
specific set of techniques that would hold for all groups of children. The major
technique is actually the interaction of children with each other in activities
appropriate to their typical interests; for example, older boys setting up

organized games, older girls involved in cooking projects, six- to eight-year-
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olds involved in arts and crafts. Feedback from peers, in conjunction with
acceptance by a benign authority, may often have a stronger impact on self-
perception and perception of others than a relationship with an individual.
Self-esteem can be enhanced as the result of playing games as well as by the
therapist pointing out behavior that may or may not be conducive to the child

having his needs met.

The typical group consists of five to seven children meeting one hour
weekly with one therapist. The initial phase of caution dissipates rapidly and
an active testing of the extent of the therapist’s apparent passivity and
acceptance takes place. The fact that the therapist does not appear to be an
assertive leader may raise the child’s anxiety level, but does provide the basis
for his becoming more independent and responsible for his own actions.
Within the boundary of safety, the codes and rules for behavior as well as the
choice of activities come from the group. Such groups may be time limited to

the clinic year, but many run for several years.

Of greater importance than the above techniques is the initial selection
of the children for the group. More than two impulsive and aggressive
members of a group could produce a chaotic rather than a therapeutic
climate, while a group primarily of fearful, withdrawn youngsters would be
oppressive. In essence, under ideal conditions, selection should be such as to

bring out the more shy members and place some constraints on the more
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impulsive, action-oriented participants.

APPLICATION

In its classical form, Activity Group Therapy is not the treatment of
choice for children whose impulse controls break down under minimal stress,
whose reality testing is significantly defective, who become panicked
regarding social contact, who are retarded, or who are psychopathic. It is
most suitable for children who are defiant, dependent, socially fearful,
compulsive, withdrawn, and aggressive, but with adequate impulse controls.
However, modification of the materials, the therapist’s interventions, and size
of the group can allow for the effective use of activity groups with many of the

children with the limitations specified above.
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Group-Analytic Psychotherapy

Elizabeth T. Foulkes

DEFINITION

Group-Analytic Psychotherapy is an intensive form of treatment in small
groups. The synonymous term “group analysis” also covers applications in
and beyond the therapeutic field. It fully incorporates psychoanalytic
knowledge, but it is not merely a method of applying psychoanalysis to larger
numbers; “group-specific factors” are considered to modify the
psychodynamics. It is therapy in the group, of the group, and by the group, the
group being an active agent of treatment. The individual person is seen and
treated in the context of the group. The aim is radical and lasting change and
emotional growth. It is indicated for patients with good motivation for an
analytic approach, suffering from various neurotic, psychosomatic, and non-

acute psychotic conditions.

HISTORY

Group-Analytic Psychotherapy was developed and has been practiced
since 1940 by S. H. Foulkes (1898- 1976), first in private practice. Later,

during World War II, it was introduced into British army psychiatry at

www.freepsychotherapybooks.org 578



Northfield Military Neurosis Centre, where it was eventually expanded into
the first “therapeutic community,” with group methods being used

throughout the hospital at all levels.

Since 1946, it has been increasingly practiced at many hospitals and in
private practice. Between 1950 and 1964, Foulkes trained many psychiatrists,
including overseas doctors, in this approach to group therapy during their
postgraduate training at the Maudsley Hospital. The Group-Analytic Society
(London) was founded in 1952 to further group-analytic theory and practice.
In 1971 the Society set up the Institute of Group Analysis, which is now

responsible for training and qualification.

TECHNIQUE

Many of the conditions for group meetings and concepts first
formulated in group analysis have become commonplace in group work

generally.

In the strict group-analytic situation with out-patients of mixed
symptomatology, the “standard group” consists of the therapist (termed
“conductor”) and seven or eight patients, (usually four men and four women),
having no contact or relationship with each other in ordinary life (stranger or
“proxy” groups). They meet at a regular time and place, once or twice a week,

for one and a half hours, sitting in a circle with the conductor on identical
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chairs.

The group-analytic situation is largely unstructured. There is no
program; no directions are given. The importance of regular attendance,
punctuality, and abstaining from contact outside the sessions are explained to
members at an initial interview, and will again be pointed out as necessary in
the course of therapy — not as rules laid down by the conductor, but as

conduct required in the interest of therapy.

Groups are encouraged to communicate spontaneously, voicing their
concerns and difficulties in “free-floating” discussion. The resulting “group
association” is the equivalent of free association in psychoanalysis. The
conductor, receptive at all times, usually remains in the background but may
be quite active on occasion. The emphasis is on communication, all
observable behavior, including symptoms being gradually analyzed and
decoded, working through to insight, and the “translation” of problems into

verbal expression.

The main focus is on the here and now, on current conflict situations in
life as well as in the group. Recollections and repetitions from the past are
accepted as they come up spontaneously, but the persistent bringing up of
material from early childhood is considered defensive. The conductor pays

special attention to unconscious communication and to the analysis of
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resistances and defenses against change. He also watches the interaction and
possible interference of the patients’ own networks of intimate relationships

with the therapeutic process (“boundary incidents”).

Diagnostically heterogenous groups are preferable, though members
should share a compatible background. Groups may sometimes be formed to
deal with special problems, such as couples with marital difficulties (a hybrid
group, partly “proxy” partly family). Patients are not usually prepared
beforehand in individual treatment, beyond one or two interviews; nor is
simultaneous individual and group therapy advocated (unless for specific
groups), as these procedures complicate the transference situation. Co-

therapy is used chiefly for training purposes.

In private practice, and at some hospitals and clinics with out-patient
psychotherapy departments, most groups are open-ended (“slow-open”),
each member joining and leaving according to individual needs. This is a very
intensive treatment, allowing for slow movement. “Closed,” time-limited
groups are useful particularly in institutional settings, e.g., conducted by
therapists in training, and for research. “Open” groups are often for larger
numbers and faster changeover, for instance, for patients waiting to be

assigned to psychotherapy.

APPLICATIONS
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Apart from the strict proxy group, group analysis is applied for
diagnosis and therapy to groups in their natural setting, such as families and
networks of closely interdependent persons; to groups treated for their own
better functioning and efficiency, in education, industry, and sport; in large
group settings, such as therapeutic communities, hospitals, and schools.
Method and depth of approach will vary with circumstances. It is valuable in
training programs, particularly for psychotherapists, workers in the mental
health field, and hospital personnel; it is also valuable for educators,
managers, and others. A personal group analysis is required as part of the
training of future group analysts. It is also a useful diagnostic and research

tool in many varied group situations.
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Guided Group Interaction

Richard M. Stephenson

DEFINITION

Guided Group Interaction is a group-centered treatment program aimed
at altering or modifying certain established behavior patterns of its members.
The group is both the target and medium of change, since the development
and processes of the group are thought to produce the change in the
individual. The program is based on the assumption that the same group
processes that inducted a person into a course of action and gave support to it

can be used to free him from it and develop alternative modes of adaptation.

HISTORY

Although Guided Group Interaction is rooted in earlier forms of group
treatment, its origins may be traced to a specialized method used among
military personnel at Fort Knox Rehabilitation Center during World War II.
Lloyd W. McCorkle, who had worked in this program, was brought to New
Jersey by F. Lovell Bixby, Director of Correction and Parole, to organize group
therapy in the state correctional system. Subsequently, he was appointed

director of Highfields, a facility for sixteen-and seventeen-year-old male
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delinquents, where the first full and integrated program of Guided Group
Interaction was instituted at the former estate of Col. Charles Lindbergh near
the town of Hopewell. A residential program, accommodating approximately
twenty youths sent to Highfields as a condition of probation, was designed to
include: a workday at a nearby state facility; two group interaction sessions
each evening involving ten boys in each; visits to Hopewell for movies,
haircuts, and small purchases; minor kitchen and housekeeping duties;
periodic home furloughs; and release to regular probation after a period of
four months or less, depending on progress made. Boys with prior
institutional commitment, obvious psychiatric difficulties, or mental

deficiencies were excluded as unsuitable for the program.

This program proved feasible and subsequently two other facilities for
males and one for females were developed in the state and are still in
operation. In addition, two experimental, nonresidential centers, now
terminated, were conducted: one for sixteen- and seventeen-year-old males
in urban Newark and the other for fourteen-and fifteen-year-old males, who
received special education at a state teacher’s college in lieu of a work
program. In the late 1950s a facility called Pinehills, patterned after
Highfields, was developed in Provo, Utah; in 1961, a similar program called
Southfields was opened near Louisville, Kentucky; and in 1964 Silverlake
began operation in Los Angeles, California. In addition to these residential

centers, elements of the Guided Group Interaction technique have been
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incorporated into a variety of correctional programs in some ten states in the

United States, and in Sweden and Australia.

TECHNIQUE

Guided Group Interaction combines and extends elements of both
group-centered and total milieu therapy. Traditional group therapy involving
periodic group discussions is extended to include all activities of the group
members. The milieu therapy model is extended to include the community by
linking it to the program in order to avoid the structure of a “total institution.”
Guided Group Interaction differs from group psychotherapy in that the group
rather than the individual is the focus of treatment. Although some informal,
individual psychotherapy may take place as a by-product, the program is not
organized to treat presumed psychopathologies or explore in depth the

psychodynamics of individuals.

By examination and discussion in evening meetings of events prior to,
as well as during, the program, each individual is expected to locate his
“problem.” Problems are anything that brought the person to the group and
continue to inhibit playing an effective and satisfying role in it. Through daily
interaction with and help from others in all phases of the program, each
person is charged with making progress in handling his problem and helping

others with theirs. All the activities of each person are involved in the
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treatment process. What happens on the job, during meals, in leisure activity,
while in the community, or during the course of informal interaction at any
time are subjects for open discussion in the evening meetings. At the
meetings, conceptions and attitudes that give rise to problems are challenged
and analyzed. Alternatives and reasons for them are discussed and debated in
sometimes heated exchange, where often for the first time, inner thoughts
and feelings are expressed in a situation that links them to overt action. At the
same time, the daily round of activities provides opportunity to test and

practice insights and understandings acquired during the meetings.

Since each person is involved in seeking solutions to his own problems
while helping others to solve theirs, all are involved in a collective therapeutic
effort, and the group as a whole has responsibility for designing and carrying
out its course of action. In the process, it is possible for the individual to be
freed from group domination as he learns the dynamics of group interaction,
as he is forced to recognize responsibility for his own behavior and its
consequences for others, and as he is encouraged to develop confidence in
self and respect for others. Each group develops a culture of its own,
reflecting the characteristics of its members, the situation at the time, and the
larger design of the program, which encourages innovation and flexibility in
the absence of fixed, formal rules or regulations. The role of the staff is largely
nondirective and consists of guiding the group toward self-sufficiency,

through interpreting and questioning events and discussion in the meetings,
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assuring that the group confronts individual and collective difficulties, and
maintaining a focus on striving for realistic solutions that involve respect for

self and others.

Evaluative research involving comparison with alternative correctional
programs was part of the original design of the group programs in New
Jersey, Utah, Kentucky, and California. The results of this research generally
have not indicated marked superiority of this technique with respect to
recidivism. However, they have demonstrated that: youths will participate in
a community-centered, noncustodial setting without danger to themselves or
others; those who complete the program are more successful than those who
do not; completers are more successful after release than comparable
releasees from reformatories; the volume of prior offenses diminishes after
release; and the program seems to be particularly adaptable to boys with
longer histories of delinquency, black youths, and those from lower
socioeconomic strata who are often considered to be poor risks in

delinquency treatment.
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Multidisciplinary Group Therapy

I. H. Hart

DEFINITION

Multidisciplinary Group Therapy is a group therapy for acutely
distressed “revolving-door” patients, conducted by a team of
multidisciplinary facilitators under the guidance of a staff therapist. The
multidisciplinary group was devised to meet the problem of revolving door,
in-hospital patients. The objective is to maximize stimulation, interest, and
rapport by providing a wide variety of roles, models, and experiences with

which patients might be induced to identify and interact.

HISTORY

Multidisciplinary Group Therapy is an amalgam of crisis intervention
group work, multi-therapist intervention, and interdisciplinary treatment
team concepts. Emphasis on brief hospitalization has brought with it the
phenomenon of the revolving-door patient, which presents a human tragedy
demoralizing patients and staff. The typical revolving-door patient is a
chronic psychotic who repeatedly returns to the hospital in a severe state of

personality fragmentation. These patients have responded to repeated
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experiences of interpersonal upheaval and lack of success in community
living with apathy, hallucinations, and overwhelming feelings of helplessness.
Some patients are so frustrated by repeated experiences of failure that they

are on the verge of exploding into some form of violent action.

TECHNIQUE

The group contains patients of both sexes. Age and sex differences in the
patient group have their equivalents in the therapist group, helping to
mediate generation gap and life-style differences. As patients and facilitators
compare viewpoints and life experiences, there is opportunity for reality
affirmation and correction of distortions. The facilitators primarily apply
crisis-oriented problem-solving techniques. They try to get the patients to
recapture the sequence of events that led to hospitalization, and get them to
come to grips with what they are saying and doing and its influence on others.
With help the patients are frequently able to reconstruct the behavior that
culminated in their current hospitalization, and even gain some awareness of
the roles they played in their predicament. A basic assumption is that for
patients to recognize the relationship between their bizarre acts, between the
neglect of their children, their household and themselves, and hospitalization,
is an important step in breaking the cycle of rehospitalization. The
multidisciplinary group also tries to have the patients gain awareness of their

maladaptive attitudes and feelings, how these affected themselves and their
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relationships, and how they earned rejection. The major emphasis is on
helping the patients to become more adaptive and to recognize the possibility

and desirability of alternative and more effective problem solutions.

During the sessions, seating is arranged so that a member of the
facilitator group is seated between every two patients. The interspersing of
patients and facilitators makes it possible for the nearby facilitator to easily
reach out to a highly anxious patient or to place a comforting arm around a
sobbing patient. The regular staff therapist tends to become involved in
pulling the various interactions together, in finding the common thread or
theme, in keeping the discussion relevant to the group, and in preventing the
fragmentation that results in patients’ dissatisfaction and disgust. The staff
leader may point out dynamics while keeping the focus on feelings and
attempting to minimize the intellectualizations related to the cognitive
aspects of problem solving. At the end of each session, the group leader
summarizes the essence and meaning of what took place to reinforce the
patients’ attempts at understanding their interpersonal relationships.
Immediately after each session, the leader and facilitators analyze what went
on to gain consensus and understanding concerning the nature of the

interactions, and to plan approaches for the next session.

APPLICATIONS
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It might be feared that a group of ten patients would tend to be
overwhelmed by the presence of four facilitators and a leader. However,
stimulation, not intimidation, appears to be the principal effect. Young male
patients become responsive to the interest shown in them by the young
female facilitators. The young female patients are piqued by the attentiveness
of the young male facilitators. Patient mothers and facilitator mothers tend to
compare experiences and viewpoints regarding the handling of difficult

husbands, child-rearing problems, and family crises.

For the most part, patients are initially either confused or evasive about
their difficulties, or defend themselves against fear of blame for their actions
by denial. Typically they are preoccupied in the beginning with recollections
of harsh and exploitative treatment by board-and-care home operators, the

harassment of malicious neighbors, and unprovoked beatings by husbands.

The physical proximity of the members of the facilitator group to the
members of the patient group encourages social relatedness. Private
comments are readily picked up and brought out for general group
discussion. The interspersing of the facilitators among the patients tends to
control highly agitated and potentially assaultive patients. Frightening and
destructive verbal fights can be quickly dampened by the facilitators’
presence or intervention. In groups led by solitary therapists, there have been

occasions when physical clashes have erupted, leaving both patients and
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therapists extremely upset, and sometimes irreparably damaging group
morale. In the multidisciplinary group the several therapists can readily
intervene and relieve an explosive situation and, if necessary, intercede to
forestall a physical clash. Some of the revolving-door patients get into such a
high state of tension and anxiety that they cannot tolerate remaining in the
group. In such an instance, the solitary therapist is left to decide between
allowing both the remaining group and the fleeing patient to remain
disturbed, or going after the patient with the group feeling abandoned. In the
multidisciplinary situation, one therapist brings the patient back to work
through the anxiety or remains with the patient outside the group if
necessary. The therapy group is freed enough from concern about the
precipitous departure to permit it to carry on therapeutic work. Thus in the
multidisciplinary group, disrupting upsets are reduced, group security

enhanced, and feelings of mutual protectiveness are developed.
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Halfway House

Harold L. Raush

DEFINITION

The psychiatric Halfway House is a residential facility specially designed
to enable those persons who are or have been severely psychologically
impaired to develop and maintain a life within a nonhospital community. As
the term “halfway” suggests, emphasis is most often on the transitional
functions of the Halfway House, on its “bridging the gap” between mental

hospital and community.

HISTORY

Although there were precursors to Halfway Houses and one currently
active facility was founded as early as 1913, a formal definition of the Halfway
House as a transitional facility between hospital and community did not
appear before 1953. An American survey reported in 1960 found ten
psychiatric Halfway Houses, seven of which had been founded since 1954. By
1963 some forty facilities in the United States were identified as Halfway
Houses. A British report noted approximately the same number of Halfway

Houses in England and Wales for that same year. By 1969 the number of
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houses in the United States had increased to about 130, and by 1973 there
were over 200 psychiatric Halfway Houses. There have been parallel
expansions in the development of Halfway Houses to serve other populations

— alcoholics, mentally retarded, drug addicts, and ex-prisoners.

TECHNIQUE

The Halfway House is not a form of therapy. It is a living arrangement
designed to enhance living in and relating to the ordinary social community.
The emphases are primarily rehabilitative — helping residents develop and
maintain social relationships, manage tasks of daily living, get and hold jobs,
and move toward independent living. Staffs are generally nonmedical,
institutional-type rules are minimal, men and women usually are not
segregated by group, the median population is small (estimates range from
medians of fifteen to twenty), and architecture and atmosphere are homelike.
Unlike the hospital, the Halfway House is within the community, most often a
large house in an anonymous section of an urban community, close to public
transportation and shopping. A few Halfway Houses have made use of large
urban apartment houses that may include families and a few offer a rural
farm setting with emphasis on communal living and communal self-support.
Typically, residents participate in the care and maintenance of the house and
in establishing house rules; very often, with some supervision, they manage

house decorating, menu planning, shopping, and cooking. Costs, unlike that of
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hospitals, are comparable to the living costs of persons living independently.

Like work and recreational activities, therapy in most halfway-house
settings takes place outside the house. Houses often have psychiatric or other
professional consultants who serve as advisory resources for day-to-day live-
in staff on problems such as medication, psychiatric emergencies, or simply
daily management. There may or may not be arrangements for regular
consultation between individual psychotherapists and house managers about
the client-resident they share. Moreover, almost all Halfway Houses require
attendance at weekly group meetings where issues of house functions and
interpersonal problems within the house are discussed. Some houses view
such meetings as therapy, but most are content to confine such “therapy” to

the immediate problems of daily communal living.

Although the Halfway House is not a type of therapy, its aim toward
enhancing residents’ entry into the social community demands special
sensitivities and skills on the part of operational managing staff. Staff must
develop techniques for motivating residents toward developing and
sustaining vocational and social relations with the outside world. The
administrative structure of the house and its routines must be designed to
further residents’ socialization. Engagement in ordinary household tasks
must be recognized as providing opportunities not only for learning task

skills but for developing interpersonal exchange and social intimacy. Staff-
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resident interactions can serve to enhance residents’ capabilities to manage
critical events and to promote a capacity for reality-oriented self-
determination and growth. Unlike the hospital situation, opportunities to
engage in and test multiple roles are fostered. However, when staff members
lack the aims, sensitivities, or skills required to enrich the living experiences
of residents and to further integration into the community, the Halfway

House degenerates to a boardinghouse offering low-quality custodial care.

APPLICATIONS

As noted, the most common conception of the Halfway House is as a
transitional bridge between hospital and community. Close to 90 percent of
residents have been hospitalized previously and about 75 percent come to
the Halfway House directly from a mental hospital. Most residents are in the
Halfway House for less than a year (summary data on median length of stay
range from five to twelve months), and most residents reenter the community
on leaving the Halfway House. Some 15 to 20 percent return to a hospital
from a Halfway House, a rate that compares very favorably with reported

results on hospital readmittance for ex-patients.

The fact that as many as 10 percent of residents have no prior history of
hospitalization suggests that for some the Halfway House may serve a

preventive function and as an alternative to hospitalization. At the opposite
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pole from the resident for whom the Halfway House can serve as a temporary
protective “moratorium” setting is the resident — most often a long-term
hospital patient — for whom the Halfway House tends to become a
permanent home. Although most houses avoid such “hard-core,” chronic
clientele, there is increasing awareness of a need for residential settings that
can serve an “in-between” rather than transitional function. Current
programs to eliminate mental hospitals or to reduce hospital populations by
discharging patients into the community accent the need for “quarter-way”
houses or community care facilities. Ideally, such institutions can provide
relatively permanent care in a protective setting, with richer personal and
social life than is possible in a hospital. Ideally, too, hospitals can then serve
their more legitimate functions of emergency care and treatment and avoid
the debilitating problems of the large-scale custodial institution. The dangers
are that financial, personnel, and social support resources for such
community-care residences are apt to be underestimated, with a resulting
proliferation of so-called Halfway Houses that are nothing more than small-

scale custodial institutions.

Whether or not Halfway Houses succeed wholly in effecting the entry of
their residents into full-scale independence in the community, what they have
to offer may be valued for itself. A comfortable setting, a supportive social
community, work that contributes to social and personal life are in

themselves worthwhile. To the extent that the Halfway House provides these,
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whether for a few days or for the remainder of a lifetime, it meets human

needs and succeeds in its humane functions.
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Holistic Counseling

William B. Woodson

DEFINITION

Holistic Counseling, a comprehensive approach to mental health, allows
the total person to develop — mind, body, and spirit. It is based on the
fundamental understanding that any effort to achieve mental health must
include attention to physical well-being. A sound mind in a healthy body is the

optimal human condition.

Holistic Counseling is directly concerned with “wellness,” not with
sickness. Unlike psychotherapy, which is designed to remove symptoms of
mental illness, Holistic Counseling, using practical techniques, provides a way
that people can obtain and integrate physical, mental, emotional, and spiritual

health. The objective of Holistic Counseling is total “wellness.”

The role of the holistic counselor is to clarify and educate the total
person. In the “clarification” process, the counselor helps clients obtain
perspective about their behavior, particularly as it relates to their immediate
dilemmas. When clients comprehend that their activities are manifestations

of the universal laws of human behavior, confusion and uncertainty
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disappear, courses of action become apparent, and, in the long run,

consciousness becomes clarified.

The counselor teaches clients how to cleanse their bodies and minds,
balance their emotions, and gain more energy. Toxins reside in the body as a
result of improper or incomplete food processing. Mental “toxins” (unhealthy
emotions or behaviors) result from improper or incomplete emotional

processing. The holistic counselor teaches effective ways of eliminating both.

Preoccupation or obsession with a single problem limits our
effectiveness and ability to function. Often, the individual’s behavior becomes
limited to painfully few emotional responses. He feels “out of control,”
uncomfortable in life, or just plain “unwell.” With the holistic counselor,
clients learn how to gain more control over their emotions and attain a

healthier balance.

When we can simultaneously release previously restricted energy,
experience inner calm, and remain alert, we have made significant strides

toward self-realization. The holistic counselor assists clients make such gains.

Clients facilitate their own progress by taking responsibility (not blame)
for their health. To ensure success, they practice exercises and carry out
agreed-upon routines between sessions. The new techniques become an

integral part of their lives.

www.freepsychotherapybooks.org 600



HISTORY

Holistic Counseling began evolving in 1975 when, after three years of
full-time study at Arica Institute, I (Bill Woodson) began to introduce Arica
practices into the more traditional approach to counseling and psychotherapy
[ had been using. At first | added relaxation techniques, physical conditioning,
and Chua K’a (a system of muscle tension release) to a form of counseling that
emphasized clarification and cleansing of both mind and emotions. Later the
sessions were expanded to include meditation, visualization, nutrition, and
techniques drawn from disciplines other than Arica. From its inception in
1975, however, the underpinnings of Holistic Counseling have been firmly

rooted in the theory of human development set forth by Oscar Ichazo (1976).

One important aspect of the theory is that the healthy or “natural-ego”
emerges when our instinct for self-preservation, social relations, and
harmony with the world are in balance and are satisfied. When this natural
ego is the principal actor, the whole self knows (understands and intuits)
that: 1) there are natural laws that determine our behavior, 2) there is an
equilibrium for the psyche that must be sustained if we are to maintain
optimal health, 3) in the normal course of living, we experience psychic pain
that we compensate for in specific ways, and 4) there are discrete levels of
consciousness that human beings experience and move through. As Ichazo

states, everyone has an internal drive to achieve the natural-ego, and the
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process can be accelerated. Introducing expanded consciousness techniques

into the counseling process is one way of accomplishing this.

In 1977, I began working at the Center for the Healing Arts in New York
City in collaboration with other mental health and health professionals
familiar with the Arica system and have continued to develop the concept of

Holistic Counseling.

TECHNIQUES

Currently, there are six groups of techniques used in Holistic
Counseling: 1) clarification processes, 2) Chua K’a, 3) exercise, 4) relaxation,
5) meditation, and 6) nutrition. The six work together to help clients cleanse,

energize, and balance themselves.

1. Clarification processes. These help clients understand the effects of
their assumptions (or mental structures), unresolved emotional conflicts, and
their expectations. Interventions are based on Ichazo’s theory of human
development. By clearly isolating and examining their belief systems, clients
begin to see patterns of behavior and the effects these patterns have on their

lives.

Psychic cleansing, one of the dimensions of the clarification process, is

accomplished by showing clients how to release distress associated with past
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traumatic events. In many cases, the trauma has been so intense that the
client retains only a vague, murky recollection of the incident and has a strong
aversion to recalling any of the details. The cleansing process helps the client
trigger clearer memories. It is similar to reviewing a movie rerun of an
incident that was uncomfortable and confusing when first experienced but
became comprehensible and even amusing when viewed with detachment
and objectivity. The “rerun” is introduced verbally by the client with the
counselor giving technical advice on ways of getting clarity. The catharsis
occurs when the client locates the point of impact where distress was first
experienced and is able to identify the fears and belief structures crystallized

in that moment.

The client, guided by the counselor, learns to defuse the highly charged
emotions associated with the original trauma. The result is the ability to recall

the incident with detachment and objectivity.

Another aspect of the clarification process is providing clients with
information about the “maps of consciousness” set forth by Ichazo. A number
of charts or templates for measuring the territory of the psyche are
communicated when relevant. The ones most commonly used are: the “levels
of subjectivity,” the systems of the body, the “domains of consciousness,” the
personality types or “fixations,” and the “doors Of compensation” — ways we

attempt to alleviate pain. With this additional information, clients become
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able to begin seeing their behavior in greater perspective, increasing their

understanding of their behavior and allowing change to occur.

2. Chua K’a, muscle tension release. Many therapies either implicitly
or explicitly accept a mind-body dualism. In Holistic Counseling, the mind and
the body are viewed as one. If the physical body is constricted, inelastic, or
imbalanced, so is the mind. “When we liberate the tensions in our body, we
also liberate psychic tensions, because every group of muscular cells is
connected to our brain.” (Ichazo, 1976b) Chua K’a is the basic form of muscle-
tension release used in Holistic Counseling. Its function is to release tension
stored in the body, to cleanse the body of toxins, and to restore maximum
flexibility of thought as well as of action. After pressure is applied along the
bones, more vitality is experienced within the body, muscles and tendons
return to their proper positions, and the body/mind becomes an effective,

healthy instrument for perceiving and responding to the world.

3. Exercise. This is important because the body must be kept in good
physical condition if it is to be psychologically healthy. Holistic Counseling
emphasizes use of such activities as Psychocalisthenics, Hatha Yoga and T’ai
Chi Chuan. All of these exercise forms increase the flexibility and elasticity of
the body, restore and maintain the balance of body and psyche, increase the

flow of vital energy, and elicit a sense of inner calm.

www.freepsychotherapybooks.org 604



4. Relaxation. Even though the above exercises condition and relax the
body, there are others that are taught because their primary benefit is
relaxation. Included in this group are breathing and deep relaxation exercises.
Many Americans, unfamiliar with these simple, effective methods of relaxing

and regenerating, benefit greatly from this instruction.

5. Meditation. Three different types of meditation are used to activate
the healing energies within the body: a) meditations with repeated words or
phrases (mantra) are used to quiet the constant useless chatter in the head;
b) meditations with precise body positions are used to make the body
receptive to positive emotions; and c) meditations with visualization and
visual symbols awaken the body’s natural healing energies. These
meditations are selectively taught and assigned to complement the work in

the sessions.

6. Nutrition. The idea that the food we eat is a primary source of energy
upon which our physical and mental wellness depends is gaining wide
acceptance. However, most people know little about the real benefits of
certain foods and the dangers of the chemical/commercial food production
and preparation processes. The holistic counselor devotes attention to such
areas as the significance of food selection, preparation and combining, as well
as to food additives, preservatives, supplements, and to the importance of the

periodic cleansing diets or fasts.
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APPLICATIONS

Holistic Counseling has application in individual and group work with
adults and adolescents who are facing difficult and stressful life situations. It
may be used with equal effectiveness for couples, families, and groups of

adults or adolescents who have similar conflicts or concerns.

It has also been beneficial for persons suffering from
psychophysiological disorders, such as hypertension, arthritis, and colitis as
well as with post- and pre-heart attack patients who have been prepared to
adopt a definitive program of stress reduction. Business and professional
persons experiencing situational depressions, those experiencing tension
headaches or extreme body tensions have also found relief and obtained
insights for more satisfying living. Businessmen and women experiencing
anxiety or indecision about career choices, as well as those in the throes of
mid-life crises, have gained assistance from Holistic Counseling. Couples who
have found their relationship in difficulty or on the verge of failure have

found ways of resolving their situations.

Up to the present, this nontraditional approach has been used only in
private practice. With the appropriate facilities and supportive environment,
however, the approach can be equally effective in corporate and educational

settings.
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Horneyian Therapy

Morton B. Cantor

DEFINITION

Karen Horney saw her technique and theory of psychoanalysis as falling
within the framework of Freudian psychoanalysis, not as constituting an
entirely new system. She wanted psychoanalysis to outgrow the limitations
she felt were originally based on mechanistic, reductionistic, and genetic

thinking.

Horney’s approach was holistic, looking at man in all aspects of his
being — how he behaved in sickness and in health, his physical and
psychological processes as a social and spiritual being (interpersonal and
intrapsychic), in work and in leisure, as an individual and with others as part
of the cosmos. She saw individual and environment mutually influenced by
and influencing, extending into each other and only arbitrarily separable.
Curative forces being as inherent in the mind as they are in the body, the
therapist’s task was to give a helping hand toward removing the harmful

forces and supporting the healing ones (Horney, 1950).

This process involves the therapist becoming an active and aware
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participant in a cooperative venture that is also a learning process. The
ultimate objective is to aid the patient to more effectively utilize living
experiences without professional help, but it is questionable whether this is

possible without the therapist growing in the process as well.

HISTORY

Horney’s primary interest was not in formulating a theory of
personality functioning and organization but in therapy. Her theory was
derived out of delineating the neurotic process through therapy. Horney’s
dissatisfaction with her therapeutic results as a classical Freudian led to a
series of papers and books beginning in 1917, which enlarged on concepts of
resistance, and challenged orthodox views of feminine psychology and the
death instinct. By 1924 she was focusing on neurotic trends and character
structure. In 1937 this culminated in her first book that also emphasized the
role of cultural factors, basic anxiety, and the importance of the actual life
situation of the patient. Her next book in 1939 was a critique of Freudian
theory following her twenty-five years of experience with it. While separating
out what she felt was debatable (libido theory, primacy of pleasure principle,
fixation and repetition compulsion, penis envy, the goal of gaining mastery
over instincts), she delineated what she felt were the most fundamental

contributions to psychoanalysis.
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These included psychic determinism, the role of the unconscious and
free association, repression, the meaningfulness of dreams, that neuroses are
the result of conflict in which anxiety plays a central role, and that childhood
experiences play a crucial role in neurotic development. Of all Freud’s
discoveries, Horney valued most highly that one can utilize for therapy the
patient’s emotional reactions to the analyst, which include his symbolic
experiences of early childhood figures; but she went beyond orthodox
concepts of transference to also include all the patient’s more recent
interpersonal and intrapsychic experiences. In similarly extending the
original concepts of counter-transference, she emphasized the personal

equation of the analyst as a real as well as a symbolic person.

This was extended by her foremost colleague, Harold Kelman, who
wrote extensively on the analyst as instrument, communing and relating,
psychoanalysis as process, and the symbolizing process. (Kelman, 1971). He
and his colleagues extended Horney’s budding interest in phenomenology,
existentialism, Zen Buddhism, Krishnamurti, and general systems theory to

add further dimensions for exploration in working with patients.

TECHNIQUE

Horney emphasized, as did many others, that there can be no one

special technique since each patient and therapist is unique in what they start
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with, in their interacting and constant evolving. Because therapy was seen as
a uniquely human cooperative venture, anything that suggested dogma or
rules — rigid techniques that could lead to dehumanization — was contrary

to the spirit of her theory, philosophy, and goals in therapy.

One might begin helping the patient with a particular problem
regarding his work or social relationships, or the specific symptoms that
brought him into therapy, or to allay his overwhelming anxiety, or to focus on
helping him feel more integrated when he feels he is falling apart. Or the
analyst may focus on building a trusting, mutually respectful relationship.
Although the latter is not only humanly required but also an essential
precondition for all psychotherapeutic work; with some patients (e.g.,

borderline patients) this may be the only initial objective for quite some time.

The therapist begins with the patient’s present emotional state, with
more specific objectives shifting in a process of constant diagnosing and
prognosing, measuring and sensing the patient’s motivation and ability to
move forward. This means helping the patient identify on an experiential
level his neurotic character structure, the complexities of his defensive
mechanisms and underlying psychodynamic conflicts as well as his talents,
capacities, and assets, including his dreams, which have evidenced
themselves in his past and present life. How much a therapist can accomplish

depends on the patient’s ability to “let go” of some of his externalizing, his
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rigid self-idealizing, and his self-hate.

Horney was most emphatic in seeing the initial interview as pregnant
with therapeutic possibilities beyond what is conveyed between two
strangers who are becoming acquainted for the purpose of working together.
The therapist indicates a hopeful attitude, which encourages more opening
up, by conveying that he is interested in the patient nonjudgmentally and is
not shocked or frightened by his pathology. In suggesting possible
connections between the past and various aspects in his present life, the
therapist is aiding the patient to dispel an attitude of mystery and
helplessness about his condition by implying that these things have meanings,
can be understood, and therefore changed. Practical arrangements include
the number and times of sessions, the fee and how it is to be paid, cancelled
and missed hours and instructions regarding free associations, dreams and
the use of the couch. The central issue here is that the session be considered
as supplying analytic as well as “practical” material, to be freely discussed at a
time when it can be used most productively to maintain the forward
momentum of the analytic process with an attitude of flexibility and mutual
respect for the life practicalities, thinking and feelings of both patient and

analyst (see Cantor, 1957).

“Working through” includes questioning, underlining, clarifying,

eliciting, and encouraging extended or new communication, as well as general
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help by the analyst. The analyst tries to help the patient to become more
aware of all the manifestations of his attempted solutions and conflicts and
how they evolved from early childhood, to recognize the compulsive nature of
all these elements, to appreciate the subjective value of his defense
mechanisms, and to feel the adverse consequences of his situation. Only then
can he experience what has been involved in his self-idealization, how
trapped he has been in vicious circles, and how detrimental all this has been
to his growth and happiness. His incentive for changing must be powerful
enough to overcome the drive to maintain the status quo and outweigh the

retarding forces of the neurotic process (see Cantor, 1967).

The notion of total “cure” is impossible in holistic process terms since
self-realization can never be complete. Indications suggesting interruption of
therapy, which is a mutual recognition and decision, include seeing how much
progress the patient has made in terms of his experiencing himself as a more
authentic person: that is, one who is more capable of taking responsibility for
his own actions, becoming more genuine with other people, and respecting
them as people apart from his own needs, which also includes the analyst
(“resolving the transference”). The patient also begins to recognize how much
analytic work he has been able to do without his analyst’s help and will
welcome the opportunity to continue on his own, aided with the knowledge

that should he need help in the future, his analyst will still be available.
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APPLICATIONS

Horney used the term “neurotic” in a general sense, not distinguishing
in theory between neurosis, character disorder, borderline states, and
schizophrenia. Her technique has been applied to all these diagnostic entities
because the underlying psychodynamics have been felt to be similar. Different
emphases are based on individual personality configurations, and according
to which stage of development and life experience the onset and depth of
pathology occurred. Variations in technique follow from the above variations;
the patient’s degree of self-hate, the intensity of his need, and ability to relate
and trust determine the tempo, rhythm, and length of therapy, and the order
of focus and goals. Horney’s theory and technique have proved valuable as
bases for understanding and communication in crisis intervention, group and

family therapy, and counseling.
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Horticultural Therapy

Paula Diane Relf

DEFINITION

Horticultural Therapy is the utilization of a more or less structured
series of contacts between a trained therapist and a client; the therapist,
employing the media of horticulture, tries to produce certain beneficial
changes in the client’'s emotional state, attitudes, and behavior. The
therapeutic influence is primarily exerted by words, acts, and rituals within
the horticultural milieu, in which the client and therapist and group (if there

is one) participate jointly.

HISTORY

Gardening has long been advocated for its beneficial effects on mentally
ill individuals. Dr. Benjamin Rush noted in 1812 that “digging in the garden”
was one of the activities that often led to recovery of patients in the mental
hospitals. From the time Friends Asylum for the Insane opened in
Philadelphia in 1817, patients have been involved in vegetable gardens and
fruit production. Pontiac State Hospital, opened in 1878, made extensive use

of agriculture. However, in the early stages of the program, as with many
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others, the goal was production and any therapy was a fortunate by-product.

The idea of gardening as a kind of labor beneficial to patients was given
support by Dr. Thomas Kirkbride, founder of the American Psychiatric
Association. He wrote in Hospitals for the Insane, published in Philadelphia in
1880, that vegetable gardens “will be found [to be] the very best dependence

for outdoor labor for the patients.”

During the latter part of the 1800s, horticulture gained recognition as
being of value to ease the stressful lives of the urban poor and as an aid in

teaching retarded individuals.

The early 1900s brought significant changes in the utilization of
horticulture in patient treatment. In 1919, Dr. C. F. Menninger and his son,
Karl, established the Menninger Foundation in Topeka, Kansas. From the
start, plants, gardening, and nature study were integral parts of the patients’
activities. Between 1920 and 1940 almost all Occupational Therapy books

mentioned gardening as an adjunctive program.

After World War II, the use of horticulture as a therapeutic tool had a
significant increase in veterans’ hospitals as part of the treatment of returning
GI's. Professional occupational therapists were joined by thousands of
volunteer garden club members to bring flowers and horticultural activities

to the hospitals. This wide use of horticulture as an adjunctive therapy set the
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stage for the development of Horticultural Therapy as a profession.

In the late 1940s and early 1950s, perceptive proponents working
individually throughout the country acted as the catalyst to create the
profession. Rhea McCandless at the Menninger Foundation and Alice
Burlingame in Michigan were two of the prime forces in this early
development. In 1959, the New York Institute of Rehabilitation Medicine
Center, under the direction of Dr. Howard Rusk, added a Horticultural

Therapy greenhouse.

An important step in the evolution of the idea of Horticultural Therapy
— from that of simple outdoor work to a fairly well-defined concept of the
behavioral benefits of gardening and related activities — was made with the
establishment of a cooperative program between the Menninger Foundation
and Kansas State University to train students for degrees in Horticultural
Therapy. In 1973 Clemson University offered a graduate degree in
Horticultural Therapy. In that same year a national professional organization
was formed under the auspices of Melwood Horticultural Training Center, a
vocational school for the mentally retarded in Upper Marlboro, Maryland.
Today the National Council for Therapy and Rehabilitation Through
Horticulture has approximately eight hundred members throughout the

United States and several foreign countries.
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At a conference by the Department of Health, Education and Welfare on
new and emerging careers, held in Washington, D.C,, in the spring of 1976,
Horticultural Therapy was recognized as one of the top ten most significant

new careers in the United States today.

TECHNIQUE

A Horticultural Therapy program may use a variety of activities and
settings to accomplish its aims. Many of the programs are conducted out-of-
doors, but outdoor space is not a prerequisite for a successful Horticultural

Therapy program.

The types of horticultural activities that have been used successfully in
therapy and rehabilitation programs include: vegetable gardens, greenhouse
projects, lawn and ornamental plant care, commercial production of various
crops, indoor gardening with or without lights, flower arranging, nature

crafts, as well as many other plant-related projects.

Depending on the goals of a specific program, the plants, garden
services, or other horticultural products may be sold for a fee, given to worthy
causes, or utilized by the participants in the program. Through sales of
services and products, some programs are able to generate sufficient income

to be partially self-supporting.
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The specific goals of a Horticultural Therapy program may differ
distinctly from one institution to another and from one population of
handicapped individuals to another. However, the ultimate goal of these
programs is the improved physical and mental health of the individual. The
benefits may be seen in four areas: intellectual, social, emotional, and physical

development.

The projects or activities may be conducted on an individual, one-to-one
basis or with groups. However, a small group of approximately five
individuals seems to predominate in most programs. The activities may be so
geared as to bring about interaction between client and therapist, between
members of the group, or between clients and nonclients, as in programs
where mentally retarded patients sell plants they have grown to the general

public.

APPLICATIONS

Horticulture has been used effectively as a part of the therapeutic
program with a diverse population of individuals. Among the facilities
utilizing Horticultural Therapy are: old-age and nursing homes, schools and
homes for the retarded, institutions for the mentally ill and emotionally
disturbed, correctional and rehabilitative institutions for youthful and adult

offenders, schools and homes for the physically handicapped and sensory
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impaired, private and public hospitals for the chronically and acutely ill,
Veterans Administration hospitals, community centers for inner city
residents, centers for alcohol and drug abusers, halfway houses, and schools

for the blind and the hearing impaired.

Programs now exist in each type of institution, both public and private,
large and small. Most of them are supported in varying degrees by state and
federal funds. Some programs are considered primarily vocational
rehabilitation, and their ultimate goal is placement of the client in a job.
However, the majority have as their primary goal the change in attitudes and

behavior of the client.
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Hotline

Gail Bleach

DEFINITION

Since their inception in 1968, Hotlines have continued to grow in
number and in the conceptual clarity of their functions and goals. Hotlines are
emergency telephone services for individuals in crisis that provide a listening
ear and, when necessary, referral to agencies and professional back up. Their
purpose is to aid the caller with his immediate crisis and with future crises as
well by mobilizing his problem-solving skills. Listening, understanding, and
providing support are important parts of this process. Established by
hospitals, mental health associations, colleges, and others, Hotline services
typically share the following characteristics: 1) they operate during weekend
and evening hours when traditional helping agencies are closed, 2) they are
staffed by nonprofessional or paraprofessional workers, 3) they accept calls
from anyone in the community and on any topic the caller presents, and 4)

they offer advice, information, and referral services.

HISTORY

The history of Hotlines is brief, as the oldest Hotlines are barely a
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decade old. One of the first Hotlines grew out of the Los Angeles Suicide
Prevention Center. In response to troubled individuals who called with a wide
range of social and emotional problems, the center broadened its concept to
include dealing with any concerns — from loneliness to pregnancy to drug
use — the caller presented. Hotlines sprang up rapidly all over the United
States. Some were funded through governmental and private agencies; others
developed on shoestring budgets, considering themselves part of the
counterculture and refusing both dollars and intervention from mental health
professionals. Presently, Hotlines seem destined to continue to exist in the
community and to become more integrated into the traditional mental health

picture.

TECHNIQUE

Hotline services are best understood within the crisis intervention
model advocated by Gerald Caplan (1961). According to Caplan, a crisis
occurs when a person faces an obstacle to important life goals that appears
insurmountable through the utilization of his customary problem-solving
methods. A period of disorganization ensues during which the individual
makes many abortive attempts at solution until eventually some kind of
adaptation is achieved. Crisis intervention is the set of activities designed to
influence the course of crisis so that the more adaptive outcome, the one in

the best interests of the troubled person, is chosen. Favorable resolution of
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the current crisis should strengthen coping mechanisms so that the person

will be better able to deal with future crisis as well.

Using crisis intervention theory as a general basis, Hotlines attempt to
provide or guide an individual to the amount and kind of support necessary
for successful resolution of his crisis. Specific intervention techniques have

been outlined by Rapoport (1962). The crisis worker should:

1) clarify the problem that led to the call for help,

2) indicate explicit acceptance of the disordered affect (emotions,

mood), irrational attitudes, and negative responses,

3) use interpersonal and institutional resources to provide support

and mobilize energy for reaching out to others, and

4) recognize that the worker is not the sole available resource.

Rapoport also lists four broad principles that a worker can employ after

he understands and indicates acceptance of a problem:
1) keep an explicit focus on the crisis,
2) help with cognitive mastery,
3) offer basic information and education, and

4) create a bridge to other community resources.
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Rapoport’s first list speaks generally to giving emotional support and
counseling to an individual while her second list deals with acquainting him
with information. These two functions (counseling and information giving)

are the core of the Hotline services offered to those in crisis.

In comparison to other therapies, which are traditionally conducted
face-to-face, Hotlines are uniquely suited to reach individuals in crisis.
Hotlines can be contacted over the telephone and without a wait for an
appointment; they can also be reached on weekends and evenings, periods
when most helping agencies are unavailable. Besides ease of accessibility,
Hotlines differ from other therapeutic techniques in that they preserve the
anonymity of their clients, which is especially attractive to the adolescent
population, and they provide the client with a large amount of control over

the process — he can hang up whenever he chooses.

APPLICATIONS

The primary function of Hotlines is to provide services to those
individuals who would not otherwise come to the attention of mental health
workers. Hotlines are not a substitute for traditional face-to-face therapy but
hopefully an entry point into the mental health delivery network. A typical
Hotline caller is an adolescent who is lonely or depressed or who is having

difficulty getting along with family or friends and who would not walk into an
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unfamiliar community agency for counseling.

Questions have been raised about the effectiveness of Hotline services
and attempts have been made to evaluate Hotline workers (Tanley, 1972;
Belanger, 1973). Studies have not been done, however, because of difficulties
in obtaining caller samples, Hotline cooperation, and sensitive measuring

instruments.

The rapid proliferation of Hotlines and the large volume of calls
received suggest that Hotlines are meeting community needs. In addition, the
relatively low cost of operation and the benefits to the Hotline workers
themselves appear to justify continued research and development of crisis

intervention telephone services.
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Hypnointrospection

Seymour Halpern

DEFINITION

Hypnointrospection is a quasi-hypnotic method of psychotherapy which
is based on Freudian psychology. It comprises a twofold approach to healing:
1) the reduction of stress and 2) the resolution of psychic conflict. It is
organized around the notion of the dialogue. The patient is encouraged to
explore his subjective states (intentions or wishes, thoughts, images and
feelings or sensations) in terms of body image and self-concept, which are
bio-cultural categories of thought referring to the way in which a person
experiences and interprets himself. These experiences constitute the raw

material of the dialogue.

Subjective states are psychic correlates of physiological events and
processes. These states are decoded and regulated during disciplined
attention involving the selective inhibition of movement. Such activities

reveal an autonomous consciousness that we designate as self.

Hypnointrospection seeks to correct or mitigate the disturbances or

disorders in the information-processing (metabolic) activities of the
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organism, which are construed as essentially semiotic. Healing is deemed
inseparable from knowing, which itself is a bio-semiotic process in which
physiological events are progressively revealed to the knower in various
psychic forms. The negation of knowing in its multifarious actions tends to

obstruct growth and health.

Hypnointrospection comprises both a verbal and perceptual means of
healing: analytic in terms of therapeutic conversation and meditative in terms
of disciplined attention during the selective inhibition of movement. As a
distinctive therapeutic modality, Hypnointrospection inaugurates the
completion of self-control through the extension of volition mediated through

visceral-somatic structures.

HISTORY

In the 1950s, there was a renewal of interest in the problems of
consciousness. This climate fostered the revival of hypnosis and
introspection. My interest in hypnosis as a tool for the investigation of
subjective states led me to explore its therapeutic potential for the treatment
of schizophrenic patients. These patients are generally resistant to hypnotic
induction. An analysis of this resistance culminated in the method of

Hypnointrospection.

I discovered that the repetitive practice of voluntary immobilization
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lowered repressive barriers and released psychic energies in even severely
regressed patients. These observations made it plain that repressions are
manifested in postural states and neuromuscular functions, i.e., “attitude”;
action and thought are.revealed in predispositions or habitual response
patterns. Conflicts as emotions are expressed as attitudes. Conflicts (knowing

vs. unknowing) are sustained through their visceral-somatic connections.

These investigations persuaded me that the theorem of regulation of
visceral functions through an “autonomic nervous system” was fallacious.
Visceral functions are inextricably involved with somatic activities, a point of
view that is now thoroughly established. The freedom of locomotion,
thinking, and feeling are indivisible. We think, act, and feel with the totality of
our being. What began as an interview technique evolved into a therapeutic

dialogue.

TECHNIQUE

Upon entering the consultation room, the patient is invited to sit down
and encouraged to express his thoughts and feelings. This allows for the
release of information that may be reformulated as questions whose answers
will lead to a sense of ease. The therapist, while listening to these complaints,
seeks to find the implicit theme, the question that the patient is trying to pose.

Patients characteristically are incapable of acting effectively because they are
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incapable of putting the proper questions to themselves. One cannot make a
decision on the basis of ambiguous thoughts and misperceptions. The
inability to decide paralyzes action and renders the patient restless and
anxious. So, initially, contact with the patient is to put him at ease and to

assist in the formulation of meaningful questions.

The second phase begins when the patient is asked to lie down and
assume a comfortable recumbent posture. This posture, which calls for a fully
extended supine attitude with arms at the side and neck extended, permits
the patient to become aware of his bodily tensions. He is asked to close his
eyes, to relax, not to move, and to monitor the totality of subjective events
that constitute his stream of consciousness. In effect, he is assuming an
attitude of critical reflection and reports the sequence of events
intermittently. He is asked not to interpret. In this phase of therapy,
designated inner dialogue, the patient is afforded the opportunity of
extending his conscious self through the reduction of residual tensions. He is
relaxing his muscles and sustaining the flow of information through the

corrective action of selective inhibition.

Voluntary immobilization as practiced in the inner dialogue must not be
confused with a self-imposed rigidity, progressive relaxation, or
autohypnosis. The patient as observer seeks to maintain an attitude of

vigilance. In this attitude of vigilance, attention is an essential precondition
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for the integration of memories. It is through the neurophysiological channel
of attention that the information derived from the operation of nerve and
muscle is amenable to integration by the higher centers of the brain. The

posture of hypnointrospection thus contributes to psychophysical harmony.

Selective inhibition serves to release information ordinarily held in
abeyance by bodily tensions and therefore restrained from entering
consciousness; repressions are attenuated during the inner dialogue.
Attention to the release of repressed information mitigates its impact on the
observer, thus permitting him to bring under control and maintain in check
tendencies that have formerly been or are fearsome, troublesome, and
provocative of guilt. When the flow of information has subsided or the effects
of immobilization have made the patient uncomfortable, he is asked to sit up

and the verbal phase of therapy, the outer dialogue, begins.

In the outer dialogue the material elicited during the
Hypnointrospection is further analyzed. Having taken the first step in the
enlargement of his own awareness through selective attention to the contents
of consciousness, the patient’'s second step in the expansion of self-
understanding is taken conjointly with the therapist. The role of the therapist
in the outer dialogue is to assist in the clarification of the material. The social
experience in the outer dialogue serves to provide the patient with a

meaningful exchange in which feelings of fear and loneliness may be
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overcome through trust and mutuality. A further consequence of the outer
dialogue is the reduction of apprehension engendered in the procedure of
immobilization. By interpreting these bodily experiences the patient is
prevented from terminating the interview in a state of excessive excitation or
confusion. The evaluation of experiences during the outer dialogue further
serves to clarify his understanding of the nature of the interrelations among
conflict, emotion, and attitude. The patient leaves with something significant
to ponder — an issue that seems to characterize the direction of his growth at

that point.

APPLICATIONS

The release of inhibitions or repressions, allowing for a rehabilitation of
personality, renders this approach eminently suitable for children whose
growth allows the ready incorporation of cognitive and perceptual-motor
changes. With the severely disturbed child it becomes necessary to involve
the parent, as required by the therapeutic regime. For the normal child,
Hypnointrospection as part of physical education serves to enhance normal
cognition and promote mental hygiene. The perceptual (nonverbal) aspect of
Hypnointrospection is beneficial across a broad range of disorders

characterized by meager language facility.

In research and training, it lends itself to correlations of a

www.freepsychotherapybooks.org 630



psychophysiological nature in which the symbolic is connected to the somatic,

thus rendering it suitable for psychosomatic studies and treatment.

By virtue of the radical modifications of the excitation-inhibition
mechanisms of the nervous system, Hypnointrospection must be used with
caution and discretion. It is generally inapplicable in all those conditions that

are characterized by stubborn resistance to interpersonal relationships.
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Hypnosymbolic Psychotherapy

C. Scott Moss

DEFINITION

Hypnosymbolic Psychotherapy is a method that uses hypnosis to guide
the client to interpret his own highly charged affective symbolic materials
(his own fantasies and nocturnal dreams) as an aid and facilitant to effective

treatment.

HISTORY

When Freud published the Interpretation of Dreams (1900), he
regarded dreams as being “the royal road to the unconscious.” In a later
foreword he wrote, “Insight such as this falls to one’s lot but once in a
lifetime.” At the same time he lamented that the only experimental evidence
produced thus far was by a physician, Schroetter (1911), who used hypnosis
as a technique in the investigation of dreams. Schroetter was later joined by
two other Viennese physicians, Roffenstein (1924) and Nachmansohn (1925),
using the same technique to explore the function of dream distortions to
preserve sleep. These first imaginative studies were not actively pursued

until the later works by Erickson and Kubie, Farber and Fisher, and still later
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by Wolberg, Watkins, Schneck, Saradote and others.

Hypnosymbolic Therapy grew out of my effort to integrate all such
studies into a concise, intensive, time-limited psychotherapy that makes use
of hypnosis as a means of at first reducing and then eventually eliminating the
therapist’s projections from dream interpretation. The second contribution
was the attempt to further objectify dreams (and their analysis) through
relating them to Charles E. Osgood’s Mediation Theory of Learning and using
his semantic differential technique to measure dream symbolism. (My
orientation throughout was fundamentally that of a researcher into the
quantitative measurements of unconscious meaning; only secondarily as a

direct intervention to clients. Fortunately both goals seemed obtainable.)

TECHNIQUE

The therapist is directive in structuring the situation initially and
training the person in hypnosis; he must then become highly nondirective in
either attempting to produce the content or in the interpretation of the
dreams themselves; and he becomes once more fairly directive in the final
effort to integrate the translation of the symbols back into the client’s

conflicted life pattern.

The therapist can make use of this method either when resistances

display themselves in the conduct of regular psychotherapy or, better yet, if
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the client seems disposed to utilize symbolic material to speak of things he is
not yet ready to commit to conventional language or even to think of in the

usual waking manner.

A cardinal point in Hypnosymbolic treatment is that in dealing with a
person’s dreams, the therapist is dealing with content that contains a very
high degree of emotional imagery. There is no such thing as a neutral symbol
— they are highly charged with affective (emotional) meaning. Dealing with
dreams under hypnosis brings these feelings alive again and, if handled

correctly, Hypnosymbolism provides a corrective emotional experience.

Whereas psychoanalysts value dreams as providing access to infantile
sources of conflict, the Hypnosymbolic technique instead deals primarily with
the immediate meaning of each dream element; that is, how it relates to the

here-and-now of current problem situations.

Finally, once the therapist knows what the symptoms represent, he is
then in a position to employ in fantasy or real life what behavior therapists

call “reinforcement principles” to remedy the underlying pathology.

APPLICATIONS

As stated, this method is an intensive, time-limited, crisis-oriented type

of psychotherapy. The total involvement is, typically, a dozen sessions or so. If
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the client does not possess the ability to produce and to translate his dreams
under hypnosis, then some other method of dealing with his primary
problems should be used, such as Gestalt dream analysis or various

behavioral interventions such as desensitization.

On the basis of twenty-five years of experience, it is estimated that one

out of four clients would benefit from this timesaving method.

The basic premise underlying this crisis intervention approach is that
successful resolution of even one major immediate problem can lead to an
enhancement of the client’s psychological equilibrium. This is a method used
on typical neurotics; it has not been used extensively with psychotics,
although exploration recently began with character disorders, i.e., adult male

inmates.
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Hypnotherapy

Lee G. Wilkins

DEFINITION

There are as many definitions of hypnosis as there are practitioners, yet
no adequate theory of hypnosis is available today. Nonetheless, most would
agree at this time that it is a mechanism that effectively lifts repressions,
uncovers memories, encourages abreactions (the reexperiencing of a
previous emotional event) and dreaming (in terms of affective experiencing),
and enhances both motivation and a working alliance. It is also effective in

activating a rapid transference reaction.

For the purposes of this article hypnosis will be defined as a normal
psychophysiological phenomenon we all experience in varying degrees every
day of our lives. This phenomenon can be deepened by an intense focusing of
attention upon a specific inner or outer stimulus with a consequent blurring
or blotting out of peripheral stimuli. It can be likened to tunnel vision with

hypnotic psychophysiological concomitants.

The term Hypnotherapy covers the entire range of hypnotic techniques

currently in use. Hypnoanalysis involves the use of both hypnosis and the
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dynamic understandings of psychoanalytic theory. Robert Lindner (1958)
reminds us that it was psychoanalysis that finally gave hypnosis an air of

respectability.

Dynamic psychotherapists tend to use hypnosis more frequently than
do behavior therapists. However, there is a growing impetus in integrating
various therapeutic modalities and hypnosis appears to be a technique that

will be increasingly utilized by all therapists.

HISTORY

Hypnosis is as old as civilization itself. Primitive man was mesmerized
not only by the burning eyes and incantations of the medicine man but by the
rhythmic beating of the drums and the laying on of hands, as well. The priests

used it in the temples.

Interest in hypnosis has waxed and waned over the years since Mesmer,
Charcot, Breuer, and Freud first experimented with its potential as a
therapeutic instrument. After Freud’s disillusionment with the technique it
was ignored until the advent of World War II, when it proved useful in
treating traumatic war neuroses. Since then it has become an accepted

practice in medicine, dentistry, and psychology.

TECHNIQUE
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There are an infinite number of induction techniques available. In
Hypnotherapy I employ the following one after the patient is trained in trance
induction, deepening techniques, and verbalizing comfortably in the trance

state.

Make yourself comfortable. When you are ready, close your eyes. Your
body is feeling increasingly heavy /light [as suits the patient]. You are finding

yourself becoming acutely aware of two important things about yourself.

First, look for and find — deep within yourself — a solid inner core of
strength that is uniquely your own. It consists of your considerable ability, all
your capacities and understandings — your experiences — everything that

makes you the unique person that you are.

You can call upon this resource whenever you wish to help you function

at a very high level. It is your hidden source of power and strength.

Again — look for it and find it.

Second, you also have within you an inner clock that you can slow down
or speed up as you wish. I would like to suggest that you slow it down to the
point where all tension and inner pressures disappear. Take all the time you
need — so much time that a minute feels like an hour and an hour stretches

out for as long as you desire. This can be accomplished in the waking state so
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that a tremendous amount of productive work can occur, with no feeling of

stress in what is actually a limited time span.

You have the ability to do this. Note how your breathing, your pulse,
your blood pressure have all slowed down to within normal limits. So

pleasant — so comfortable — so serene and safe.

And now, imagine yourself unlocking a heavy, iron door; as it creaks
open, you will become aware of feelings, thoughts, images slowly coming to
mind. You are curious about these sensations and making connections that

encourage understanding.

As you talk to me about these experiences, you will find yourself
relaxing more completely, feeling the solid/light outline of your body on the
mattress /chair, as though you are talking to me in your sleep while you are
dreaming. It will all seem so real — no need to awaken — very much in
control ... You know you can open your eyes if you wish but you will not want

to do so.

So push that heavy door open and let that part of you that is beyond
your awareness come through at its own rate of speed. You can ignore your
body completely because your unconscious will allow images and thoughts to

come through at a rate you will handle well.
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[The therapist guides, suggests, questions, asks that a dream be
completed, etc. When it is time to awaken the patient he reviews in his mind
whether there are suggestions that should be removed, and what post-

hypnotic suggestions he may additionally wish to give.]

You can remember or not as you see fit. [Sometimes it is important to
suggest amnesia.] At the count of five you will be fully awake — feeling

rested, alert, confident — as though you have been resting for a long time.

Each time you try this you will go deeper — responding only to a
professional to whom you have given your verbal consent. Awakening slowly

— one — two — three — four — five. Wide awake!

APPLICATIONS

The altered condition of awareness is conducive to accepting
suggestions relative to tension relief, altering pain states, revealing
unconscious resistances, encouraging fantasy exposure to phobic material,
teaching diaphragmatic breathing to emphysema patients (Wilkins, 1970),
treating psychosomatic conditions, addictions, obesity, cigarette smoking; the

list is extensive.

It is the magical expectation of the patient that creates the desired state.

However, only a skilled therapist can guide and direct the experience in order
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to attain a therapeutic goal. When used appropriately, Hypnotherapy
becomes a delicate, sophisticated psychotherapeutic instrument. It should be

practiced only by a trained professional.
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Indirect Hypnotic Therapy

Florence A. Sharp

DEFINITION

In Indirect Hypnotic Therapy the therapist, by his verbal and nonverbal
behavior, “guides” the patient into an impasse of behavior and/or thinking. To
escape feelings of confusion and frustration, the patient spontaneously and
unknowingly goes into a hypnotic trance. The unconscious mind then takes
responsibility for the patient’s behavior and begins to search for a way out to
solve the dilemma. Paradoxically, the seemingly reasonable approach of the
therapist compels the patient to make a “free spontaneous choice” of behavior

and to act upon it in the right way without knowing that he has done so.

HISTORY

In 1954 Milton H. Erickson, M.D., published the first paper on the use of
Indirect Hypnotic Therapy (Erickson, 1967b). His second article on the
subject appeared in 1963 (Erikson, 1967a). Other papers by Dr. Erickson
demonstrate the use and effectiveness of this therapy without labeling the

technique where it is employed (Erickson 1967b).
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In 1964 I (Florence A. Sharp), presented a paper demonstrating the use

of this therapy in a residential treatment of a child (Sharp, 1966).

In books dealing with the treatment of behavior problems in children
one will find other examples. The occurrence of the spontaneous trance may
well have gone unnoticed, and therefore unmentioned, by the therapist

(Beecher, 1955).

TECHNIQUE

Some of the tactics used in Indirect Hypnotic Therapy are tactics that
have a long history of use, but not necessarily for therapeutic purposes. The
“surrender tactic” may not have been used first by Jesus, but he certainly

codified it and stated it most explicitly (Haley, 1969):

But I-say unto you, That ye resist not evil: but whosoever shall smite
thee on thy right cheek, turn to him the other also. And if any man will sue
thee at the law, and take away thy coat, let them have thy cloak also. And

whosoever shall compel thee to go a mile, go with him twain. (Matt. 5:36-41)

Such a tactic also has been called “fighting fire with fire.”

In treatment this tactic is used for the benefit of the patient. The “stupid

child” is confronted with an equally “stupid” therapist. Requests are
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graciously granted but “misunderstood”; that is, the word water, in a glass, is
given on a request for water by a child capable of getting her own water. The
patient’s false reality is accepted at face value and acted upon, to the dismay

of the patient.

The patient may be asked to perform consciously what he has claimed
to be unconscious behavior. A bedwetter may be required to deliberately wet

the bed on retiring.

The patient’s symptoms may be reflected to him by the therapist. The
patient who speaks “word-salad” may be spoken to in the same manner

(Erickson, 1967d).

In Indirect Hypnotic Therapy the therapist does not analyze and
interpret the patient’s remarks and dreams or behavior. The therapist is not
concerned with finding and bringing to consciousness the origin of the
neurosis. Transference is not encouraged or discussed. No attempt is made to
educate the patient by logical discussion of his difficulties. These methods are

useful with the cooperative and somewhat flexible patient.

APPLICATIONS

Indirect Hypnotic Therapy is the therapy of choice with the passive

resistant patient, since behind this passivity lies an intense aggression and
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power struggle on the part of the patient. This was the choice of treatment
that was planned for Lee, the child impostor (see Sharp, 1966). This type of

treatment is described briefly in the following paragraphs.

The therapist, by consciously inhibiting her own normal responses and
by confronting Lee’s maneuvers of “stupidity” and “passivity” with the same,
thus thwarting her unhealthy and antisocial expectations, would create the
need for Lee to broaden both the scope and range of her behavior and of her
thinking. The fighting “fire with fire” would also serve to mirror Lee’s own
behavior. Her “helplessness,” since it was inappropriate for her age and
intelligence, was ignored. No meals (except fruit juice for health reasons)

were supplied for several days, and then on her direct request.

Indirect Hypnotic Therapy is also the therapy of choice where the
patient’s verbalization is lacking or severely limited and where there is
evidence of intelligence and a well-developed pattern of frustration (and
often despair) that may be employed therapeutically as a motivational force.
This was the situation of Dr. Erickson’s patient with organic brain damage.
This highly intelligent woman of thirty-eight had suddenly developed a
headache and had gone into a coma. She later developed what was diagnosed
as a thalmic syndrome, right-sided muscular and sensory dysfunctions, as
well as aphasia and alexia. By the time she came to Dr. Erickson, the patient

was in a profoundly vegetative state from which she could be aroused only by

The Psychotherapy Guidebook 645



unusual stimuli.

The treatment plan devised was complex and it varied not only from
day to day, but within the day itself, so that outside of certain items the
patient never knew what to expect; and even what was done often did not
make much sense to her. As a result the patient was kept in a striving,
seeking, frustrated, struggling, and emotional state in which anger,
bewilderment, disgust, impatience, and an intense, almost burning desire to
take charge and do things in an orderly and sensible manner became

overwhelming.

Dr. Erickson gives a brief but representative example of the indirect
method of fixating the patient’s attention, regressing her in her thinking and
remembering to earlier times and situations, and literally inducing, through
attention and fixation, a trance state by drawing from her husband many facts

about her life history.

This patient’s food was deliberately served in unsuitable combinations,
such as mustard on ice cream. Frustration compelled her to take action. It left

no opportunity for passive withdrawal (Erickson, 1967).

A tactic especially applicable to certain child patients is to confront the
child with a secure reality. In one such case Dr. Erickson reports how he had a

mother sit calmly for an extended time on her destructive son, while he had
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time to think how he could change his behavior. This treatment surprised the
boy, filling him with anger and frustration. Finding his temper outburst
ineffectual, he turned his thoughts inward, developed a spontaneous trance
state, and devised a change of behavior for himself, including making amends

for past destruction (Erickson, 1967b).

Indirect Hypnotic Therapy is particularly applicable to the type of

patient who does not respond to verbal therapy.
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Multiple Impact Therapy

Robert MacGregor

DEFINITION

Multiple Impact Therapy is a team-family method for diagnosis,
treatment planning, and for freeing natural growth processes in families to
deal with mental health problems. Scheduled in half-day segments, the
multiple interactions include: a brief team conference; a team-family
conference; separate conferences concurrently between parts of the team
with segments of the family (for example, by generation); overlapping
sessions; and a reconvened team-family conference. The convener, such as a
pastor, psychiatric nurse or a probation officer, enlists the expertise of others.
The team in the public or private sector includes people already “on the case”
(such as school counselor), others who may be disciplined in needed aspects

of the health endeavor, and an advocate for the family.

HISTORY

The team-family method was originally developed in the Youth
Development Project of The University of Texas Medical Branch in Galveston

and reported in the 1964 book Multiple Impact Therapy with Families. The
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team was multidisciplinary and the staff, accompanied by trainees, was
expert in group and individual therapy. The hospital chaplain sometimes
functioned as the family advocate. The converging and reinforcing viewpoints
developed in separate sessions lent strength to understanding the problem

and led my colleagues and me to speak of it as “Multiple Impact Therapy.”

TECHNIQUE

Recruitment of the team is as much a part of the method as are the ways
of intervention. In cases of considerable interagency complexity it may be
well to have a meeting, a day or so beforehand, of those involved outside the
family to select the team, reduce problems of bureaucracy, and to review
divisive manipulation by family members that can set one agency against
another. Where the convener is a therapist on a clinic staff he might enlist, for
example, the family’s welfare worker, the youth’s probation officer, and the

family pastor that referred the case to the clinic.

The family, on the defensive, is prone to function as a relatively closed
living system that shuts out needed information and nurture. This retreat,
caused by the complaint behavior, yields an arrest in development, usually
manifested by the disturbed behavior of a member. Our method brings a
relatively open system, a team to help the family resume growth. In addition

to opening the closed system or lending strength to a weakened system, there
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are specific strategies to diagnose the level of developmental arrest.

1. Opening team conference. This meeting takes about twenty
minutes. The convener briefs those new to the method as to
their part of the work. The respect shown the referring
person strengthens his relationship with the client. While he
might want to give an extensive briefing to the team out of
earshot of the family, he is informed that his task is to
entrust the family to the team by the way he briefs the team
in the presence of the family. The team members observe
each other for excesses of involvement and plan which team
members will go with the segments of the family into
separate sessions.

2. Opening team-family conference. Because the family has its
system as well as the defensiveness of individual members, it
is possible for the team to quickly address itself to the most
serious matters. As a team, members do this rapidly because
they do not have to remain neutral or “outside the system.”
Other team members defend the family against criticism so
that each person feels his defenses are respected and useful.
The first sessions are delivered as a consultation to the
referral agent. Provocative material is often addressed to
him or other team members so that the defensive one can
listen without being under attack. Issues are developed
clearly enough so that after about forty-five minutes,
separate conferences can be negotiated in which one
segment of the family and team may critique the discussion

so far while another pursues an aspect agreed upon by the

group.
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3. Separate conferences. When children are seen separately, it is
more productive to have all the siblings together. Because
they may expect to be exploited for the family secrets, it is
important to treat them with dignity by consulting them
about the opening conference. One team member, typically
the convener, seeks instruction from the group as to what
issues he should, as their representative, take back to the
conference with parents. He is called the overlapping
member.

4. Overlapping conference. This team member then enters a
concurrent separate conference. When convenient, a team
member gives the overlapping person an interpretation of
what has been going on. This gives the clients a chance to
hear what they may have resisted and a chance to find out
that they were heard. Then the entering therapist can relate

what he has observed elsewhere to what is happening here.

5. Closing team-family conference. Now team-family members
become increasingly aware that there was unintentional
collusion in the family to protect members only presumed to
be inferior. The half day concludes as those from separate
conferences hear about the effectiveness of the overlap from
their representative. The next conference is planned in
terms of other available resources. For example, team-family
conferences may be suspended while a particular family
member or the marital pair engages in training or
psychotherapy. It is important that the team member
conducting or arranging the interim work be empowered to
arrange the next conference and to communicate to the team
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reactions to the session not evident during it.

APPLICATIONS

Team-family methods are developed to deal with family issues that
contribute to personal problems. Team members seek to make sense out of
difficulties often called mental illness or delinquent behavior, and by their
interaction with the family achieve an understanding of the way the difficulty
came about. Once identified as a family problem, the behavior can be seen as
an aspect of arrest in development of part of the family system due to
collusion that was thought to protect. Distrust of collusion is the reason the
team does not consult apart from the family after the opening team
conference. The goal is to have behavior that was a part of such unwitting

collusion become a matter of choice.

Multiple Impact Therapy makes family therapy available to the many
because it utilizes together those already on the case or who will be. It does
not require of any one person the level of expertise that is increasingly

demanded of family therapists who work alone or with a co-therapist.
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Implosive Therapy

Lowell H. Storms

DEFINITION

Implosive Therapy is a form of desensitization, which means that it
involves repeated exposure to anxiety-provoking stimuli. These stimuli are
usually presented in the form of visual imagery guided by the therapist’s vivid
descriptions. A continuous series of such images lasting fifty minutes or more
is presented, with the imagery becoming more and more frightening and
more catastrophic. The subject is encouraged to feel as much anxiety and fear
as possible. This contrasts with Systematic Desensitization, which involves
short presentations of mild images that are terminated when the subject
reports anxiety. A very similar approach called “Flooding” was developed
independently in England. Flooding involves not only imagery, but sometimes
exposure to real life or in vivo fear-producing stimuli. Occasionally Implosive

Therapy may also involve in vivo exposure to stimuli.

Implosive Therapy is more likely (than Flooding) to include material

inferred from the patient’s “dynamic” conflicts.

HISTORY
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Pioneered in the 1950s by Thomas Stampfl. the first published
description of Implosive Therapy appeared in 1964. In 1966 a series of
promising published reports of empirical studies on the effectiveness of
Implosive Therapy began appearing. A few years later reports from England
on the successful use of flooding began to be published. Active investigation

of the technique is still under way.

TECHNIQUE

The rationale for Implosive Therapy involves extinction of conditioned
fear and anxiety. Fear is learned by the pairing of previously neutral stimuli
with painful events. Neurotic symptoms develop as ways of avoiding the
conditioned fear-producing stimuli or related stimuli. In order to extinguish
the fear, it is necessary to circumvent the avoidance behavior and persuade
the person to face the fear-inspiring stimuli repeatedly. This is where

Implosive Therapy comes in.

Implosive Therapy begins with two, and perhaps more, evaluative
interviews with the patient. The first interview includes history taking and
general exploration of the patient’s fears and other major complaints. What
the patient is afraid of, the situations that elicit the fears, when they began,
and how they have affected his life are discussed. I find it helpful to give a fear

survey schedule, an MMPI (Minnesota Multiphasic Personality Inventory),
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and perhaps a life-history questionnaire before the second interview. In the
second interview there is further investigation to obtain as much detailed
information about the patient’s fears as is possible. Inferences are made
about these fears from what the therapist knows about the patient’s history

and his modes of adapting to life situations.

A story is then developed using the data at hand and the therapist’s
imagination. The story consists of a series of scenes to be described by the
therapist in vivid imagery as the patient visualizes the sequence of events.
The story generally begins with imagery related to the relatively mild and
more peripheral fears and then becomes progressively more disastrous,
catastrophic, and gruesome. In contrast to Systematic Desensitization,
Implosive Therapy builds up to the most frightening material as rapidly as the

patient can tolerate it.

To accustom the patient to visualization, a pleasant or neutral scene is
described and the patient is asked to visualize it with his eyes closed. During
this practice and from time to time during the story itself it is important to
check how well the patient is visualizing. The patient is asked whether he is
seeing it clearly and also how he is feeling. Rather than relaxing, the patient is
encouraged to experience as much fear and anxiety as possible, including

suggestions of rapid heartbeat, sweating palms, etc.
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The story — which may contain such gruesome elements such as the
patient being brutally beaten and murdered, being immersed in feces, or
being condemned by the eye of God — must continue for forty-five minutes to
an hour. Research evidence suggests that shorter stories are less effective.
Although it is not standard procedure, [ add a relaxation exercise taking about
ten minutes at the end of the story. This reduces the residual tension and
helps heighten the contrast between the frightening fantasies and the safety

of the office.

The same story is visualized repeatedly until the patient is bored with it
and reports no more fear. Sometimes the most gruesome scenes are not
included in the first presentations of the story but are added later. Early

portions of the story that no longer elicit anxiety may also be dropped.

An audiotape of the story can be made to be listened to by the patient
once or twice a day at home. While there is some evidence that audiotapes are
not as effective as implosion in the office, playing a tape at home may speed

up treatment for cooperative patients who visualize the scenes clearly.

Sometimes a patient will experience increased fear after the first
session of Implosive Therapy. For this reason it is helpful to schedule the first
two sessions in quick succession, preferably on successive days. Research

suggests that five sessions or more are necessary to get results; Stampfl
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suggests ten to fifteen sessions for most cases.

APPLICATIONS

There is no evidence to support the opinion of some writers that
Implosive Therapy is unsafe. In a few cases, patients have had an increase in
their fears after their first session of implosion, but the patients returned for
further treatment and showed notable improvement. It appears that if a
patient does the extensive and vivid visualization repeatedly for at least forty

minutes per session and at least five sessions, he is likely to improve.

While more research is needed on the indications for appropriate use of
Implosive Therapy, some kinds of patients appear to be especially likely to
benefit from it. People with agoraphobia (fear of leaving home) apparently
benefit more from Implosive Therapy than from Systematic Desensitization.
Such patients characteristically have multiple fears, and other patients with
multiple fears also seem to benefit. Obsessive patients, who do poorly in
insight-oriented psychotherapy, are frequently helped by implosion.
Hospitalized depressed, anxious patients showed greater improvement with
Implosive Therapy than standard hospital treatment or a free association
desensitization technique. A five-year follow-up showed this improvement
was also maintained better. Another indication for the use of Implosive

Therapy appears to be when fears are attached to a person’s impulses or
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fantasies. For example, many patients are afraid of their own anger, and

implosive imagery involving expressions of anger can be helpful.

In general, I believe that in vivo desensitization, especially with
modeling, is the treatment of choice where it is possible. For simple, specific
phobias, systematic desensitization may be more reliably effective than
implosion. However, neither in vivo desensitization nor systematic
desensitization have much to offer for the kinds of cases we have described

above.
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Information Feedback

Jaques Kaswan and Leonore R. Love

DEFINITION

Information Feedback is a set of procedures developed to facilitate
people’s ability to scan, actively and objectively, their own perceptions and
behavior, and to trace the impact of these on their interpersonal interactions.
The approach is based on the assumption that much behavior that is
ineffective for the self, or noxious for others, results from habituated attitudes
of nonattention to the interpersonal arena; learning to attend, in new ways,
produces new information that opens up opportunities for new behavioral

choices.

An important emphasis in this approach is that people identify for
themselves any changes they consider appropriate or desirable. The role of
the professional is that of a relatively impersonal consultant who provides
opportunities for viewing and attending in novel ways to characteristics of
self and others. His techniques help to explicate, in specific, active and
objective ways, personal and interpersonal patterns in the people with whom
he works; but the motivation for and choice of behavioral change is left to the

clients involved.
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Information Feedback, therefore, is neither a therapy process nor a
treatment intervention in the usual sense. It is a set of experiences designed
to improve interpersonal interactions within people’s existing motivational

and response repertoires.

HISTORY

The Information Feedback procedures were developed and evaluated in
the Psychology Department Clinic at the University of California, Los Angeles,
between 1960 and 1970, as a demonstration program titled “Consultation for
Psychological Problems of Children.” The goal was to enable parents and
teachers to identify perceptions and behavior on their part that served to
provoke or maintain ineffective, uncontrolled, or undesirable behavior in
elementary school children. If adults could identify and improve such
disturbing behaviors on their own parts, it was hypothesized that the quality
of the interpersonal environment in which the children were living would be
bettered, and the children’s behavioral difficulties would in turn be

ameliorated.

The effectiveness of Information Feedback was compared with two
standard interventions for children’s behavior problems: counseling for the
parents and psychotherapy for the child. Using the children’s behavior and

grades in school as outcome criteria, it was found that the two interventions
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that focused on the adults’ role in the children’s difficulties (Information
Feedback and parent counseling) resulted in significant improvement for the
children over a two-year period. Differences in the families of children in
these two groups were clearly related to socioeconomic factors, with more
highly educated and economically successful parents responding more
favorably to Information Feedback, and lower socioeconomic parents
improving more when offered the suggestions and advice characteristic of the
parent counseling approach. Psychotherapy provided for the child did not

result in significant improvement in the child’s effectiveness at school.

TECHNIQUES

Techniques are of two types. In one, videotapes of interactions provide
complete, objective data against which individual expectations and
assumptions about appearance, voice, interactional style, and the like can be
tested. Or more generally, parallel sets of verbal instruments (adjective
ratings and inventories of behaviors) are administered to participants. These
elicit perceptions, judgments, and reports about frequency, range, and
contexts of interpersonal behavior. Responses to these are translated by the
consultant into visual displays (usually superimposed graphs) that highlight
similarities and differences between respondents. This feedback is the
stimulus for the participants’ consideration and decision making about their

interactions.
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APPLICATIONS

In the original project, the main focus of feedback was on the parents
and teachers of troubled children. In later work at UCLA, the techniques have
been adopted as a format for a Family Check-up Service for families who wish
to improve their functioning, even though they do not seek clinical services

for any specific problems.

Additionally, the formats have been adapted to facilitate group
discussion of interpersonal relationships in some Los Angeles junior and

senior high schools.

In Ohio, Dr. Kaswan has used this conceptual approach as a framework

for consulting with various types of community groups and agencies.
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Insight Psychotherapy

Michael T. McGuire

DEFINITION

Insight Psychotherapy explains behavior, affects (moods and emotions),

and thoughts with interpretations.

HISTORY

The history of Insight Psychotherapy can be traced to Freud. Early in his
studies and treatment of psychopathology, Freud found that the
interpretation of forgotten memories (the attribution of psychoanalytic
meaning to such memories) did not uniformly lead to psychological
improvement in his patients. With additional experience he recognized
resistance (the instinctive opposition to laying bare the unconscious), the
intrapsychic mechanisms of defense, and transference (the projection of
feelings, thoughts, and wishes onto the analyst who has come to represent
someone from the patient’s past). He found these forces compromising the
effectiveness of interpretations. Thus, he shifted his therapeutic emphasis
from his original focus on past events to explaining patients’ resistances,

defenses, and transferences vis-a-vis treatment and the analyst. Today, the

The Psychotherapy Guidebook 663



term “insight psychotherapy” can refer to either of the above approaches:
using interpretations to explain forgotten memories or to explain

psychological events that occur within treatment.

It is unfortunate that the term “insight psychotherapy” has perhaps led
to unnecessary confusion. In the broad sense of the word, all verbal therapies
condone insight. Moreover, most humans interpret their behavior and find it
useful to do so. What is at issue is the kinds of interpretations one uses. Freud
and other psychoanalysts stressed interpretations dealing with their patients’
unconscious desires, fears, and psychic mechanisms. Insight, then, is a well-
established way of knowing; by convention, it applies to situations where

psychoanalytic and like interpretations are used, but this need not be so.

Current theoretical discussions are concerned primarily with the depth,
focus, and timing of the interpretation. Questions relating to the depth of the
interpretation deal with whether or not early life and fundamental psychic
conflicts and desires should be interpreted when patients are seen for brief
periods of therapy (less than twenty weeks), or infrequently (once per week
or less); questions relating to the focus of the interpretation deal with
whether past or present conflicts should be explained in order to maximize
the effects of interpretation; and questions relating to the time of the
interpretation deal with the question of when is the most efficacious time to

explain the event. The generally accepted rule is: the shorter and/or the more
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infrequent the therapy, the less focus on early fundamental conflicts and the

greater emphasis on current conflicts.

TECHNIQUE

The fundamental premises of this kind of therapy are: 1) that
unrecognized intrapsychic conflicts result in symptoms and behavior that are
displeasing to the patient and 2) that identification of these conflicts and their
appropriate interpretation result in an alteration of the displeasing symptoms

and behavior.

Successful Insight Psychotherapy involves a critical
interpretation/timing feature: the therapist must wait until the patient has
discussed significant internal conflictual material several times and failed to
make sense of it. In addition, he must wait for a moment when a patient is
emotionally distressed, shows evidence of desiring change, and is responsive
to the therapist’s views. An interpretation will then have the effect of
refocusing the patient’s approach to the conflictual material and restructuring
intrapsychic relationships. For example, a young man who is disappointed in
his relationships with women might be unaware of his childlike pleading to
his therapist to magically make certain fears and distress disappear. The
therapist, interpreting this behavior as emanating from the young man’s wish

to have the therapist act as a mother toward him, has a reasonable probability
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of refocusing the patient’s view of his distress. Thus, the patient sees that he
brings desires appropriate only to childhood to an adult situation where such
desires are inappropriate, therefore adversely affecting his relationships with

women.

APPLICATIONS

It is traditionally argued that Insight Psychotherapy works best with
patients who have above-average intelligence, who lack psychotic symptoms,
who are motivated to change themselves, and who see themselves and not
the world about them as the principal cause of their distress. They usually
have values similar to those of their therapist and a desire to improve their

place in life. These are preconditions.

A fundamentally more important issue concerns the kind of
psychopathological disorder from which patients suffer: those who suffer
from conflicts that can be verbalized (e.g., conflicts relating to desires, fears,
misunderstandings, etc.) often benefit from Insight Psychotherapy while
patients who cannot verbalize their problems benefit less, although they will

often learn the language of insight.

The preceding point about verbalization is particularly critical in the
selection of patients. While prospective patients are increasingly

sophisticated in psychoanalytic ideas, initial impressions are frequently
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misleading. Patients who are confused, who suspect that there is something
wrong within themselves, and who find their distress troublesome are most
likely to benefit from Insight Psychotherapy. On the other hand, patients who
have a highly schematized view of themselves and a strong commitment to

certain causes of their disorder seem to benefit less.

When Insight Psychotherapy works, it seldom does so dramatically.
Time is required for the interpretation to take effect. Behavior can change
rapidly, but fears change slowly because new experiences and trials at being
less fearful are needed; and deep-seated desires change very slowly. But
change does occur and with such change goes a revised view of one’s self as

well as one’s place in the world.
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Instigation Therapy

John L. Shelton

DEFINITION

Instigation Therapy is closely allied to behavior therapy. It refers to the
systematic use of homework assignments that the client completes outside
the therapy hour. Planned jointly by the therapist and client, Instigation
Therapy puts the client to work outside the consulting room in an effort to
increase efficiency, enhance self-regulatory skills, and to promote transfer of

training.

In addition to the increased efficiency that comes from putting the client
to work using the hours of the week he is not in therapy, Instigation Therapy
results in a number of benefits often not achieved by other forms of therapy.
For example, Second and Bachman (1964) noted the increase in self-control
skills acquired by clients who perceive themselves as the principal agent of
change during therapy. Additional reports by Phillips (1966) and Davidson
(1968) have shown that instigation procedures result in a greater motivation

and maintenance of changes resulting from therapy.

HISTORY
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Although in this writer’s opinion, few traditional psychotherapists make
adequate use of homework, the basic notions surrounding Instigation
Therapy are not new. Even before the arrival of behavior therapy, writers
such as Dunlap (1932), Herzberg (1941), and Karpman (1949) pointed out
the advantages that come from putting clients to work outside the therapy

hour.

Three modern developments have helped make Instigation Therapy an
important therapeutic endeavor. The first of these three developments was
the work of Kanfer and Phillips (1966, 1969), who coined the term
“instigation therapy” and provided the vital theoretical concept for this

approach.

The second development was the work of professionals like Masters
and Johnson (1970), who make systematic homework assignments an
important part of their therapy with men and women with sex problems.
However, the most important work to date has been done by Shelton and
Ackerman (1974) and Shelton (in press). They took the abstract notion of
Instigation Therapy and translated it into more than 150 examples of
homework assignments useful with a wide variety of client ailments. Their
study was a landmark in as much as they were the first to discuss homework

as the focus of therapy rather than as a seldom-used adjunct.
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TECHNIQUES

Instigation therapists believe counseling and psychotherapy to be
primarily an educational, skill-building endeavor. The more clients
participate in the endeavor, the greater their chances of making desired
changes. Ideally, the client and therapist co-participate in treatment; they
work together to clarify, select, and attain the goals of therapy. A cooperative
rapport is best established between a client and therapist who share a bond
of empathy, warmth, and genuine caring. Besides conveying empathy,
warmth, and genuineness, the effective therapist is an active, directive
teacher, expert in skill training. A friend to his client, the professional also
guides the client toward attitudes and behavior that will increase the client’s
ability to live a more satisfying life. Under the direction of the therapist, the
client practices new behavior and develops new attitudes. Homework
provides an ideal vehicle for clients to extend practice of new skills from the

therapy hour to the world in which they live.

The above beliefs about psychotherapy leads this writer to follow a

particular sequence, consisting of six steps, in conducting therapy:

1. The careful identification of client problems.
2. A precise definition of therapy objectives in behavioral terms.

3. A contractual agreement between the client and therapist to work
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toward these objectives.

4. A rank ordering of the therapeutic intervention so that the first
objective pursued will make the most difference to the client
and is, in the judgment of the therapist, technically the most

feasible to pursue.

5. Selection of skills and methods of skill training acceptable to the
client and effective for working toward the first behavioral

objective.

6. Systematic skill training using homework assignments as integral
parts of behavioral skill building.

When client and therapist agree upon the behavioral objectives of the
therapy contract, work toward attaining these begins. The therapist directs
the latter portion of most therapy hours so that a precise set of homework
instructions is written before the sessions end. At that time, the reason for
and nature of the homework is carefully explained to the client by the
therapist. Summarized homework instructions usually are written on NCR
(no carbon required) paper so both therapist and client have a copy. The
homework provides continued practice for the client in acquiring the

knowledge, attitudes, or skills upon which the therapy session was focused.

The format for homework includes one or more of the following

instructions:
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1. A do statement. “Read, practice, observe, say, count ... some kind of

homework/’

2. A quantity statement. “Talk three times about..; spend thirty
minutes three times..; give four compliments per day..;

write a list of at least ten ...”

3. Arecord statement. “Count and record the number of compliments;
each time he hits, mark a on the chart; whenever that

thought comes to you, write a on the...”

4. A bring statement. “Bring ... your list; the chart; the Cards; your

spouse ... to your next appointment.”

5. A contingency statement. “Call for your next appointment after you
have done...; for each activity you attend, one dollar will be

deducted..; each minute spent doing will earn

you ; one-tenth of your penalty deposit will be forfeited

for each assignment not completed.”
An example of this format, as written out for the client, is the following:
1. Both read two marital papers.
2. Discuss 3 times for fifteen to thirty minutes each time.
3. Write separate lists of at least three behaviors you want more of
from spouse. (These are positive behaviors, not negative

ones.)

4. Make next appointment after above is done.

www.freepsychotherapybooks.org 672



5. Bring lists with you to next appointment.

The therapist should give manageable amounts of homework. Early in
therapy, especially following the first session, a single item of homework may
be enough. As the professional becomes more acquainted with the client’s
attitudes, expectations, and habits, the amount and complexity of homework
may be increased. Excessive amounts of homework require too much

planning time, may frustrate the client, and simply may not get done.
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Integrated Psychiatric Treatment

Julian Lieb

DEFINITION

Integrated Psychiatric Treatment is an approach to patient management
that includes psychodynamic, neurobiological, pharmacological, social, and

learning dimensions.

HISTORY

Disparate treatment ideologies have not allowed for the smooth
incorporation of basic and clinical science research advances into the
practitioner’s mode of patient care. The introduction of Chlorpromazine into
American psychiatry, for example, was viewed with intense skepticism by
many psychiatrists who could not believe that a drug could alter the course of
a mental illness (Swazey, 1974). To this day, proponents of
psychochemotherapy (the major drug houses, psychopharmacologists, and
pharmacologically oriented practitioners) have, on occasion, to apologize for
using drugs. In some instances elaborate etiological and treatment models are
constructed in an effort to persuade nonpharmacologically oriented

practitioners to incorporate drugs into their clinical practice (Ostow, 1962).
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Obviously an integrated approach to psychiatric care that includes clinically

effective approaches arising from any ideology is justified.

TECHNIQUE

The technique of Integrated Psychiatric Treatment simply embraces the
principles of good patient care. Patients are given the benefit of a complete
psycho-bio-social history and mental status examination. Old charts are
systematically reviewed and contact is made with clinicians with whom the
patient had prior contact. Based on the history and initial clinical findings,
further investigations are arranged as required (e.g., psychological testing,
neurologic examination, electroencephalogram). Patients who have not had a
physical examination within the prior twelve months are referred for a
complete physical work-up. The completion of the first stage of the work-up
includes a tentative diagnosis and formulation and documentation of any
physical illness that might be contributing to the clinical picture or might

impact on psychiatric management.

The next stage in the evaluation is a determination of whether a
psychoactive medication should be administered. This decision may be
relatively easy to arrive at, especially when based on obvious clinical criteria,
such as the presence of hypomanic symptomatology or distinct symptoms of

depression accompanied by profound neurovegetative disturbances, e.g. such
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as with insomnia or anorexia. In other instances a decision for medication and
the type of medication to be used may be more equivocal and may rely more
on the practitioner’s ability to synthesize data and his clinical imagination.
When a strong argument cannot be made for definitive
pharmacochemotherapy it may be advantageous to discuss a medication trial
with the patient. A positive trial is of obvious benefit, whereas a negative trial
may be of use in removing from the practitioner concern as to whether a

specific medication might be helpful.

The third step is to decide whether psychotherapy, sociotherapy,
behavior therapy, or an admixture is indicated, with or without the adjuvant
use of medication. Decisions are made as to whether a patient should be
treated in individual time-limited psychotherapy, long-term psychotherapy,
couples therapy, family therapy, sexual dysfunction therapy, and so on. While
every practitioner should be equipped with the widest range of skills, it
cannot be expected that any one individual can be an expert in all fields. Thus,
one should be willing to call on experts in specific fields for consultation, or to
take over management. Another option is conjoint management, where

clinicians with diverse skills orchestrate a comprehensive treatment effort.

Circumstances and the complexities of human behavior militate against
an orderly progression between phases. Psychotherapy may be under way for

a considerable time span before a medication decision can be made. Similarly,
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psychotherapy may be well advanced before sufficient data are available to

compile a complete history.

APPLICATIONS

Integrated Psychiatric Treatment represents a philosophy of patient

care that can be applied to all psychiatric patients.
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Integrative Psychotherapy

Phillip H. Friedman

DEFINITION

Integrative Psychotherapy is an approach to psychotherapy that
integrates and synthesizes systems — humanistic, behavioral,
psychodynamic, and spiritual approaches — to psychotherapy. The goal of
Integrative Psychotherapy is to facilitate an individual’s growth toward
becoming a balanced, holistic, integrated individual responsible for his life
experiences or a family’s and couple’s movement toward becoming a
functioning, growth-producing, harmoniously balanced group of intimately
interconnected and related individuals. Theoretically, Integrative
Psychotherapy relies heavily upon an integrated, three-dimensional meta-

model. The three dimensions of the meta-model are:

1) focus (intrapersonal, interpersonal, transpersonal),
2) structure (concepts, techniques, roles), and
3) category (humanities, economic, political-legal-judicial, social,

philosophical-ethical, spiritual-religious, pure science,

applied science, recreation).
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The three-dimensional meta-model can be considered a three-
dimensional matrix of metaphors. The integrative psychotherapist draws
upon this meta-model or matrix of concepts, techniques, and roles to guide
him in his transactions with individuals, couples, and families. The matrix
allows him to organize his therapeutic experiences in a way that permits him

unusual clarity and flexibility of style and approach.

The meta-model or matrix allows the therapist to see the whole terrain
from which conceptual, technical, and role metaphors can be selected and not
just isolated plots, i.e, models. Consequently the meta-model requires a

number of basic assumptions:

1) The map — i.e.,, the matrix of metaphors — is not the territory of
the therapist’s experience;

2) The matrix is a way of organizing the experience of a therapist so
that he can choose wisely from a wide variety of conceptual,
technical, and role metaphors;

3) The matrix permits the therapist to see the individual, couple, or
family through many different lenses without being overly
attached to any one lens;

4) The matrix not only contributes to clear thinking but also helps the

therapist take increased responsibility for the conceptual,
technical, and role metaphors he employs.
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HISTORY

Integrative Psychotherapy has its roots in an earlier system of
psychotherapy that I (Philip H. Friedman) developed and labeled in 1972. At
that time I defined my approach as 44 Personalistic Family and Marital
Therapy” (Friedman, 1972) and saw it as an outgrowth of a broad spectrum
behavioral approach to therapeutic interventions, a system-oriented, three-
generational approach to conceptualizing family problems and a humanistic
concern for the uniqueness and worth of each family member. Even then the
emphasis of that article was on integrating a systems, behavioral, and
humanistic approach toward psychotherapy. 1 originally used the term
“personalistic” to emphasize the personhood of the therapist, his compassion,
humor, playfulness, wisdom, dedication, caring, perseverance, etc.,, and by
that I meant that the personhood of the therapist is always the determining
force behind the selection of concepts, techniques, and roles. I also
emphasized in that article and in a 1974 technique article (Friedman, 1974b)
the need for a personal fitting of techniques to the therapist’s style and the
family’s needs. My 1972 article in addition to my more theoretically oriented
1974 article (Friedman, 1974a) also emphasized an ecological approach to
therapeutic interventions. Essentially then these three articles focused on

interpersonally oriented concepts, techniques, and roles.

In a brief 1970 paper on cognitive-behavior therapy (Friedman, 1970) I
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had previously spelled out an intrapersonally oriented approach to working
with individuals as well as a marital and family perspective. In the 1970 paper
I stressed the necessity of conceptualizing intrapersonal problems along a
number of dimensions, i.e., cognitive, behavioral, affective, imaginal, sensory-
somatic, and physiological. At that time I referred to a group of techniques
that could be utilized to intervene along these intrapersonal dimensions.
Since 19741 further developed my orientation to psychotherapy to include
not only an intrapersonal and interpersonal approach but also a
transpersonal one (Friedman, 1976). The transpersonal approach focuses on
the spiritual dimensions of life with an emphasis on the role of forgiveness of
others in interpersonal relations and forgiveness of self intrapsychi-cally.
Thus, a professional cycle that began in 1970 expanded into a very integrative
orientation to psychotherapy, a creative synthesis of many different concepts,
techniques, and roles. Consequently, I presently refer to this approach as

Integrative Psychotherapy.

TECHNIQUE

Techniques of Integrative Psychotherapy are found in the second
column of the “structure” dimension of the meta-model. They are classified
according to the nine subdivisions of “category” dimension. The “category”
dimension is extremely useful in organizing the matrix. It appears that all or

almost all of the concepts, techniques, and roles in the field of psychotherapy
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can be meaningfully classified along the nine “category” subdivisions. For
example, when couples and families are seen in therapy the interpersonal
techniques (action metaphors) that are employed (Friedman, 1974b) include:
1) role playing, modeling, 2) contracting, negotiating, mediating, side taking,
reinforcing, 3) confronting, go-between process, rebalancing, 4) persuading,
re-structuring, joining, rule-setting, 5) instructing paradoxically, 6)
storytelling, 7) de-triangling, transforming, catalyzing, energizing, facilitating,
nurturing, 8) feeding back, programming, teaching, 9) assigning tasks,
counter-attacking, and parrying. These action metaphors (techniques) are
organized according to their respective categories in Table 1 and the
corresponding role played by the therapist is listed to the right of each

technique.

Table 1 is also helpful in clarifying for the therapist different ways in
which a family or couple can be viewed. For example, a troubled family or
couple can be conceptualized as 1) a malfunctioning, power-laden,
hierarchical organization with a specific set of structures, territories,
generational boundaries, rules, coalitions, tasks, and feedback systems, 2) a
loyalty-based set of dialectical, intergenerational, reciprocal balances
invisibly connected by a subjective expectational system of justice based on
merits, accounts, and ledgers, 3) an undifferentiated system of interlocking
triangles with dyadic pairs alternately over- and underfunctioning in a

complementary way and triangulating third parties, 4) a triadic-based system
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of coalitions, alliances, go-betweens, scapegoats, and silencers, 5) a coercive
sequence of behavioral interactions with an excess of negative

reinforcements and a deficit of positive reinforcements.

When the integrative psychotherapist works with individuals in
addition to relying upon interpersonal metaphoric lenses for viewing a client,
he may use intraper-sonal metaphoric lenses such as the intrapersonal family,
intrapersonal conflicts, defenses, oppositions, resistances, and incongruities,
subpersonalities, ego states, and states and levels of consciousness. He might
utilize techniques such as: role playing (1), modeling (1), guided imagery (1),
contracting (2), negotiating (2), directing (4), confronting (3), cognitive-
restructuring (4), persuading (4), instructing paradoxically (5), sermonizing
(5), philosophizing (5), hypnotizing (6), storytelling (6), desensitizing (7),
relaxing (7), eliciting catharsis (7), educating (8), biofeedback (8), coaching
(9), bioenergetic exercises (9), and assigning tasks (9). The category which
each of these techniques belongs to is listed in parentheses after the

technique.

Finally, when the integrative psychotherapist uses transpersonal
techniques for spiritual growth, he usually does so in conjunction with
intrapersonally and interper-sonally oriented techniques. Various techniques
that can be utilized include: guided imagery (1), dream induction (1), inner

dialoguing (1), journal keeping (1), contracting (2), service (4), paradoxical
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instructing (5), storytelling (5), self-hypnosis (6), meditation (6), prayer (6),
energy stimulation or polarization (7), deep relaxation (7), catalyzing (7),
educating (8), reading assignments (8), Yoga postures (9), psychocalisthenics
(9), Aikido (9), or Tai Chi exercises (9). These techniques are also classified

according to the nine “category” subdivisions.

Of central importance in the use of transpersonal or spiritual techniques
are exercises having to do with forgiveness. Utilized in conjunction with
meditation, deep relaxation, self-hypnosis, prayer, and reading assignments,
individuals, couples, and family members are asked to review their lives and
to see which resentments, bitter feelings, hurts, and condemnations toward
themselves and significant others they are willing to let go of and whom they
are willing to forgive. The healing power of forgiveness to themselves and
others is emphasized and they are encouraged to incorporate forgiveness as

an ongoing spiritual force in their lives.

APPLICATIONS

Integrative Psychotherapy has been and can be used with a wide variety
of individuals, couples, families, or groups. To date, it has been used primarily
with nonpsychotic populations, although there is certainly no a priori reasons
why it cannot be used, frequently in conjunction with psychotropic

medication, with psychotic populations as well.
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Integrative Psychotherapy

Table 1. Interpersonal Dimension of the Meta-Model
(Matrix of Metaphors for Marital and Family Therapy)

CATEGORY CONCEPT TECHNIQUE ROLE
Humanities Dramatic Role Playing Director
Action Modeling Actor
Economic Contracts Contracting Contractor
Negotiation Negotiating Negofiator
Mediation Mediating Mediator
Coalitions Side-taking Side-taker
Reinforcaments Reinforcing Reinforcer
Political Power Gonfronting Confronter
Legal Go-between Go-between process Go-between
Judicial Loyalty, merit justice Rebalancing the Judge or lawyer
balance ledger
Social (Sociology, Organizational Directing Director
Anthropology, Hierarchies, Restructuring Tribal leader
Ecology) Structures, Boundaries | Joining or chief
Territories, Rules Rule setting Rule sefter
Attitude, roles Persuading Persuader
Philosophical Ethical | Paradox Dialectic Instructing paradoxically | Zen master
Spiritual Religious Parables Forgiveness | Storytelling Meditation | Priest-Rabbi
Guru-Healer
Pure Science (Math, | Triangles (Triads) Dee-triangling Mathematician
Chemistry, Physics, Transformation Transforming Transformer
Biology, efc.) Chemical Catalyst Catalyzing Catalyst
Energy Energizing Energizer
Cycles Facilitating Facilitator
Seeds Nuturing Nurturer
Applied science Feedback, systems Feeding Back Systems analyst
(Cybemetics, Programs Programming Programmer
Computers, Education) | Education Teaching Teacher
Recreation Football, team Assigning task Coach
(Athletics, etc.) Karate Counter-attacking Master
Aikido Parrying Master
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Integrity Groups

O. Hobart Mowrer

DEFINITION

Many factors influence how human beings feel emotionally, mentally,
and physically, including environmental stresses, constitutional
predispositions, and nutritional problems. Integrity Groups deal with the
additional factors of personal integrity and guilt. Secrecy and duplicity in
one’s interpersonal relations constitutes a breach of integrity (discrepancy
between what one has agreed, or “contracted,” to do and what one actually
does); and when this incongruency becomes sufficiently serious (in persons
of good character, as opposed to psychopaths), an identity crisis, to use Erik
Erikson’s apt term (rather than “neurosis”), is likely to ensue. By improving
one’s integrity, clarity of identity (personal integration, wholeness,

authenticity) also tends to return.

HISTORY

Originally called “integrity therapy,” what is now known as Integrity
Groups, or the L. G. Process, came into existence in the late 1950s in response

to the failure of both traditional religions and secular psychotherapies

The Psychotherapy Guidebook 687



(including psychoanalysis) to take personal guilt seriously and to provide a
realistic and effective means of resolving it. Clergymen attempted to deal with
guilt primarily by invoking divine forgiveness and leaving the human,
interpersonal aspects of the problem largely untouched. Psychotherapists
tended to deny the objectivity of guilt and to interact with patients only in
terms of guilt feelings. From its inception, the I. G. Process has taken guilt
seriously, particularly when kept hidden from “significant others” (persons
playing important roles in one’s life), and has sought to deal with it in terms
of honesty (self-disclosure, confession), responsibility (making amends,
restitution), and involvement (concern for and aid to others). In short, my
colleagues and [ were, and still are, primarily concerned with what Henri
Ellenberger has called the “pathogenic secret” and its constructive

management.

TECHNIQUE

The precursor of Integrity Groups was a form of treatment that involved
the usual one-to-one relationship but was distinctive in that, from the outset,
the therapist exhibited (modeled) what it was he wished the patient to learn;
namely, personal openness. This modeling of personal openness greatly
increased the rapidity with which self-disclosure occurred and facilitated the
recovery of integrity and clarity of identity, provided the patient was willing

to extend this type of relationship to other meaningful interpersonal
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situations.

But then it was found that this process could be still further expedited
by two or more patients meeting simultaneously with the therapist and
talking to each other as well as to the therapist. From this it was but a short
step to the emergence of groups, ranging from six to ten participants. Thus,
the phenomenon of mutual aid and interaction increased so that today
Integrity Groups are self-operated and function without professional
intervention, except insofar as the expertise developed by experienced group
members constitutes a professionalism of sort. No fees are charged, although

modest contributions are accepted to help with minor expenses.

APPLICATIONS

Integrity Groups have therefore emerged as a natural resource for the
Community Mental Health movement. Although for a number of years my
colleagues and I remained unfamiliar with the details of the twelve-step
recovery program of Alcoholics Anonymous, we were pleased and gratified to
learn eventually that there are striking parallels between Integrity Groups
and this older organization. The latter is generally recognized as the largest

and most successful lay venture in Community Mental Health.

The pertinence of Integrity Groups is further highlighted by the growing

literature on the “iatrogenic” (treatment-produced) negative effects of much
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traditional psychotherapy, which has encouraged its clients to emancipate
themselves from interpersonal commitments. Currently there is a growing
realization that such “treatment” tends to be not only ineffective, but in some
instances personally and socially harmful. Today there is growing recognition
that “rugged individualism” is not the cure, and that everyone needs social
support systems, membership in which involves not only privileges but also
commitments, contributions, and cooperation. Recovery and personal change
involve the willingness and capacity to give as well as receive, to be

interdependent instead of independent.

www.freepsychotherapybooks.org 690



Intense Feeling Therapy

Sidney Rose

DEFINITION

Intense Feeling Therapy is a therapeutic approach that puts emphasis
on the breaking down of personality defenses and inducing a regressed state

in which the most primitive feelings are expressed.

HISTORY

Intense Feeling Therapy goes back to early Freud. Freud encouraged his
patients to express themselves freely. And as these early patients did so, he
discovered that each of them found unexpected feelings coming to the
surface. These were deep, intense feelings, no longer appropriate for the
patients currently living, but connected with emotionally painful experiences

in childhood.

Before coming to Freud for treatment, each of these patients had
developed defenses against these feelings — methods of controlling,
disguising, and repressing them that varied from patient to patient. As by-

products, however, the defenses produced a bewildering array of symptoms,
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uncomfortable and sometimes incapacitating — tics, tremors, phobias of all
sorts, sexual difficulties ranging from impotence to indiscriminate

promiscuity, and many others.

Freud focused on getting each patient to understand both his feelings
and his defenses, on the assumption, which later therapists shared with
Freud, that this understanding would undermine the defenses and heal the
patient. In practice, however, the undermining and the healing were
successful only in part. The problem was apparently that the therapy was
kept on a verbal level, and the very process of trying to put the feelings into

words tended to hamper their free expression.

The aim of Intense Feeling Therapy is to go far beyond verbalization in
aiding the patient to express his innermost feelings with great depth and
intensity. Using the techniques of Wilhelm Reich, Fritz Perls, ]. L. Moreno, and
Arthur Janov, this form of therapy puts emphasis on the participation of the

whole person, body as well as mind.

TECHNIQUE

There are three stages to the therapeutic process. The first phase is the
three-week intensive in which the patient is seen daily in open-ended
sessions lasting as much as three hours. Some patients need only one or two

weeks, and a few need no intensive. In this period, the patient is isolated in a
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hotel, forbidden to see anyone, and not allowed to smoke, watch TV, or
indulge in any other of his usual anxiety-relieving tactics. In the sessions with
the therapist, he is encouraged to regress and allow his deepest feelings to
take over his whole being. Mentally and emotionally he becomes again the
child he once was, reliving his past and expressing the feelings he had to

suppress in childhood.

In this regressed state, he uses the language of childhood. He cries out
for help, or vents in cries and screams the rage he could never before allow to
reach consciousness. Now, however, he has with him a part of his adult self

that can inject new elements into these recordings of old memories.

He is able to digest and complete the unfinished business of the past,
freeing his potential for growth. In time, he becomes capable of achieving
voluntary regression, and from that point on he is, in a large part, his own
therapist. Intense Feeling Therapy is not the kind of treatment you can begin
in June and leave in July. Once the defenses are down, they must be kept
down, and this is only possible if there is someone to take your place while

you're away.

At the end of the crash program, the patient enters a group for three
sessions a week. This is the second phase of treatment. He has learned to

“primal.” These groups, however, are vastly different from those of traditional
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group therapy. As the patients enter the room, they have little to say. Each
goes to a different part of the room, lies down, and goes into the voluntary
regressed state he has learned to enter in the intensive program. If he has
difficulty, as often happens, the therapist helps him. After about two hours the
patient may leave without saying a word to the other patients, or he may
remain and join a discussion group to talk about new insights and childhood
memories he may have come upon. Interaction, however, is not encouraged.
Occasionally a patient, listening to the others, may find pain stirred up, and
instead of reacting to the other patients, he may leave the group to go into his
regressed state again to see whether the feeling will lead him to old memories

and the source of the pain.

It is very difficult for patients to relate to each other in the group just
after completing the two- or three-week intensive. In this stage, some group
cohesion exists based on sharing what they experienced in the regressed

state.

This regressed state, the “primalling,” is an altered state of
consciousness in which the individual is “acting in” instead of “acting out.”
retreating from the present world, in the regressed state he goes back to
earlier periods, before behavior patterns were developed to contain, control,
or channel conflicting feelings. In this regressed state, all kinds of primitive,

raw feelings emerge and then what is projected on the screen in his
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imagination are the scenes in his childhood that led to the need to hide and
disguise feelings. What emerges are feelings he was not aware of, directed to
figures of the past. Raw feelings come first, followed by scenes depicting their
origin, followed by insight. This leads to an awareness that he is not reacting
to present events as they are but in terms of past conditioning, and he learns

about this in vivid visual, dramatic details.

Gradually, the nature of the group participation changes. Whereas
before acting out was permitted to allow regressed feelings to surface, now an
attempt is made to tap other group cohesive elements. This is the third phase
in which group games, encounter techniques, psychodrama, and transactional
analysis tactics are invaluable to enable patients to develop new behavior

patterns.

One outstanding feature of the intense feeling approach is for the
patient to welcome pain and, if the everyday situation permits, to allow it to
take over. If this happens, it leads to very intense feelings connected with
childhood, and sometimes to actual memories of the original source of the
pain. The patient does not need explanations or interpretations from the

therapist; he learns from his own innermost feelings.

Patients, after a year, are able to be on their own and stop coming

regularly, but will come occasionally when needed. They have developed the
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capacity not to run away from pain, to remain with it, and when necessary, go
into the regressed state to discharge tensions and to connect with early

sources.

Most insight therapies deal with the neurotic superstructure. This
approach by its attack on the neurotic defenses, goes all at once to the core of
the neurosis — the pain, the leftover, unfinished feelings from the past that

had to be suppressed and repressed in order for the child to survive.

Janov’s approach has proved of enormous value, but his view is a
limited one. He looks upon character structure as involving only one feeling
axis — the strength-weakness axis. This is an outgrowth of our times, because
it is necessary to have strength to be alone and not feel the loneliness, which
is inevitable today. In today’s world there is no tribe, there is little family,
there is almost nothing to belong to as there always has been in the past. In
addition, the scene changes from day to day, so that rootedness is impossible.
It is more and more difficult for an individual to feel any responsibility for the

welfare of others. Each person has to resort to the strength in himself.

Janov describes the post-primal patients as being free of tension, with
much less sex drive or social drive. They do not sound like life-loving people
with a feeling of responsibility to others or to society. Further, they seem

contemptuous of others who have not been through this therapy.
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Janov is disappointed because he discovers that his patients become
apolitical. In a sense he over cures them, so that the healthy dependency and
need for others disappear with the resolution of the neurotic dependency.
The individual is still left with a void, even though he is free of tension. It is

because of this void that the third stage of therapy is important.

Another difficulty is that there are some individuals who make the new
therapy a way of life. They keep talking about how they are getting there, but
they tend to stay at the same level. The “primalling” for them has become a
ritual. They have developed a malignant transference, a morbid dependency

that is the bane of all therapies.

APPLICATIONS

The therapy is not a cure for neuroses, as Janov claims. However, for
many patients it is the most effective approach. It is not a therapy for patients
who have not made any adjustment to adult life (which is why Janov will not
take patients under age twenty-six). There should be some ego strength
manifested by some ability to relate to others, to hold a job, etc. It is not a
suitable form of therapy where the genetic factor is pronounced as in
schizophrenia or in some depressions. Furthermore, those who feel they are
already “primalling” before they begin therapy have weak defenses and it is a

mistake to encourage them to enter this therapy. There are others who
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cannot regress. Some are locked into a possessive love need and will seek this

treatment when they lose their love objects.

They use the therapy briefly for catharsis and quickly return to the

neurotic solution of seeking a partner as soon as they get temporary relief.

Still others who are locked into a vindictive solution to their conflicts
cannot really regress but instead of “primalling,” remain on an adult level as
they give expression to their inner rage in an adult manner. They want to
smash things now, hurt people in their present environment instead of acting-

in and regressing to childhood.

In time, the effectiveness of the intense feeling approach, with its crash

program, will prove itself and be used more widely.

It was Arthur Janov who first put emphasis on the importance of
breaking down the defenses in a crash program as described in his book The
Primal Scream. Intense Feeling Therapy adopts the same approach but in
addition, recognizes the need for a relationship between therapist and patient
so that other influences can be brought to bear to help the patient resolve

inner conflicts and integrate himself into society.
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The Intensive Journal

Felix Morrow

DEFINITION

The Intensive Journal process is a method of personal and spiritual
growth in which the individual primarily works by himself in his Intensive
Journal workbook. The person learns the principles and techniques involved
by attending a basic Intensive Journal workshop conducted by Dr. Ira Progoff
or a Journal Consultant authorized by Dialogue House; or one can begin by
reading Progoff's At a Journal Workshop (1975), which contains a complete
Intensive Journal experience. Those who sustain work in this method are
likely to attend a workshop from time to time as they feel the need, read and
reread the key books dealing with the process, and perhaps occasionally see a
Journal Consultant in a one-to-one meeting. Their main effort, however, is

working by themselves in the Intensive Journal workbook.

HISTORY

Progoff's work began with his doctoral thesis, Jung’s Psychology and Its
Social Meaning (1953). In The Death and Rebirth of Psychology (1956), Depth
Psychology and Modern Man (1959), and The Symbolic and the Real (1963),
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Progoff set forth his ideas on depth psychology, which is a synthesis of the
later work of Freud, Jung, Adler, and Rank. In it depth psychology leaves
behind its medical and analytic origins and, indeed, goes beyond
psychotherapy to a conception of man as a growing and spiritual being. In
1957 Progoff began to use a journal as an adjunct to psychotherapy in his
private practice. He asked people to keep notebooks in which they recorded
the events of their inner life. A great deal that was therapeutic was achieved
by working with this psychological journal. Progoff observed, however, that
the affirmative effects of using this unstructured workbook were too closely
connected with the questions he raised or the way he raised them. The results
for the individual were at that point, then, very closely linked to Progoff’s
personal style in conducting the therapeutic consultations and the way he led

the group sessions.

The next and most decisive step, therefore, was to structure a journal
capable of mirroring the inner process of the psyche of each individual
without falsification of any kind and without the intrusion of special doctrines
or authorities. This next step was the creation of the Intensive Journal
workbook, which, after a series of provisional attempts, took its present form
in 1966. Progoff was able to create the Intensive Journal workbook by
applying to it what he had learned from a decade of study of the lives of
creative persons. He had done this work as director of the Institute for

Research in Depth Psychology at the Graduate School of Drew University
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(1959- 1971), where he and his students had systematically collected the life

histories of persons for a comparative study.

TECHNIQUE

In the workshop, in an initiation into the varied techniques for using the
Intensive Journal workbook, the beginner learns a nonjudgmental,
nonanalytic, nondiagnostic means of working out a broad answer to the
question: Where am I now in the movement of my life? There are twenty
sections to the workbook. Sixteen of these are the Intensive Journal
categories, the other four are for the related discipline of process meditation.
The workbook enables a person to write down in various logs the inner and
outer experience of his life and then in a series of exercises called “Journal
Feedback,” draw his life into focus, enlarge his capacities, clarify where he
now is, determine his resources, decide on new directions in the face of
transitions or crossroads. It is important to understand that in this work the
therapeutic and integrative results are not directly sought. They are, as it
were, an indirect outcome of the energies generated by the process of Journal
Feedback. Another way of saying this is that working with these exercises
enables each of us to understand the meaning of our lives and go on to fulfill

that meaning.

It should perhaps be emphasized that a central image of this process is
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that each of us “goes down his own well” in privacy With the aid of “twilight
imagery,” process meditation, and working with our dreams, we go down into
our depths in a unique way. It is in those depths and not on the upper,
superficial levels that we do the exercises of Journal Feedback. Hence we have
access to much that we do not know consciously but that we know
nevertheless. Nor is what we know merely personal. For in going down the

well we go beyond the personal into the transpersonal, the shared humanity.

Progoff’s is a holistic depth psychology. The discipline of this working
on oneself is designed to further wholeness and reconstructing one’s life. Its
therapeutic effects are brought about not by striving toward therapy but by
providing the active techniques that enable an individual to draw upon his
inherent resources for becoming a whole person. It establishes a person’s
sense of his own being by enriching his inner life with new experiences of a
creative and spiritual quality by means of the Journal Feedback exercises.
Since these experiences happen to him and are recorded by him while they
are actually taking place, each person accumulates a tangible and factual

validation of his personal growth as it is in process.

Progoff refers to Ralph Waldo Emerson’s conception of self-reliance as
one way of understanding the results achieved by the Intensive Journal
process. For Emerson, self-reliance is the basis for human growth and dignity.

Emerson says in his essay Self-Reliance, “Nothing can bring you peace but
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yourself.” When our reliance is upon things or people outside of ourselves, we
are not drawing upon the strengths that are inherent within us, and what is
more important, we are not developing our strengths further. The Intensive
Journal process provides a practical method by which each individual, at
whatever his present level and condition, can experience the active power of

self-reliance as an available capacity.

APPLICATIONS

In the decade since the creation of the Intensive Journal workbook in
1966, some fifty thousand persons were introduced to this method by
workshops and the first printings of At a Journal Workshop. But implicit from
the first was the idea of the Intensive Journal program as one of very broad
social outreach, able to serve a great public of all levels of income, age, and
education. In 1977 a major step in this direction was taken with the beginning
of the National Intensive Journal Program. Responsible local organizations
throughout the country have been invited to become sponsors of ongoing
Intensive Journal programs in their communities. Protestant and Catholic
churches and retreat centers have been particularly responsive as sponsors in

the first months of the expanded program.

The Intensive Journal program is taught in a growing number of

colleges and universities in both workshops and term courses. Among the
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applications are its use in college counseling and pastoral counseling. There
was a notably successful project in New York State in using the Intensive
Journal process in a job-training program in the ghetto. A Women'’s Institute
in the Midwest reports great success in introducing the Intensive Journal
program to substantial groups of women convicts in the prisons. In the
creative arts there have been successful uses of the process as part of the
training of classes of dancers and potters. These examples are indicative of

the wide range of applications that are possible.

www.freepsychotherapybooks.org 704



Intensive Psychotherapy

Richard D. Chessick

DEFINITION

Intensive Psychotherapy is best thought of as psychoanalysis with
parameters; that is to say, a form of psychoanalytic treatment modified to suit
the nature of the patient involved. If we define psychoanalysis as a treatment
characterized by a frequency of at least four sessions each week during which
a transference neurosis develops and is resolved by proper interpretation, we
can compare Intensive Psychotherapy against this procedure. In Intensive
Psychotherapy, the patient comes in less frequently, usually twice or at most
three times weekly, may or may not lie on the couch, and does not ordinarily
form a full-blown transference neurosis. Although strong transference
reactions do develop and are usually interpreted, the curative factors in
Intensive Psychotherapy are out of a multiple of influences, of which
interpretation of transference is just one. In psychoanalysis, on the other
hand, interpretation of the transference neurosis is thought to be the major

and central curative factor.

HISTORY
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Freud is the discoverer and founder of Intensive Psychotherapy as he
was, of course, the discoverer and founder of psychoanalysis. All the
principles of understanding and dealing with patients in Intensive
Psychotherapy are based completely on the Freudian psychoanalytic point of
view, and all interventions in Intensive Psychotherapy are based on our
metapsychological understanding of the patient at any given time. All
interventions are verbal only; at no time is any form of physical or social
contact with the patient ever employed, and the treatment is always of one
individual patient with no other person or persons present, except in certain

unavoidable emergency situations.

No person should be allowed to practice Intensive Psychotherapy
without undergoing several years of Intensive Psychotherapy or, better yet,
personal psychoanalysis himself, and with satisfactory termination of
personal therapy. Without a deep and thoroughgoing personal treatment, it is
impossible to avoid major counter-transference floundering and both
exploitation and retaliation against patients. It is easier to exploit patients in
Intensive Psychotherapy and to become lost in counter-transference than it is
in psychoanalysis, because in the latter the rules are more clear cut, whereas
in Intensive Psychotherapy a combination of supportive, educative, and
interpretative interventions is often called for, as well as the use of

psychopharmacologic agents.
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Psychoanalysis was designed by Freud for a very specific type of
patient, those with transference neuroses. These conditions, such as certain
phobias, obsessions, anxiety states, hysterical symptoms, and the like, were
discovered to be based on infantile neuroses formed during the time of the
resolution of the Oedipus complex, at around five years of age. Such patients
were assumed to have traversed the first three or four years of life reasonably
well, and to have a cohesive sense of self and, with resolution of the Oedipus
complex, a fairly solid repression barrier, intact ego, and strong superego.
Tensions between the id, ego, and superego produced first repression, which
was unsuccessful, and then recourse to symptom formation to aid repression.
Patients with emotional disorders forming prior to the Oedipal period were

considered untreatable by psychoanalysis, according to Freud.

The increasing plethora of such “preoedipal” disorders, such as schizoid
personalities, schizophrenics, many depressive disorders, certain
perversions, borderline patients (Chessick, 1977), and many personality
disorders forced psychoanalysts to reevaluate their treatment. One group of
psychoanalysts, such as the Kleinians and others, rewrote Freud’s theories
entirely in order to justify the application of his psychoanalysis to preoedipal
disorders; this group has more adherents in England. American pioneers such
as Alexander, Fromm-Reichmann, and many others introduced a variety of
so-called parameters, modifying the formal rules and regulations of

psychoanalysis to fit these patients. For example, patients with personality
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disorders who engage in dangerous behavior must be warned by the
therapist of the consequences of such behavior to themselves, and in some
cases the therapist must even intervene directly. This would represent an
unavoidable modification or parameter from the classic psychoanalytic
paradigm of interpretation of the transference neurosis and compromise the
neutrality of the therapist. The development of Intensive Psychotherapy out
of psychoanalysis and the historical roots of the various techniques used in
Intensive Psychotherapy are traced in my book Great Ideas in Psychotherapy,

which is understandable to the educated lay reader.

TECHNIQUE

In the communication with the patient, every detail of the therapist’s
behavior, office, atmosphere of treatment, and speech has an effect on the
patient and fosters pacification, unification, resolution of defects in
development (especially of narcissistic formations), and strengthens the
adaptive and defensive functions of the ego. In later phases of treatment the
procedure resembles more and more a formal psychoanalysis. There is a
difference of opinion among authors as to whether the patient should begin
immediately on the couch four times weekly even though parameters have to
be introduced. Psychoanalysts tend to this latter procedure; psychiatrists and
other nonpsychoanalysts tend to see the patient less frequently and sitting

up. It remains moot as to which approach is best, as the basic principles of
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treatment are the same either way. More details of the technique and practice

of Intensive Psychotherapy are given in my book How Psychotherapy Heals.

APPLICATIONS

Intensive Psychotherapy is a highly effective procedure for the
treatment of a large variety of emotional disorders that are not suitable or
amenable for psychoanalysis. It is the treatment of choice for schizophrenia,
borderline patients, personality disorders (except for the addictions), and
psychosomatic conditions. It is second choice for a large number of patients
who cannot afford to find the time for formal psychoanalysis. The goals are
less far reaching in Intensive Psychotherapy than in psychoanalysis; the
therapist is more satisfied with limited structural change, resumption of
normal developmental lines, and better adaptation. Sometimes he must help
the patient accept residual deficits and scars from early infancy. The danger
of placing such preoedipal disorders in formal psychoanalysis rather than
Intensive Psychotherapy lies in raising the patient’s hopes for extensive
intrapsychic rearrangement, which is often not possible when such profound

early psychological destruction has occurred.
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Interactional Psychotherapy

Sheldon Cashdan

DEFINITION

Interactional Psychotherapy is a treatment process that depends almost
exclusively on the therapist-client interaction for enacting change. The focus
in the therapy is on the maladaptive behavior patterns that the client uses to
structure his relationships. Labeled “strategies,” these patterns are highly
manipulative and lead ultimately to a breakdown in his relationships with
others. Interactional Psychotherapy is based on the premise that the client
will invoke strategic maneuvers in treatment and attempt to structure his
relationship with the therapist in much the same way as he does with other

significant figures in his life.

Of the many strategies that exist, the four most commonly seen in
therapy are Sexuality, Dependency, Martyr, and Power strategies. Each
represents, respectively, the exploitative use of eroticism, help-seeking,
ingratiation, and control in human relationships. The task of the therapist is
to establish the conditions that allow the strategy to be expressed in the
treatment setting. Once this is accomplished and the strategy emerges, the

therapist can respond to it in such a way as to help the client interact in new
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and more adaptive ways.

HISTORY

Interactional Psychotherapy is a relatively new technique, although its
underpinnings can be found in a number of interactional approaches to
personality. Eric Berne, Robert Carson, and Erving Goffman are but a few of
the writers who emphasize the way human interaction and pathological
behavior are related. Interactional Psychotherapy is the natural derivative of
such approaches since it articulates precisely how the therapist-client

interaction can be used to modify maladaptive behavior.

TECHNIQUE

The interactional therapy process is comprised of five relatively distinct

stages. They are:
Stage One: Hooking
Stage Two: Maladaptive Strategies
Stage Three: Stripping
Stage Four: Adaptive Strategies

Stage Five: Unhooking (Termination)
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Each stage encompasses a relatively discrete set of techniques and a
corresponding shift in the client’s behavior. The goal of treatment is to guide
the client through these stages to provide him with a series of sequential
learning experiences. This in turn leads to the replacement of maladaptive

strategies by more adaptive ways of relating.

At the beginning of the treatment process the therapist must establish
the conditions that will enable him to become a significant figure in the
client’s life. Through a combination of support and mild advice giving, the
therapist transforms himself from a distant “expert” into someone warm and
caring, someone capable of being regarded as a “significant other” (someone
who plays an important role in one’s life). After this is accomplished, as
indicated by the client’s wanting to come to therapy rather than feeling he

needs to, the first stage of treatment — hooking — is completed.

The client’'s maladaptive patterns then begin to emerge, marking the
beginning of stage two. This occurs as the client comes to view the therapy
relationship as one that potentially can gratify relational needs. The client,
therefore, begins to use the same strategy with the therapist as he does with
other important figures in his life. In the beginning, the strategy is expressed
in vague and indirect ways. The therapist’s job in this stage consequently is to
transform indirect expressions of the client's strategy into clear,

unambiguous statements. What this means is that the therapist must allow
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himself to become the target of the client’s strategy. This is done so that the

strategy can be dealt with effectively in an experiential fashion.

Stage three — stripping — is the phase of treatment in which the
client’s strategy is confronted, challenged, and eventually refuted. By refusing
to be manipulated while simultaneously affirming the relationship, the
therapist chips away at the strategy and “strips” the client of his major way of
relating to people. The stripping stage tends to be an extended phase of
therapy since clients do not easily give up what they have come to depend
upon so desperately. Often it is a tumultuous phase. But unless it is
successfully negotiated, the client will not experience what it means to be in a

relationship that is strategy-free.

The fourth, or adaptive, strategy stage is marked by self-revelation on
the client’s part and by transactional feedback on the part of the therapist. For
perhaps the first time in his life the client begins to reveal some very basic
doubts about himself. Very often these have to do with detachment from
others and deep doubts about his ability to care. Almost always, issues of self-

worth and self-esteem emerge.

This is the stage of therapy in which issues of identity are delved into in
detail. With strategic behavior patterns weakened, the client can now explore

more productively how his identity is confirmed in his interactions with
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others. It is here that therapist feedback has its greatest impact. Because the
therapist has become a “significant other,” and can now communicate without
having to cope with strategic roadblocks (extreme dependency, seduction
maneuvers, etc.), he can help the client appreciate how his maladaptive

behavior patterns undermine his relationships with others.

The final stage — unhooking — marks the beginning of a letting-go
process. The major learning of therapy has already taken place. The client has
survived a relationship with a meaningful figure without having to rely so
heavily on his strategic maneuvers. Bolstered by this experience and armed
with some of the rudimentary interpersonal tools of human interaction, he
now is in a much better position to form meaningful productive relationships
outside the therapy. As outside relationships become more gratifying and the
cost of staying in therapy outweighs the benefits, the therapy comes to a

close.

APPLICATIONS

To the extent that most maladaptive behavior patterns can be depicted
in strategic terms, Interactional Psychotherapy is applicable in a variety of
contexts. The system has been described in one-to-one terms merely for
descriptive purposes. It is equally applicable in group therapy, marital

counseling, family therapy, and other therapy settings involving more than a
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single client. The main difference in multiperson contexts is that the therapist
focuses less on his role as target and more on the way participants target one
another. Other differences exist (Cashdan, 1973) but they have more to do
with changes in specific techniques than with major alterations in the therapy

process.

The Psychotherapy Guidebook 715



Jungian Group Psychotherapy

Thayei A. Greene

DEFINITION

Jungian Group Psychotherapy is designed to provide individuals with
both interpersonal and intrapersonal experience of the psyche within a group
setting. In Jungian theory and practice, the priority of individual analytic
therapy, one to one, is explicitly affirmed. Group therapy, therefore, is seen as
a valuable adjunct and aid to the central work of an individual with an
analyst. The group by its very nature constellates unconscious projections,
affective (emotional) reactions, and the struggle for individuality in relation
to the collective. The concreteness and immediate experience of group
interaction provide an arena within which individuals can encounter their
psychological reality. Unconscious dynamics are first confronted, often
painfully, and then slowly assimilated through the mirroring effect of group
feedback and group acceptance. In this way the introverted and individual
bias in Jungian psychology is compensated by the healing potential of creative

communal experience.

HISTORY
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Carl Jung himself was profoundly skeptical about the value of group
therapy and he never included it in his own analytical practice. His concern
and appreciation for the value and uniqueness of the intrapsychic experience
of the individual made him wary of the intrusiveness and collective
categorizing so typical of much group behavior. It was not until the early
1960s, around the time of Jung’s death, that a very few Jungian analysts began
to experiment with group process as an adjunct to individual analysis. Group
therapy as a treatment modality has become increasingly accepted by
Jungians, but even now is practiced only by a minority. Only in the New York
Training Center is group therapy included as a required element in the

training experience of prospective analysts.

TECHNIQUE

Group psychotherapy is such a recent development for Jungians that no
commonly recognized or agreed upon technique has as yet developed. At this
point the particular personality and past group experience of the therapist is
liable to determine his technique more than any other factor. There is as yet
only the barest minimum of Jungian writing specifically devoted to the
subject (see bibliography). One implication of this lack of a substantial history
or literature is that Jungians have had to look outside their own school to find

models and methods with which to work.
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Probably the most important contributions to the techniques used by
Jungian therapists in group process have been drawn from the gestalt and
encounter group experience. Some therapists also use bio-energetic and
sensory awareness methods. In almost every case the method chosen has the
purpose of aiding an individual to explore the intrapsychic dimensions of
some interpersonal conflict. Two methods used extensively in individual
Jungian analysis — namely, dream analysis and creative fantasy — are also
frequently employed within the group process. When, for example, a member
has had a dream about the group, such a piece of unconscious material is
considered most appropriate for group analysis, even though it may also be
worked within an individual session. Creative fantasy involves a method of
guided exploration and analysis of images emerging spontaneously from the
psyche of an individual group member or occasionally from the unconscious
material of several group members at the same time. The starting point for
such a fantasy may be a dream image, a powerful affective reaction, a
significant figure in the group member’s life, or possibly an internal image

evoked by some other member of the group.

Since Jungians consider the experience of individual analysis to be the
result of a unique encounter between two psyches, there is naturally a rather
similar attitude toward the role and function of the therapist in a group.
Various projections and transference phenomena will inevitably occur that

the therapist must deal with in a manner consonant with his own personality
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and style. The focus of therapeutic leadership in a group is almost never a
concentration upon transference and resistance as the primary catalyst for
awareness. The therapist is more often one who intervenes only when other
resources in the group are not available or when specific professional
knowledge and interpretation is needed. Such an approach tends to evoke a
transference to the group itself in both positive and negative forms, as

nourisher and devourer, as rule giver and liberator.

APPLICATIONS

Although there is no consistent and widely accepted technique, Jungian
group therapists are in general agreement as to the central values and
applications of the group process. Absolute priority is given to the legitimacy
and integrity of the experience of the individual within the group. Whatever
the projections, reactions, distortions of a group member, these are
approached with a phenomenological and accepting attitude as that
individual’s present psychological reality. Positive and negative interactions
in the group are first allowed to be played out and fully experienced and then
are looked at in terms of subjective meaning and unconscious dynamics. Such
an approach provides each group member with a greatly strengthened sense
of individual identity and value in the face of social collectivity. Particularly
for introverted and socially isolated people, such an experience of

individuality within a group can lead to significant therapeutic change in
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social adaptation. By its very nature a group presents each member with a
variety of personalities and psychological types in a way that no one-to-one
individual analytic experience can do. Thinking and feeling, sensation and
intuition, introversion and extraversion are all present and evoke reactions
within the group. In that way the group process becomes a laboratory for the
life situation and conflicts of its members in their marriages, work, and other
interpersonal involvements. The major complexes, such as mother, father,
oedipal, authority, etc., are spontaneously enacted within the group and

thereby become available to analytic exploration and individual assimilation.
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Kinetic Psychotherapy

Robert S. Schachter

DEFINITION

Kinetic Psychotherapy (KPT) is a form of group therapy designed for
adults, children, and families to help participants look at their patterns of
interaction with each other as well as their behavior in various life situations.
Additionally, it is a vehicle for learning to identify and verbalize emotion.
Behavior is viewed as a statement made in response to a feeling state. Group
members have the opportunity to assess if the manner in which they make
their statements is effective. They are encouraged to use adaptive behavior

and find alternatives to ineffective patterns of interaction.

Kinetic Psychotherapy accomplishes these aims via a series of physical
interactive games that imitate real-life situations. An example is “Frustration,”
in which five participants form a circle and attempt to prevent a sixth
member from catching the ball that is passed around. As the play continues,
three things occur. First, the excluded member begins to experience feelings.
These are projected into the game, as evidenced by different responses of

various members.
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Second, as feelings become apparent, the individual assumes his
characteristic coping response to such a situation. For example, the one who
usually gives up when frustrated will begin to give up. The game is stopped at
this point and the player is given an opportunity to view his response pattern.
If it is effective, the participant is encouraged to use it; however, in the case of
the person who gives up, he is aided by the group in finding an alternative
coping mechanism that fits with the person’s style. Another useful example is
that of the person who withholds expression of emotion when angry. As the
individual becomes angry in the game and a typical pattern emerges, he has
an opportunity to verbally communicate this feeling directly to another. A
structure exists in which all emotions can be identified and verbally
expressed with the person never being pushed past the point that he can

tolerate. As a result, the person experiences a resolution of a confrontation.

Third, associations to other experiences of similar feeling tone become
conscious and are available for discussion, which occurs at the end of the
activity session. This verbal interchange is relatively traditional in its
technique. Behavior observed in the activity period is examined and related

to behavior in real-life situations.

HISTORY

KPT was developed by this writer essentially by accident. After
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observing a number of youngsters interact in a game situation, I found that
affective (emotional) responses were more intense and that characteristic
patterns of response became evident in a way not possible with traditional
verbal or play approaches. I experimented with hundreds of games that have
been distilled to the existing fifty activities now used. Each of these is
designed to imitate a real-life situation in feeling tone and to stimulate
interaction. Experimental studies with children indicate a high rate of
behavioral change (80 percent) within a treatment time of six months with
weekly group meetings. A 10 percent regression rate was revealed by a two-

year follow-up. Work with adults has not been documented experimentally.

TECHNIQUE

Kinetic Psychotherapy combines the three approaches of the
Psychoanalytic, Existential, and Behaviorist schools. After an intensive
evaluation, a person is placed in a group of six that is balanced to include
several persons of aggressive and several of passive behavioral styles.
Psychoanalytic theory is considered as one participates in the activities, and
the psychodynamics of this individual are constantly considered within the
context of the activity. If he is interested in pursuing the cause of various
behaviors, this is explored in the verbal group discussion segment. Here,
intrapsychic material that has become available is also examined. The

experiential aspect of KPT is fundamental to how a person becomes aware of
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present patterns and how one can retrain oneself to use new ones. As the
game is stopped and the participant focuses on the pattern the instant it is
occurring, an experiential awareness occurs in which the behavior suddenly
becomes clear. Similarly, as an individual practices a new behavior, this
becomes part of the ego functioning and is added to a person’s repertoire of
responses. The behaviorist orientation is stressed in understanding how new
behaviors are reinforced. Since it is a group therapy, feedback based on
observed behavior is immediately available to participants. As an adaptive
behavior is learned, group members and the therapist are often
spontaneously supportive. Additionally, the person usually encounters
positive response in life situations as techniques learned in the group are

applied. The resulting sense of competency is a strong reinforcer.

In each situation, an individual’s style is respected. A person who has
been quiet for thirty years is not expected to become a screamer. Defenses are
also highly respected. Members are never forced to talk about what they don’t
want to discuss, nor are they forced to participate when they feel resistant.
This situation is worked with in the way resistances traditionally are.
Hopefully, they are put into some context that helps the person understand

the behavior.

APPLICATIONS
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With adults, KPT has proven very effective in work with nonpsychotic
cases of depression, anxiety, phobias, social skill training, and general
situations where a person needs to learn more effective ways of facing,
accepting, and using emotion in interpersonal situations. With children KPT
has proven valuable in dealing with cases where behavior ranges from overly
passive to overly aggressive. Adjustment reactions, phobias, immature
behavior, and emotional problems stemming from learning disabilities all
have shown impressive diminution. As a tool for family therapy KPT helps
make explicit the family process and facilitates interventions for improved

communication.

In summary, Kinetic Psychotherapy is a form of group therapy suited for
those who need to face and change current patterns of functioning. By using a
range of physical interactive games as its base, KPT allows participants to face

their coping systems and aids them in finding alternatives that fit their basic

style.
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Kleinian Technique

Ruth Riesenberg-Malcolm

DEFINITION

Melanie Klein's technique is a psychoanalytic method used in treatment

of children as well as adults.

HISTORY

Klein began her therapy first in Budapest in 1917, mainly with children.
This work enabled her to study early infantile development at firsthand. From
this analytic work she obtained her main insights into the functioning of the

human mind. These discoveries also helped to shape her analytic technique.

In 1924 Klein moved to Berlin to undergo analysis with Karl Abraham.
She came to England in 1926 through an invitation of the British Psycho-
Analytic Society. She settled in London and practiced and taught there until

her death in 1960.

Her ideas and methods are widely used in the treatment of both
neurotic and psychotic patients, and have greatly influenced the thinking of

the British School of Psycho-Analysis.
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Klein came to realize that the individual is exposed from birth to a
conflict caused by the action of the two opposite impulses: love and
aggression. She is an adherent of Freud’s view on the life-and-death instincts.
An early and rudimentary ego also exists from the start and is capable of
experiencing those impulses and anxieties, and of creating defenses necessary
to defend itself. The impulses, being of a biological nature, cannot directly be
perceived as such by the mind. The ego creates fantasies that are
psychological transformations of instinctive impulses as well as
representatives of the object that satisfies them. The mechanisms of
projection and introjection operative throughout life play a central role in the
infant’s relations to his objects. All these mental phenomena are perceived

and expressed in the mind by unconscious fantasy.

TECHNIQUE

This basic theoretical understanding made Klein and her followers
develop certain emphases of analytical technique that are generally thought
to distinguish them from other followers of Freud’s basic method. First,
Kleinian analysts are especially rigorous in using transference as the main
basis of formulating interpretations, and they assume that transference
operates from the moment the analysis begins rather than as something built
up gradually. Second, in evaluating the transference they use not only the

verbal contents of what the patient says but also the feelings that he
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expresses by his manner of saying it and the feelings he evokes in the analyst.
Third, they do not necessarily deal with defenses, rather than anxieties, first,
as most of the analytical schools do but refer to the anxiety content together
with its defense. Fourth, compared with many analytical schools of thought in

the United States and on the Continent they interpret more frequently.

However, Klein and her followers maintained the main points of Freud'’s
classical technique: the analyst works with the patient five times a week in
sessions lasting fifty minutes, asks the patient to lie down on the couch, to
free associate, uses his understanding of transference, and presents his
findings to the patient in the form of interpretations with the aim of achieving
therapeutic insight. The Kleinian Technique is thus modeled on Freud’s
method. In a sense it adheres to it with special strictness, since it avoids

making any kind of interventions other than interpretations.

To illustrate some of these points I want to describe some material from
the initial sessions with a patient. He was a thirty-year-old man, very
handsome, cold and distant. He came to his first session and proceeded to tell
me that he did not expect much from analysis. In fact, he did not expect
anything at all, but just wanted to see whether it might help him with his
problem. He added that his main problem was not just psychological. As it
happened he was told by his father that he had to get married or he would be

disinherited. (His father wanted to make sure of an heir to the family name.)
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He had never had a real girl friend. He had never been in love and he had
never had sexual intercourse. All this was said to me in a very superior way.
After a short pause he proceeded to say that he was rather surprised that
Kleinian analysts treat adult patients; he had thought they worked only with
children, but he was pleased to have chosen a Kleinian analyst. Here I pointed
out to him, tentatively, that it seemed to me that he had two different feelings:
on the one hand, he expects very little from the analysis; but on the other
hand, he is somewhat hopeful that I might be able to help him with the
problems he felt to have been with him from childhood. This would explain
his remark that I was a “Kleinian” and also his notions that Kleinians work

only with children.

Perhaps he hoped that I might be able to help a part of him that might
feel like a child and that this might allow him to feel friendly toward a woman
and eventually to move toward marriage. The patient mocked a bit, scorned
the interpretation, and said that he could not comprehend my point. Then he
proceeded to tell me that he had often been out with women; some he found
very pleasant but he always felt distant toward them. Usually what happened
was that they were very interested in him, and then he dropped them. He
proceeded to recount in some detail a particular episode that puzzled him. He
was going out with a girl who seemed to be getting more and more attached
to him and then, for no reason he could account for, he suddenly left her in

the middle of a dinner party. This situation had always made him feel rather
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uncomfortable and strange. He could not understand it. He said that often he
daydreamed about becoming a bishop and building an enormous church. He
suddenly asked me when [ took my vacations. [ suggested that perhaps his
attitude played a part in producing his feeling that nothing is to be expected
from the analysis. I went on to say that he might fear that were he to allow
himself any hope from the analysis this would make him feel unsafe, and that
this insecurity would be a torture to him. For example, he might be exposed to
the disruption of my going on vacations. I also pointed out that this would
explain his question about vacations which otherwise seemed premature,
since we were in the beginning of the year. In this interpretation I tried to
connect his cold, superior attitude with his attempts to make me feel
unwanted. He wanted me to know that he could walk out on me and thus
could avoid the bad feelings that he might have if he were placed in the same

situation that the girl whom he had left had been placed in.

The patient’s response to this interpretation was slightly different from
his response to the previous one. He proceeded to dismiss what I said, but he
sounded ‘more thoughtful and not so patronizing. In the following session he
said that he had had a dream where he was sitting in a train feeling terribly
frightened; he felt he might lose his way and his belongings. He could not
understand this at all. He associated with this a time when he was very young
— under seven — and was sent to boarding school. He had felt utterly

desolate there, and he tried to phone his parents, but they just would not
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listen and told him to be a man. Here I was able to interpret how if he did not
express his usual coldness and contempt and wasn’t patronizing he might feel
like this terribly desolate child. | reminded him of the previous day’s session,
about the vacations, and said how he feared that I might send him away as he
had been sent away to school and that led him to put all these vulnerable and
frightened parts of himself and his feelings into me, and then he looked down
at me as he felt he had been looked down on when he was small and he
treated my interpretations as though they were noises from a child who was
making too much fuss. Here, for the first time, the patient laughed. He tried to
dismiss the interpretation by saying, “Oh, it's quite interesting. I think I
understand what you say. Of course it is a parallel, just a parallel, and anyhow,

[ don’t know how it would solve my problem.”

In the following day’s session he began to tell a dream. In the dream he
woke up and tried to recall his dream, but he was interrupted all the time by a
very gay, mocking, handsome young man who looked a bit like himself and
who kept singing opera very loudly. The moment he tried to speak, the
singing grew louder and louder. Here I made the following interpretation
with the aid of an association he had given me, namely, that through the
dream we could see that there seemed to be a big split between two aspects
of himself in his relation to me and to the analysis, and that those aspects
were in conflict. Also, | suggested a connection with his saying the day before

“... 1 think I understand what you say. Of course, it is a parallel...”I remarked
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that this division in him makes him see things in parallels.

I have brought some instances from the beginning of this patient’s
analysis to illustrate my mode of interpretation, which is conditioned both by
one’s understanding of the transference and content of the patient’s material,
and by one’s theoretical conceptions. In his comprehension of the
transference and the central role it plays in the analytical work, the Kleinian
analyst is much influenced by the idea that object relations exist from birth
and by the concepts of the paranoid-schizoid and depressive positions, each
with its characteristic pattern of anxieties and defenses. The understanding of
the processes that underlie the formation of the transference — that is,
repetitive compulsion — and its meanings make a Kleinian analyst watchful
for manifestations of it from the very first session, and the analyst tries to
understand how the patient first relates to his analyst — what expectations
he has, what anxieties he feels, what methods he uses to defend himself. In
evaluating the patient’s material the analyst takes into account, together with
his verbal communications, the total of the patient’s behavior; his movements
from the moment he enters the room, his tone of voice, the form he speaks in,

the way he responds to the analyst’s interventions.

Interpretations are given frequently and are formulated as soon as
some understanding of what is happening has been reached. They are then

modulated and shaped according to the patient’s response. To be therapeutic
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the interpretation has to refer to the patient’s feelings, anxieties, and
defenses. It has to take into account the external stimuli, the transference
situation, as well as the links with the past. It should refer to the role of the
internal object as well as the interplay between fantasy and reality. All this
would make an interpretation very long. Interpretations are often given in
part at first and then gradually completed, generally enlarged by the new
material the patient brings and which corrects and enriches the initial
approach. The time it takes to complete an inter