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Preface

From its beginnings, psychotherapy integration ment was small and concentrated in the United
States.has been characterized by a dissatisfaction with

single-school approaches and the concomitant In 2005, psychotherapy integration has en-
tered young adulthood, no longer an immaturedesire to look beyond school boundaries to see

what can be learned—and how patients can or novel approach to clinical work. Eclecti-
cism—or the increasingly favored term, integra-benefit—from other forms of behavior change.

Improving the efficacy, efficiency, and applica- tion—is now well established as the modal ori-
entation of psychotherapists, and this book isbility of psychotherapy is the raison d’être of

integration. now only one of many volumes on the subject.
Literally hundreds of books around the globeThe 13 years between publication of the

original edition of the Handbook of Psychother- are now published with the term integrative in
their titles. Empirical evidence attesting to theapy Integration and this second edition was

marked by memorable growth in psychother- effectiveness of integrative psychotherapies is
growing. Integration has grown into a matureapy integration. In 1992, psychotherapy inte-

gration was relatively new and novel, just en- and international movement.
For these and related reasons, the originaltering its pre-teen years. Integration had only

recently crystallized into a formal movement. edition of the Handbook of Psychotherapy Inte-
gration became dated and incomplete. It wasOur original Handbook was the first compila-

tion of the major integrative approaches and time for a new edition.
was hailed by one reviewer as “the bible of the
integration movement.” Few empirical studies OUR AIM
had yet been conducted on the comparative
effectiveness of integrative or eclectic approaches What has not materially changed is the purpose

of our book. The aim of this second editionto psychotherapy. The formal integration move-
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continues to be a state-of-the-art, comprehen- Psychotherapy Integration (SEPI). Within the
constraints of a printed volume, we have triedsive description of psychotherapy integration

and its clinical practices by some of the leading to share some of that excitement by including
an actual dialogue on psychotherapy integra-proponents. Along with these integrative ap-

proaches, we feature the concepts, history, tion between Paul Wachtel and Marvin Gold-
fried.training, research, and future of psychotherapy

integration as well. The Handbook is divided into five substan-
tive parts. Part I presents the concepts (Nor-The intended audiences are practitioners,

students, and researchers. Psychotherapists of cross) and history (Goldfried, Pachankis, &
Bell) of psychotherapy integration. Part II fea-all persuasions and professions will be attracted

to these premier integrative psychotherapies tures exemplars of each of the movement’s four
predominant thrusts: common factors (Beitman,and integrative treatments. The first edition of

the Handbook was widely adopted for courses Soth, & Bumby; Miller, Duncan, & Hubble);
technical eclecticism (Lazarus; Beutler, Con-and seminars on psychotherapy integration,

and we anticipate that the second edition will soli, & Lane); theoretical integration (Prochaska
& DiClemente; Wachtel, Kruk, & McKinney;again serve this purpose. The contributors’

use of the chapter guidelines (see below) and Ryle); and assimilative integration (Stricker &
Gold; Castonguay, Newman, Borkovec, Holt-our addition of a summary outline (next sec-

tion) will facilitate a systematic and compar- forth, & Maramba). Part III presents integrative
psychotherapies for specific disorders and pop-ative analysis of the integrative approaches.

We worked hard to maintain the delicate bal- ulations—anxiety (Wolfe), chronic depression
(McCullough), borderline personality disorderance between authors’ individual preferences

and readers’ desire for uniformity in chapter (Heard & Linehan), and culturally diverse cli-
ents (Ivey & Brooks-Harris). Part IV featurescontent and format. And researchers will find

that each chapter summarizes the empirical integrative treatment modalities, specifically, dif-
ferential therapeutics (Clarkin), combining ther-evidence associated with that particular ap-

proach. apy formats (Feldman & Feldman), integrative
problem-centered therapy (Pinsof), integrat-
ing spirituality into psychotherapy (Sollod),
and blending pharmacotherapy and psycho-CONTENT AND ORGANIZATION
therapy (Beitman & Saveanu). Part V con-
cludes the volume by addressing clinical train-The contents of this second edition reflect

both the evolution of psychotherapy integra- ing (Norcross & Halgin), outcome research
(Schottenbauer, Glass, & Arnkoff), and futuretion and the continuation of our original goals.

We have deleted several dated chapters that ap- directions (Eubanks-Carter, Burchell, & Gold-
fried) in integration.peared in the original edition, and all remain-

ing chapters have been revised and updated. No single volume—even a hefty one like
this—can canvass all important topics or clini-We added new chapters on outcome-informed

clinical work, cognitive-analytic therapy, cogni- cal situations. One regrettable gap in our cov-
erage is the absence of a chapter on integrativetive-behavioral analysis system of psychother-

apy, integrative psychotherapy with culturally therapy with children and adolescents. We could
not readily identify a conceptually advanceddiverse clients, integrative problem-centered

therapy, and blending spirituality with psycho- and empirically supported integrative therapy
for children. Moreover, space considerations re-therapy. An entirely new section (with two

chapters) features assimilative integration. We stricted us to four examples of integrative thera-
pies for specific disorders and populations. Inhave also tried to convey more about the pro-

cess of integrative dialogue itself—the lively making the precarious choices of which mate-
rial would receive coverage and which wouldand dynamic exchanges that often occur in in-

tegrative meetings, particularly the annual con- be passed over, we opted to keep the book clin-
ically useful and student accessible.ferences of the Society for the Exploration of
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CHAPTER GUIDELINES Applicability and Structure
Aim: To describe those situations and patients

for which the approach are particularlyContributors to Part II (Integrative Psychother-
apy Models) and Part III (Integrative Psycho- relevant.

• For which types of patients (e.g., diagnos-therapies for Specific Disorders and Popula-
tions) were asked to address a list of central tic types, client characteristics) is the ap-

proach relevant?topics in their chapters. Chapter guidelines
were designed to facilitate comparative analy- • For which types of patients is the ap-

proach not appropriate or of uncertainses and to ensure comprehensiveness. As ex-
pected, the authors did not always use the sug- relevance?

• For what situations (e.g., clinical settings,gested headings; all of the requested topics
were addressed in the respective chapters, but time limitations) is/is not the approach

relevant?we did not insist on identical formats.
• What are the clinical settings for the ap-

The Integrative Approach proach? Are there any contraindicated
Aim: To outline the historical development settings?

and guiding principles of the approach. • What is the typical frequency and length
• What were the primary influences that of sessions?
contributed to the development of the ap- • Is the therapy typically time-limited or
proach (e.g., people, experiences, re- unlimited? What is the typical duration
search, books, conferences)? of therapy (mean number and range of

• What were the direct antecedents of the sessions)?
approach? • Are combined therapy formats used (e.g.,

• What are the guiding principles and cen- individual therapy plus family therapy)?
tral tenets of your approach? • Where does psychotropic medications fit

• Are some theoretical orientations more into the approach?
prominent contributors to your approach
than others? Processes of Change

• What is the basis for selecting therapy in- Aim: To identify the mechanisms or processes
terventions (e.g., proven efficacy, theoreti- that produce changes in therapy and to
cal considerations, clinical experience)? assess their relative impact.

• What is the role of insight and under-Assessment and Formulation
Aim: To describe the methods used to under- standing in change, distinguishing be-

tween historical-genetic insight and inter-stand patient functioning, to construct a
case formulation, and to prioritize treat- actional insight?

• What is the relative importance of in-ment goals.
• What are the formal and informal systems sight/awareness, skill/action acquisition,

transference analysis, and the therapeuticfor diagnosing or typing patients?
• Do you employ tests or questionnaires in alliance in the approach?

• What are the relative contributions ofyour assessment?
• What major client and/or environmental “common” factors to outcome?

• Does the therapist’s personality and psy-variables are assessed?
• At which levels (e.g., individual, dyadic, chological health play an important role?

• What other therapist factors influence thesystem) are the assessments made?
• How do you integrate assessment and course and outcome of therapy?

• Which patient variables enhance or limittreatment?
• What role does case formulation play in the probability of successful treatment?
the approach?

• How do you select and prioritize treat- Therapy Relationship
Aim: To depict the therapeutic relationshipment goals?
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valued in the approach and the therapist Cases in Part III will pertain, of course,
to the specific disorder discussed in thebehaviors contributing to it.

• How do you view the therapeutic rela- respective chapters.
tionship (e.g., as a precondition of change,

Empirical Researchas a mechanism of change, as content to
Aim: To summarize the empirical research onbe changed)?

the approach.• What are the most important ingredients
• What research has been conducted onof the therapy relationship in the ap-
the conceptual framework of the approach?proach?

• What empirical evidence exists for the• On what grounds is the therapy relation-
efficacy and effectiveness of the approach?ship adjusted or tailored to the individual

• What are the percentages of dropouts andpatient?
negative outcomes?• Does the therapist’s role change as ther-

apy progresses? Future Directions
Aim: To explicate the future directions and

Methods and Techniques needs of the approach.
Aim: To delineate the methods and tech- • What further work (clinical, research,

niques frequently employed in the ap- theoretical, training) is required to ad-
proach. vance your approach?

• What are some of the interventions used • In what directions is your approach head-
to engage patients? ing in the next decade?

• What is the therapist’s work in treatment?
What is the client’s work in treatment?

ACKNOWLEDGMENTS• What therapy methods are typically em-
ployed? Which would typically not be

A large and integrative volume of this natureused?
requires considerable collaboration. Our efforts• How do you deal with resistances and
have been aided immeasurably by our familiesblocks in treatment?
and our SEPI colleagues; the former giving us• What are the most common and the most
time and inspiration, the latter providing intel-serious technical errors a therapist can
lectual stimulation and professional affirma-make when operating within your ap-
tion.proach?
We are truly indebted to the contributors.• How active and directive is the therapist

Most of them are SEPI members, and all arein the approach?
eminent psychotherapists in their own right.• How are maintenance sessions and re-
They are “beyond category”—a phrase thatlapse prevention addressed in the approach?
Duke Ellington used as a high form of praise
for artists who transcend the normal theoreticalCase Example
boundaries. We are pleased to be in their com-Aim: To illustrate the initiation, process, and
pany and to privilege their integrative work.outcome of the integrative approach with
Finally, we reciprocally acknowledge eacha single case example.

other for the pleasure and success of our edito-• To maintain comparability among the ex-
rial collaboration. We have a long history ofamples, the cases in Part II should deal
collaborating on various projects and considerwith the treatment of a client with gen-
ourselves fortunate to continue to do so.eral anxiety and unipolar depression (psy-

chological distress). The case example John C. Norcross
should illustrate and discuss the initiation Clarks Summit, PA
of treatment, patient assessment, case for-
mulation, treatment methods, therapy Marvin R. Goldfried

Stony Brook, NYrelationship, termination, and outcome.
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PART I

Conceptual and Historical Perspectives
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1

A Primer on Psychotherapy Integration

JOHN C. NORCROSS

Rivalry among theoretical orientations has a growth of our knowledge, but the active inter-
play of various tenaciously held views.”long and undistinguished history in psycho-

therapy, dating back to Freud. In the infancy of As the field of psychotherapy has matured,
integration, or eclecticism, has become a thera-the field, therapy systems, like battling siblings,

competed for attention and affection in a “dog- peutic mainstay. Since the early 1990s, we
have witnessed both a general decline in ideo-ma eat dogma” environment (Larson, 1980).

Clinicians traditionally operated from within logical struggle and the movement toward rap-
prochement. Psychotherapists now acknowl-their own particular theoretical frameworks, of-

ten to the point of being blind to alternative edge the inadequacies of any one theoretical
system and the potential value of others. Whatconceptualizations and potentially superior in-

terventions. Mutual antipathy and exchange of is distinctive of the present era is tolerance for
and assimilation of formulations that werepuerile insults between adherents of rival ori-

entations were very much the order of the day. once viewed as deviant. Indeed, many young
students of psychotherapy express surprise whenThis ideological cold war may have been a

necessary developmental stage toward sophisti- apprised of the ideological cold war of the pre-
ceding generations.cated attempts at rapprochement. Kuhn (1970)

has described this period as a pre-paradigmatic Psychotherapy integration has crystallized
into a formal movement or, more dramatically,crisis. Feyerabend (1970, p. 209), another phi-

losopher of science, concluded that “the in- a “revolution” (Lebow, 1997) and a “metamor-
phosis” in mental health (London, 1988; Moul-terplay between tenacity and proliferation is

an essential feature in the actual development trup, 1986). Although various labels are applied
to this movement—eclecticism, integration,of science. It seems that it is not the puzzle-

solving activity that is responsible for the rapprochement—the goals are similar. Psycho-

3
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therapy integration is characterized by dissatis- single unification scheme is best. Although it
might be more satisfying and elegant if the psy-faction with single-school approaches and a

concomitant desire to look across school bound- chotherapy world were not a multiverse but
rather a universe, the pluralists assure us thataries to see what can be learned from other

ways of conducting psychotherapy. The ulti- this quest will not be realized, at least not soon
(Messer, 1992). In the meantime, psychother-mate outcome of doing so is to enhance the

efficacy, efficiency, and applicability of psycho- apy is progressing toward integration in the
zeitgeist of informed pluralism.therapy.

A number of indicators attest to the maturity
of psychotherapy integration. Eclecticism, or
the more favored term integration, is the modal PLAN OF THE CHAPTER
theoretical orientation of English-speaking psy-
chotherapists. Leading psychotherapy textbooks This chapter explicates the broad context of

psychotherapy integration and sets the stage forroutinely identify their theoretical persuasion
as eclectic, and an integrative or eclectic chap- the subsequent chapters in the volume. As the

chapter title indicates, I offer a primer on inte-ter is regularly included in compendia of treat-
ment approaches. The publication of books that gration: in the dual sense of a primer (soft i) as

a small introduction to the subject and of asynthesize various therapeutic concepts and
methods continues unabated, now numbering primer (hard i) as a basecoat or undercoat for

the following applications. This chapter beginsin the hundreds. Handbooks on integration,
such as this one, have been published in at by describing the converging reasons for the

growth of psychotherapy integration, after whichleast six countries. Reflecting and engendering
the movement have been the establishment of I review four predominant routes to integra-

tion. This segues into a brief consideration ofinterdisciplinary organizations devoted to inte-
gration, notably the Society for the Exploration the varieties of integration, which includes

summaries of recent studies on the prevalenceof Psychotherapy Integration (SEPI), and of
international publications, including SEPI’s and subtypes of eclectic/integrative therapies.

The chapter concludes with a discussion of re-Journal of Psychotherapy Integration. And the
integrative fervor will apparently persist well current obstacles to psychotherapy integration.
into the 2000s: A recent panel of psychother-
apy experts did portend its escalating popu-
larity into the new millennium (Norcross, WHY INTEGRATION NOW?
Hedges, & Prochaska, 2002).
Although psychotherapy integration has in- Integration as a point of view has probably ex-

isted as long as philosophy and psychotherapy.deed come of age, we have not yet attained
consensus or convergence. As Lazarus (this vol- In philosophy, the third-century biographer Di-

ogenes Laertius referred to an eclectic schoolume) notes, the field of psychotherapy is still
replete with cult members; devoted followers that flourished in Alexandria in the second

century A.D. (Lunde, 1974). In psychotherapy,of a particular school of thought. High priests
of psychological health are still engaged in com- Freud consciously struggled with the selection

and integration of diverse methods (Frances,petitive strife and internecine battles. These
battles have receded but not extinguished, par- 1988).

More formal ideas on synthesizing the psy-ticularly in countries outside North America
and Western Europe. chotherapies appeared in the literature as early

as the 1930s (Goldfried, Pachankis, & Bell, thisA consensus has been achieved, however, in
support of the idea that neither traditional frag- volume). For example, Thomas French (1933)

stood before the 1932 meeting of the Americanmentation nor premature unification will wise-
ly serve the field of psychotherapy or its clients. Psychiatric Association and drew parallels be-

tween certain concepts of Freud and Pavlov; inWe are in no position to determine conclu-
sively which single theory, single treatment, or 1936, Sol Rosenzweig published an article that
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extracted commonalities among various sys- The sheer proliferation of diverse schools
has been one important reason for the surge oftems of psychotherapy. Until recently, how-

ever, integration has appeared only as a latent integration. The field of psychotherapy has
been staggered by over-choice and fragmentedtheme (if not conspiratorially ignored alto-

gether) in a field organized around discrete by future shock. Which of 400-plus therapies
should be studied, taught, or bought? Con-theoretical orientations. Although psychothera-

pists secretly recognized that their orientations flicting and untested theories are advanced al-
most daily, and no single theory has been abledid not adequately assist them in all they en-

countered in practice, a host of political, so- to corner the market on utility. The hyperin-
flation of brand-name therapies has producedcial, and economic forces—such as profes-

sional organizations, training institutes, and narcissistic fatigue: “With so many brand names
around that no one can recognize, let alonereferral networks—kept them penned within

their own theoretical school yards and typically remember, and so many competitors doing
psychotherapy, it is becoming too arduous toled them to avoid clinical contributions from

alternative orientations. launch still another new brand” (London, 1988,
pp. 5–6). This might also be called the “ex-It has only been within the past 20 years

that integration has developed into a clearly de- haustion theory” of integration: Peace among
warring schools is the last resort.lineated area of interest. Indeed, the temporal

course of interest in psychotherapy integration, A related and second factor is the growing
awareness that no one approach is clinicallyas indexed by both the number of publications

(Arkowitz, 1992) and development of organiza- adequate for all patients and situations. The
proliferation of theories is both a cause andtions and journals (Goldfried et al., this vol-

ume), reveals occasional stirrings before 1970, symptom of the problem—neither the theories
nor the techniques are adequate to deal witha growing interest during the 1970s, and rap-

idly accelerating interest from 1980 to the the complexity of psychological problems (Beut-
ler, 1983). Surveys of self-designated eclecticpresent.

The rapid increase in integrative psycho- and integrative clinicians reveal that their
alignment is motivated in part by disillusion-therapies of late leads one to inquire, “Why

now?” What conditions encouraged the field ment with single-therapy systems (Garfield &
Kurtz, 1977; Norcross, Karpiak, & Lister, 2004).to give specific attention and credence of late

to an elusive goal that has been around for Kazdin (1984, p. 139) writes that underlying
the ecumenical spirit is the “stark realization”more than half a century? At least eight inter-

acting, mutually reinforcing factors have fos- that narrow conceptual positions and simple
answers to major questions do not begin totered the development of integration in the

past two decades: explain current evidence in many areas of psy-
chotherapy. Clinical realities have come to de-
mand a more flexible, if not integrative, per-1. Proliferation of therapies

2. Inadequacy of single theories and treat- spective.
No therapy or therapist is immune to fail-ments

3. External socioeconomic contingencies ure. It is at such times that experienced clini-
cians often wonder if the clinical methods4. Ascendancy of short-term, problem-

focused treatments from orientations other than their own might
more appropriately have been included in the5. Opportunity to observe various treat-

ments, particularly for difficult disorders treatment—if another orientation’s strength in
dealing with the particular therapeutic prob-6. Recognition that therapeutic commonal-

ities heavily contribute to outcome lems might complement the therapist’s own
orientational weakness. This premise is the ba-7. Identification of specific therapy effects

and evidence-based treatments sis of Pinsof ’s (1995, this volume) Integrative
Problem-Centered Therapy, which rests upon8. Development of a professional network

for integration the twin assumptions that each orientation has



6 Conceptual and Historical Perspectives

its particular domain of expertise and that these ing the different therapies “hang together,”
rather than “hang separately.”domains can be interrelated to minimize their

deficits. The same time period also witnessed the ris-
ing interest in short-term, problem-focused psy-The proliferation of therapies and the inad-

equacies of single models were in part precipi- chotherapies. Treatment reviews, tightening in-
surance reimbursement, and mandated brieftated by a matrix of economic and social pres-

sures. In the 1970s and 1980s, integration was treatment began to startle clinical practitioners
out of their complacency with long-term treat-spurred along by such occurrences as the ad-

vent of legal accreditation of psychotherapists, ment. With 90% of all patients covered by
some variant of managed care, short-term ther-with a resultant surge in professional practice

and growth of psychological trade schools; the apy has become the de facto treatment.
Short-term therapy invariably means moredestigmatization of psychotherapy, spurred by

the human-potential movement; the onset of problem-focused therapy. The brief, problem
focus has brought formerly different therapiesfederal financial support for clinical training;

and insurance companies’ financing of psycho- closer together and has created variations of
therapies that are more compatible with eachlogical treatment (London, 1983). Psychother-

apy also experienced mounting pressures from other. Integration, particularly in the form of
technical eclecticism, responds to the prag-such not easily disregarded sources as govern-

ment policymakers, informed consumers, and matic time-limited injunction of “whatever
therapy works better—and quicker—for thisnational health insurance planners who started

to demand crisp and informative answers re- patient with this problem.” In one early study
of 294 health maintenance organization (HMO)garding the effectiveness of psychosocial treat-

ments. More broadly, the culture of the 1970s therapists, for instance, the prevalence of eclec-
ticism/integration as a theoretical orientationand 1980s created an intellectual and sociopo-

litical climate for psychotherapists in which ex- nearly doubled as a function of their em-
ployment in HMOs favoring brief, problem-perimentation and heterodoxy could flower

more easily than at other times (Gold, 1990). focused psychotherapy (Austad et al., 1991).
A fifth factor in the promotion of psycho-In the 1990s, the field was subjected to

another set of forces that weakened rigid theo- therapy integration has been clinicians of di-
verse orientations observing and experimentingretical boundaries. Consumer groups and in-

surance companies were pressuring psycho- with diverse treatments (Arkowitz, 1992). The
establishment of specialized clinics for thetherapists to demonstrate the efficacy of their

methods. Biologically oriented psychiatrists treatment of specific disorders have afforded
exposure to other theories and therapies. Thesequestioned the psychosocial paradigm of psy-

chotherapists. The failure of research findings clinics are often staffed by professionals of dif-
ferent orientations and disciplines, with greaterto demonstrate a consistent superiority of any

one school over another and the shifting focus emphasis on their expertise about the clinical
problem than on their theoretical orientationto specific clinical problems (often requiring

the expertise of different professions and orien- per se. These clinics focus on treating patients
and disorders that have not historically respond-tations) led an increasing number of clinicians

to search seriously for solutions outside their ed favorably to pure-form psychotherapies: per-
sonality disorders, eating disorders, substanceown particular paradigm.

Attacks from outside the mental health pro- abuse, post-traumatic stress disorders (PTSD),
obsessive-compulsive disorders (OCD), and thefessions have started to propel them together.

Without some drastic changes (not the least of chronically mentally ill, to name a few.
Moreover, the publication of detailed treat-which is integration), psychotherapists stand

to lose prestige, customers, and money. As Ma- ment manuals and the release of numerous
videotapes of actual psychotherapy have per-honey (1984) put it (paraphrasing Benjamin

Franklin), there is something to be said for hav- mitted more accurate comparisons and con-
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trasts among the therapies. Many clinicians behavior therapy for child conduct disorders,
conjoint therapy for marital conflict, cognitive-reading manuals or watching videotapes are

surprised by the immense commonality among behavior therapy for panic disorder and dem-
onstrated the differential effectiveness of ther-practitioners of diverse orientations, in spite of

their differing vocabulary. Even when actual apy relationships with specific types of patients
for example, less directive therapies for highlydifferences remain, in behavioral terms, ob-

serving practices of different orientations may resistant patients, and insight-oriented thera-
pies for people in the contemplation stage ofhave induced an informal version of “theoret-

ical exposure”: previously feared and unknown change. We can now selectively prescribe dif-
ferent treatments, or combination of treatments,therapies were approached gradually, anxiety

dissipated, and the previously feared therapies for some clients and problems.
Practitioners have learned to emphasizewere integrated into the clinical repertoire.

At the same time, controlled research has those factors common across therapies while
capitalizing on the contributions of specific orrevealed surprisingly few significant differences

in outcome among different therapies. Lubor- unique techniques. The proper use of com-
mon and specific factors in therapy will proba-sky and associates (1975), borrowing a phrase

from the Dodo bird in Alice in Wonderland, bly be most effective for clients and most con-
genial to practitioners (Garfield, 1992). Wewryly observe that “everybody has won and all

must have prizes.” Or, in the words of London integrate by combining fundamental similari-
ties and useful differences across the schools.(1988, p. 7), “Meta-analytic research shows

charity for all treatments and malice towards The identification of specific or unique ef-
fects in psychotherapy relates closely to the re-none.” Though there are many possible inter-

pretations of such findings (Norcross, 1995a; cent promulgation of empirically supported, or
evidence-based, treatments in mental health.Stiles, Shapiro, & Elliot, 1986), the two most

common responses seem to be a specification These tend to be manualized, single-theory
treatments for specific disorders that are sup-of factors common to successful treatments and

a synthesis of useful concepts and methods ported by controlled research in clinical trials.
At first blush, the compilation of single-theoryfrom disparate therapeutic traditions.

The recognition that the so-called common or pure-form treatments would seem antitheti-
cal to the integration movement (Glass & Arn-factors play major roles in determining therapy

effectiveness served as another contributor to koff, 1996). The promotion of such compila-
tions might lead to training programs teachingthe rise of integration. The common factors

most frequently proposed are the development only the listed pure-form therapies, insurance
companies funding only these, and practi-of a therapeutic alliance, opportunity for ca-

tharsis, acquisition and practice of new behav- tioners conducting only these.
Yet, the emergence of evidence-based treat-iors, and clients’ positive expectancies (Gren-

cavage & Norcross, 1990; Tracey et al., 2003). ments in mental health has, paradoxically, fur-
thered the breakdown of traditional schoolsEmpirically speaking, therapy outcome can

best be predicted by the properties of the pa- and the escalation of informed pluralism. The
particular decision rules for what qualifies astient and the therapy relationship (see Norcross

[2003] for reviews); only 10% to 15% of out- evidence remain controversial, but the emerg-
ing evidence-based lists reveal a pragmatic flarecome variance is generally accounted for by

the particular technique. for “what works for whom.” The clear empha-
sis is on “what” works, not on “what theory”Nonetheless, more than commonalities are

evident across the therapies—there are unique applies. The evidence-based movement is com-
patible with theoretical integration and essen-or specific factors attributable to different ther-

apies as well. Psychotherapy research has dem- tial to technical eclecticism (Shoham & Rohr-
baugh, 1996). In fact, several commentatorsonstrated the differential effectiveness of a few

therapies with specific disorders for example, believe that evidence-based compilations her-
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ald the final dismantling of traditional theoreti- tions will work: the foundation is actuarial
rather than theoretical. The multimodal ther-cal categories and will yield a new metatheory

of therapy (Smith, 1999). apy of Lazarus (1989, 1997, this volume) and
the systematic treatment selection (STS) ofFinally, the development of a professional

network has been both a consequence and Beutler (1983; Beutler & Clarkin, 1990; Beut-
ler & Consoli, this volume) are exemplars ofcause of interest in psychotherapy integration.

In 1983, the interdisciplinary Society for the technical eclecticism.
Proponents of technical eclecticism use pro-Exploration of Psychotherapy Integration (SEPI)

was formed to bring together those who were cedures drawn from different sources without
necessarily subscribing to the theories thatintrigued by the various routes to rapproche-

ment among the psychotherapies. SEPI pro- spawned them, whereas the theoretical inte-
grationist draws from diverse systems that maymotes the integrative spirit throughout the

therapeutic community through annual con- be epistemologically or ontologically incom-
patible. For technical eclectics, no necessaryferences, regional networks, a quarterly jour-

nal, and professional networking. Integration- connection exists between metabeliefs and tech-
niques. “To attempt a theoretical rapproche-ists and eclectics now have a professional

home. ment is as futile as trying to picture the edge
of the universe. But to read through the vast
amount of literature on psychotherapy, in search
of techniques, can be clinically enriching andFOUR ROUTES TO INTEGRATION
therapeutically rewarding” (Lazarus, 1967, p.
416).There are numerous pathways toward the inte-

gration of the psychotherapies; many roads
lead to Rome. The four most popular routes

Theoretical Integrationare technical eclecticism, theoretical integra-
tion, common factors, and assimilative integra- In this form of synthesis, two or more therapies

are integrated in the hope that the result willtion. Recent research (Norcross, Karpiak, &
Lister, 2004) reveals that each of the four are be better than the constituent therapies alone.

As the name implies, there is an emphasis onembraced by considerable proportions of self-
identified eclectics and integrationists (19% to integrating the underlying theories of psycho-

therapy (“theory smushing”) along with the28% each). All four routes are characterized by
a general desire to increase therapeutic effi- integration of therapy techniques from each

(“technique melding”). Proposals to integratecacy, efficiency, and applicability by looking
beyond the confines of single theories and the psychoanalytic and behavioral theories illus-

trate this direction, most notably the cyclicalrestricted techniques traditionally associated
with those theories. However, they do so in dif- psychodynamics of Wachtel (1977, 1987; Wach-

tel, Kruk, & McKinney, this volume), as do ef-ferent ways and at different levels.
forts to blend cognitive and psychoanalytic
therapies, notably Ryle’s (1990, this volume)

Technical Eclecticism cognitive-analytic therapy. Grander schemes
have been advanced to meld most of the majorEclecticism is the least theoretical of the four

routes but should not be construed as either systems of psychotherapy, for example, the
transtheoretical approach of Prochaska andatheoretical or antitheoretical (Lazarus, Beut-

ler, & Norcross, 1992). Technical eclectics DiClemente (1984, this volume).
Theoretical integration involves a commit-seek to improve our ability to select the best

treatment for the person and the problem. This ment to a conceptual or theoretical creation
beyond a technical blend of methods. The goalsearch is guided primarily by data on what has

worked best for others in the past with similar is to create a conceptual framework that syn-
thesizes the best elements of two or more ap-problems and similar characteristics. Eclecti-

cism focuses on predicting for whom interven- proaches to therapy. Integration aspires to more
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TABLE 1.1 Eclecticism versus Integration daily reality. Eclecticism in practice and integra-
tion in aspiration is an accurate description of

Eclecticism Integration what most of us in the integrative movement do
much of the time.

Technical Theoretical
Divergent (differences) Convergent (commonalities)
Choosing from many Combining many
Applying what is Creating something new Common Factors
Collection Blend The common factors approach seeks to deter-Applying the parts Unifying the parts

mine the core ingredients that different thera-Atheoretical but empirical More theoretical than empir-
pies share in common, with the eventual goalical

Sum of parts More than sum of parts of creating more parsimonious and efficacious
Realistic Idealistic treatments based on those commonalities. This

search is predicated on the belief that com-
monalities are more important in accounting
for therapy success than the unique factors thatthan a simple combination; it seeks an emer-
differentiate among them. The long consid-gent theory that is more than the sum of its
ered “noise” in psychotherapy research is beingparts and that leads to new directions for prac-
reconsidered by some as the main “signal”tice and research.
elements of treatment (Omer & London,The preponderance of professional conten-
1988). The work of Frank (1973; Frank &tion resides in the distinction between theoreti-
Frank, 1993), Garfield (1980, 1992), and Miller,cal integration and technical eclecticism. How
Duncan, and Hubble (this volume; Hubble,do they differ? Which is the more fruitful strat-
Duncan, & Miller, 1999) have been amongegy for knowledge acquisition and clinical
the most important contributions to this ap-practice? A National Institute of Mental Health
proach.(NIMH) workshop on integration (Wolfe &
In his classic Persuasion and Healing, FrankGoldfried, 1988) and several studies (e.g., Nor-

(1973) posited that all psychotherapeutic meth-cross & Napolitano, 1986; Norcross & Prochas-
ods are elaborations and variations of age-oldka, 1988; Norcross, Karpiak, & Lister, 2004)
procedures of psychological healing. The fea-have clarified these questions. Table 1.1 sum-
tures that distinguish psychotherapies frommarizes the consensual distinctions between
each other, however, receive special emphasisintegration and eclecticism.
in the pluralistic, competitive American soci-The primary distinction is that between em-
ety. Because the prestige and financial securitypirical pragmatism and theoretical flexibility.
of psychotherapists hinge on their ability toIntegration refers to a commitment to a con-
show that their particular approach is moreceptual or theoretical creation beyond eclecti-
successful than that of their rivals, little glorycism’s pragmatic blending of procedures; or, to
has traditionally been accorded the identifica-take a culinary metaphor (cited in Norcross &
tion of shared or common components.Napolitano, 1986, p. 253): “The eclectic se-
One way of determining common therapeu-lects among several dishes to constitute a meal,

tic principles is by focusing on a level of ab-the integrationist creates new dishes by com-
straction somewhere between theory and tech-bining different ingredients.” A corollary to this
nique. This intermediate level of abstraction,distinction, rooted in the theoretical integra-
known as a clinical strategy or a change pro-tion’s earlier stage of development, is that cur-
cess, may be thought of as a heuristic thatrent practice is largely eclectic; theory integra-
implicitly guides the efforts of experiencedtion represents a promissory note for the future.
therapists. Goldfried (1980, p. 996, italics inIn the words of Wachtel (1991, p. 44):
original) argues:

The habits and boundaries associated with the
various schools are hard to eclipse, and for most To the extent that clinicians of varying orienta-

tions are able to arrive at a common set of strate-of us integration remains more a goal than a
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gies, it is likely that what emerges will consist of methods into their home theory (and life expe-
robust phenomena, as they have managed to sur- riences) to formulate the most effective ap-
vive the distortions imposed by the therapists’ vary- proach to the needs of patients.
ing theoretical biases. In clinical work, the distinctions among

these four routes to psychotherapy integration
In specifying what is common across disparate are not so apparent. The distinctions may
orientations, we may also be selecting what largely be semantic and conceptual, not partic-
works best among them. ularly functional, in practice. Few clients expe-

riencing an “integrative” therapy would be able
to distinguish among them (Norcross & Arko-

Assimilative Integration witz, 1992).
Moreover, these integrative strategies areThis form of integration entails a firm ground-

ing in one system of psychotherapy but with a not mutually exclusive. No technical eclectic
can totally disregard theory, and no theoreticalwillingness to selectively incorporate (assimi-

late) practices and views from other systems integrationist can ignore technique. Without
some commonalities among different schools(Messer, 1992). In doing so, assimilative inte-

gration combines the advantages of a single, of therapy, theoretical integration would be im-
possible. Assimilative integrationists and tech-coherent theoretical system with the flexibility

of a broader range of technical interventions nical eclectics both believe that synthesis
should occur at the level of practice, as op-from multiple systems. A behavior therapist, for

example, might use the Gestalt two-chair dia- posed to theory, by incorporating therapeutic
procedures from multiple schools. And evenlogue in an otherwise behavioral course of

treatment. In addition to Messer’s (1992, 2001) the most ardent proponent of common factors
cannot practice “nonspecifically” or “common-original explication of it, exemplars of assimila-

tive integration are Gold and Stricker’s assimi- ly”; specific techniques must be applied.
lative psychodynamic therapy (this volume;
Stricker & Gold, 1996), Castonguay and asso-
ciates’ (2004, this volume) cognitive-behavioral

Defining the Parametersassimilative therapy, and Safran’s (1998; Safran
of Integration& Segal, 1990) interpersonal and cognitive as-

similative therapies. By common decree, technical eclecticism,
common factors, theoretical integration, andTo its proponents, assimilative integration is

a realistic way station to a sophisticated integra- assimilative integration are all assuredly part of
the integration movement. However, where aretion; to its detractors, it is more of a waste sta-

tion of people unwilling to commit to a full the lines to be drawn, if drawn at all, concern-
ing the boundaries of psychotherapy integra-evidence-based eclecticism. Both camps agree

that assimilation is a tentative step toward full tion?
What about the combination of therapy for-integration: Most therapists have been and

continue to be trained in a single approach, mats—individual, couples, family, group—and
the combination of medication and psycho-and most therapists gradually incorporate parts

and methods of other approaches once they therapy? In both cases, a strong majority of
clinicians—80% plus—consider these to bediscover the limitations of their original ap-

proach. The odysseys of seasoned psychothera- within the legitimate boundaries of integration
(Norcross & Napolitano, 1986). Of course, thepists (see, e.g., Goldfried, 2001; Dryden &

Spurling, 1989) suggest this is how therapists inclusion of psychopharmacology enlarges the
scope to integrative treatment, rather than inte-modify their clinical practice and expand their

clinical repertoire. Therapists do not discard grative psychotherapy per se. Integrative treat-
ments now habitually address the combina-original ideas and practices but rather rework

them, augment them, and cast them all in new tions of pharmacotherapy and psychotherapy
(Beitman & Saveanu, this volume) and com-form. They gradually, inevitably integrate new
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bined therapy formats (Clarkin, this volume; prefer instead the label of eclectic or integra-
tive. Some variant of eclecticism or integrationFeldman & Feldman, this volume).

Two recent thrusts proposed as parts of psy- is routinely the modal orientation of respond-
ing psychotherapists. Reviewing 25 studies per-chotherapy integration are the infusion of

multicultural theory and spirituality/religion formed in the United States between 1953 and
1990, Jensen, Bergin, and Greaves (1990) re-into clinical practice. These are receiving in-

creased attention in the literature and in this ported a range from 19% to 68%, the latter
figure being their own finding. It is difficultHandbook (see Ivey & Brooks-Harris, this vol-

ume; Sollod, this volume). However, in a 2004 to explain these variations in percentages, but
differences in the organizations sampled andstudy of eclectic and integrative psychologists,

we found very few of them incorporating in the methodology used to assess theoretical
orientations account for some of the variabilitymulticultural or spiritual concerns into their

practices (Norcross, Karpiak, & Lister, 2004). (see Poznanski & McLennan, 1995; Arnkoff,
1995).It routinely takes several years for new develop-

ments in the literature to be widely practiced More recent studies confirm and extend
these results. Table 1.2 summarizes the preva-in the field.

Psychotherapy integration, like other matur- lence of eclecticism/integration found in stud-
ies published during the past decade. Althoughing movements, is frequently characterized in

a multitude of confusing manners. One rou- theoretical orientation was measured in dispa-
rate ways, eclecticism/integration was the mosttinely encounters references in the literature

and in the classroom to integrating self-help common orientation in the United States.
Cognitive/cognitive-behavioral therapy (CBT),and psychotherapy, integrating research and

practice, integrating Occidental and Oriental however, is rapidly challenging eclecticism/
integration for the modal theory, at least in theperspectives, integrating social advocacy with

psychotherapy, and so on. All are indeed laud- United States. CBT lags only 2 to 4 percentage
points behind eclecticism/integration or actu-able pursuits, but we restrict ourselves in this

volume to the traditional meaning of integra- ally supercedes it in several studies. As also
shown in Table 1.1, eclecticism/integration re-tion as the blending of diverse theoretical ori-

entations and treatment formats. ceives robust but lower endorsement outside of
the United States and Western Europe. The
column titled modal orientation in Table 1.2
reveals that eclecticism/integration is typicallyVARIETIES OF

INTEGRATIVE EXPERIENCE the modal orientation in the United States but
not in other countries around the world.
Nor is eclecticism restricted to members ofIntegration, as is now clear, comes in many

guises and manifestations. It is clearly neither a general psychotherapy organizations. Older sur-
veys of dues-paying members of orientation-monolithic entity nor a single operationalized

system; to refer to the integrative approach to specific organizations—both behavioral (Asso-
ciation for Advancement of Behavior Therapy)therapy is to fall prey to the “uniformity myth”

(Kiesler, 1966). The twin goals of this section and humanistic (APA Division of Humanistic
Psychology) associations—reveal sizable pro-are to explicate the immense heterogeneity in

the psychotherapy integration movement and portions who endorse an eclectic orientation;
42% in the former and 31% in the latter (Nor-to review studies on self-identified integrative

and eclectic therapists. cross & Wogan, 1983; Swan, 1979).
The prevalence of integration can be ascer-

tained directly by psychotherapist endorsement
Prevalence of Integration of a discrete integrative or eclectic orienta-

tion.It can also be gleaned indirectly by psy-Approximately one-quarter to one-half of con-
temporary American clinicians disavow an af- chotherapist endorsement of multiple orienta-

tions. For example, in a study of Great Britainfiliation with a particular school of therapy and
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TABLE 1.2 Summary of Recent Studies Assessing the Prevalence of Eclecticism/Integration

Percentage
Sample Response eclectic or Modal

Psychotherapists Country size rate (%) integrative orientation Citation

Clinical psycholo- USA 694 46 29 Yes Norcross, Karpiak, &
gists Santoro (2004)

Counseling psychol- USA 439 25 29 Yes Bechtoldt et al. (2001)
ogists

Counseling psychol- Australia 178 44 7 No Poznanski & McLen-
ogists nan (1998)

Counselors Britain 309 56 42 No Hollanders & McLeod
(1999)

Couples therapists USA 186 37 28 Yes Whisman, Dixon, &
Johnson (1997)

Pediatric psycholo- USA 377 54 16 No Mullins et al. (2003)
gists

Psychologists Ireland 111 44 33 Yes Carr (1995)
Psychologists New Zealand 247 62 31 No Kazantzis & Deane

(1998)
Psychologists Spain — — 23 No Santolaya, Berdullas, &

Fernandez (2000)
Psychotherapists USA 538 57 36 Yes Norcross, Hedges, &

Castle (2002)
Psychotherapists Portugal 161 34 13 No Vasco, Garcia-Marques,

& Dryden (1994)

counselors, 85% to 87% did not take a pure- were uncommitted in that they rated no orien-
tations as 4 or 5; 46% were focally committedform approach to psychotherapy (Hollanders &

McLeod, 1999). In our recent study of clinical to a single orientation (rating of 4 or 5); 26%
were jointly committed; and 15% were broadlypsychologists in the United States, for another

example, fully 90% of psychologists embraced committed, operationally defined as three or
more orientations rated 4 or 5. The commit-several orientations (Norcross, Karpiak, & Lis-

ter, 2004). In a study of New Zealand psy- ment toward integration is even clearer when
one considers that 54% were not wed to a sin-chologists, for a final example, 86% indicated

that they used multiple theoretical orientations gle orientation. As the authors conclude (Or-
linsky et al., 1999, p. 140), “While there is ain the practice of psychotherapy (Kazantis &

Deane, 1998). Indeed, very few therapists ad- substantial group whose theoretical orienta-
tions are relatively pure, they are a minority inhere tenaciously to a single therapeutic tradi-

tion the present data base.”
Although relatively easy to ascertain self-The results of the massive collaborative study

of the Society of Psychotherapy Research (SPR) reported prevalence of eclecticism, it is much
more difficult to determine what “integrative”bear this out dramatically (Orlinsky et al., 1999).

Nearly 3,000 psychotherapists from 20 coun- practice precisely entails. Far more process re-
search is needed on the conduct of eclectic ortries completed a detailed questionnaire, in-

cluding questions on theoretical orientations. integrative psychotherapies. Such investiga-
tions will probably need to make audio, video,Orientations were assessed from therapist re-

sponses to the question “How much is your and transcript recordings of the therapy offered
in order to clarify the nature of therapeutic in-current therapeutic practice guided by each of

the following theoretical frameworks?” Re- terventions. Until greater precision is attained
in descriptions and practices, the crucial ques-sponses were made to six orientations on a 0 to

5 scale. Twelve percent of the psychotherapists tion of whether outcomes are enhanced by in-
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tegrative methods will remain unanswered. ing faculty (Friedling, Goldfried, & Stricker,
1984; Norcross et al., 2004; Tyler & Clark,“Thus the many efforts to understand the diver-

sity in therapist orientations will have been 1987). Eclectics/integrationists are more in-
volved in conducting psychotherapy than theirwasted unless it can be shown that specific

combinations of techniques produce superior pure-form colleagues.
From a personal-historical perspective, Rob-outcomes with given disorders” (Jensen, Ber-

gin, & Greaves, 1990, p. 129). ertson (1979) identifies six factors that may fa-
cilitate the choice of eclecticism. The first is
the lack of pressures in training and profes-

Integrative Therapists sional environments to bend to a doctrinaire
position. Also included here would be the ab-With such large proportions of psychotherapists

embracing integration/eclecticism, it would be sence of a charismatic figure to emulate. A sec-
ond factor, which we have already discussed,informative to identify distinctive characteris-

tics or attitudes of eclectics as compared to is length of clinical experience. As therapists
encounter heterogeneous clients and problemsnoneclectics. Demographically, there do not

appear to be any consistent differences be- over time, they may be more likely to reject a
single theory. A third factor is the extent totween the two groups, with the exception of

clinical experience in several older studies which doing psychotherapy is making a living
or making a philosophy of life; Robertson as-(Norcross & Prochaska, 1982; Norcross & Wo-

gan, 1983; Smith, 1982; Walton, 1978). Clini- serts that eclecticism is more likely to follow
the former, consistent with the research re-cians ascribing to eclecticism tended to be

older and, concomitantly, more experienced. viewed above. In the words of several distin-
guished scientist-practitioners (Ricks, Wanders-Inexperienced therapists are more likely to en-

dorse exclusive theoretical orientations. Several man, & Poppen, 1976, p. 401):
empirical studies have suggested that reliance

So long as we stay out of the day to day work ofon one theory and a few techniques may be
psychotherapy, in the quiet of the study or li-the product of inexperience or, conversely, that
brary, it is easy to think of psychotherapists aswith experience comes diversity and resource-
exponents of competing schools. When we actu-fulness (see reviews by Auerbach & Johnson,
ally participate in psychotherapy, or observe its1977; Beutler, Machado, & Neufeldt, 1994). complexities, it loses this specious simplicity.

In more recent studies (e.g., Mullins et al.,
2003; Norcross, Karpiak, & Lister, 2004), the The remaining three factors are personality
age and experience differential of eclectics has variables: an obsessive-compulsive drive to pull
disappeared, probably owing to the fact that a together all the interventions of the therapeutic
greater percentage of psychotherapists are be- universe; a maverick temperament to move be-
ing explicitly trained as eclectics or integration- yond some theoretical camp; and a skeptical
ists in graduate school. attitude toward the status quo. Although these
Attitudinally, eclectic clinicians differ from factors require further confirmation, they are

their noneclectic colleagues in at least two re- supported by our training experiences and the
spects. First, eclectics report greater dissatisfac- personal histories of prominent clinicians rep-
tion with their current conceptual frameworks resented in this volume and elsewhere (see
and technical procedures (Norcross & Pro- chapters 3–15; Goldfried, 2001).
chaska, 1983; Norcross & Wogan, 1983; Vasco,
Garcia-Marques, & Dryden, 1992). This in-

Survey Glimpsescreased dissatisfaction may serve as an impetus
to create an integrative approach, or it may Definitions of psychotherapy integration do

not tell us what individual psychotherapists ac-have resulted from the elevated expectations
that integration has engendered. Second, prac- tually do or what it means to be an eclectic or

integrative therapist. Several studies, however,titioners seem to embrace eclecticism/integra-
tion more frequently than academic and train- have attempted to do just that.
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In an early survey of eclectic psychologists eclectic/integrationist. As seen in the table,
cognitive therapy predominates; in combina-in the United States, Garfield and Kurtz (1977)

discerned 32 different theoretical combina- tion with another therapy system, it occupies
the first 5 of the 15 combinations and accountstions used by 145 eclectic clinicians. The most

popular two-orientation combinations, in de- for 42% of the combinations. Put differently,
cognitive therapy is the most frequently andscending order of frequency, were psychoana-

lytic and learning theory; neo-Freudian and most heavily used contributor to an eclectic
or integrative practice, at least in the Unitedlearning theory; neo-Freudian and Rogerian

theory; learning theory and humanistic theory; States.
Over time, the behavioral and psychoana-and Rogerian and learning theory. Most com-

binations were blended and employed in an lytic combination as well as the behavioral and
humanistic combination have slipped consid-idiosyncratic fashion. The investigators con-

cluded that the designation of eclectic covers a erably. They have gradually dropped from the
first and third most frequently combined theo-wide range of views, some of which are quite

distinct from others. ries in 1977 to the ninth and fourth in 1988
and now to thirteenth and fourteenth in 2004.Replications of the seminal Garfield and

Kurtz study in 1988 and again in 2004 en- The behavioral and psychoanalytic hybrid—
accounting for 25% of the combinations in thelarged and updated the findings. In the most

recent study (Norcross, Karpiak, & Lister, 1970s and only 1% on the 2000s—has firmly
been replaced by cognitive hybrids.2004), exactly one-half of the 187 self-identi-

fied eclectic/integrative psychologists adhered This study and other research demonstrate
an emerging preference for both the term inte-to a specific theoretical orientation before be-

coming eclectics or integrationists. This 50% is gration and the practice of theoretical or as-
similative integration, as opposed to technicalsimilar to the two previous studies in which

58% (Norcross & Prochaska, 1988) and 49% eclecticism. Fully 59% preferred the term inte-
grative compared to 20% who favored eclecti-(Garfield & Kurtz, 1977) had previously ad-

hered to a single orientation. The previous the- cism. Fully 54% embraced theoretical integra-
tion or assimilative integration compared to theoretical orientations were varied but were prin-

cipally psychodynamic (41%), cognitive (19%), 19% who embraced technical eclecticism. This
preference for integration over eclecticism rep-and behavioral (11%). Thus, as with the earlier

findings and other studies (e.g., Jayaratne, 1982; resents a historical shift. There seems to have
been a theoretical progression analogous to so-Jensen, Bergin, & Greaves, 1990), the largest

shift continues to occur from the psychody- cial progression: one that proceeds from segre-
gation to desegregation to integration. Eclecti-namic and psychoanalytic persuasions and the

next largest from the cognitive and behavioral cism represented desegregation, in which ideas,
methods, and people from diverse theoreticaltraditions.

Eclectic psychologists rated the frequency backgrounds mix and intermingle. We have
now transitioned from desegregation to inte-of the use of six major theories (behavioral,

cognitive, humanistic, interpersonal, psychoan- gration, with increasing efforts directed at dis-
covering viable integrative principles for as-alytic, systems, and other) in their eclectic/inte-

grative practice. To permit historical compari- similating and accommodating the best that
different systems have to offer.sons with the earlier studies, we examined the

individual ratings to determine the most widely The integrative/eclectic orientation consis-
tently remains the most popular orientation inused combinations of two theories. The most

frequent combinations of theoretical orienta- the United States (Bechtoldt et al., 2001), but
its constituent parts and even its label continuetions constituting eclectic/integrative practice

are summarized in Table 1.3. All 15 possible to evolve. Since the earlier studies, three prin-
cipal changes are evident: A clear preferencecombinations of the six theories presented

were endorsed by at least one self-identified for the term and process of integration as op-



A Primer on Psychotherapy Integration 15

TABLE 1.3 Most Frequent Combinations of Theoretical Orientations Among
Eclectic Psychologists in the United States

1976 1985 2004

Percentage Rank Percentage Rank Percentage Rank
Combination (%) (%) (%)

Behavioral & cognitive 5 4 12 1 16 1
Cognitive & humanistic NR 11 2 7 2 (Tie)
Cognitive & psychoanalytic NR 10 3 7 2 (Tie)
Cognitive & interpersonal NR <4 12 6 4 (Tie)
Cognitive & systems NR <4 14 6 4 (Tie)
Humanistic & interpersonal 3 6 8 4 (Tie) 5 6
Interpersonal & systems NR 5 7 (Tie) 4 7
Psychoanalytic & systems NR 4 9 (Tie) 3 8 (Tie)
Interpersonal & psychoanalytic NR <4 15 3 8 (Tie)
Behavioral & interpersonal NR <4 13 2 10
Behavioral & systems NR 5 7 (Tie) 2 11 (Tie)
Humanistic & psychoanalytic NR <4 12 2 11 (Tie)
Behavioral & humanistic 11 3 8 4 (Tie) 1 13 (Tie)
Behavioral & psychoanalytic 25 1 4 9 (Tie) >1 14 (Tie)
Humanistic & systems NR 6 6 >1 14 (Tie)

Note. NR, not reported
aPercentages and ranks were not reported for all combinations in the 1976 study (Garfield & Kurtz, 1977).

posed to eclecticism; the definite emergence of other words, integration “by design” is steadily
replacing eclecticism “by default.”assimilative integration as another path to inte-

gration; and the encroaching dominance of cog-
nitive therapy in eclectic/integrative practice.

Eclecticism versus SyncretismSophisticated integrative practice obviously
is more complex than these brief survey The term eclecticism has acquired an emotion-

ally ambivalent, if not negative, connotationglimpses can provide. To echo the authors
of the original study, “Some value psychody- for some clinicians due to its alleged disorga-

nized and indecisive nature. In some corners,namic views more than others, some favor
Rogerian and humanistic views, others clearly eclecticism connotes undisciplined subjectiv-

ity, “muddle-headedness,” the “last refuge forvalue learning theory, and various combina-
tions of these are used in apparently different mediocrity, the seal of incompetency,” or a

“classic case of professional anomie” (quotedsituations by different clinicians” (Garfield &
Kurtz, 1977, p. 83). However, eclecticism has in Robertson, 1979). Many of these psycho-

therapists wander around in a daze of profes-gradually lost some of its negative definition as
a nondescript brand name for those dissatisfied sional nihilism experimenting with new fad

methods indiscriminately. Indeed, it is surpris-with orthodox schoolism. Instead, these clini-
cians actively and positively endorsed eclecti- ing that so many clinicians admit to being

eclectic in their work, given the negative va-cism/integration as much as for what it offers
as for what it avoids. When asked if they con- lence the term has acquired.

But much of the opposition to eclecticismsidered eclecticism/integration the absence of
a theoretical orientation or the endorsement of should properly be redirected to syncretism—

uncritical and unsystematic combinations (Nor-a broader one in its own right (or both), the
vast majority of eclectics—85%—conceptual- cross, 1990; Patterson, 1990). This haphazard

“eclecticism” is primarily an outgrowth of petized it as the endorsement of a broader orienta-
tion (Norcross, Karpiak, & Lister, 2004). In techniques and inadequate training, an arbi-
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trary, if not capricious, blend of methods by level, we believe, that psychotherapy should
aspire.default. They have been called grab-bag feck-

less eclectics (Smith, 1999). Eysenck (1970, p.
145) characterized this indiscriminate smorgas-

Role of Pure-Form Therapiesbord as a “mish-mash of theories, a hugger-
mugger of procedures, a gallimaufry of thera- Conspicuously absent from this primer on inte-

gration has been acknowledgment of the con-pies,” having no proper rationale or empirical
verification. This muddle of idiosyncratic and ventional, “pure-form” (or brand name) therapy

systems, such as psychoanalytic, behavioral, ex-ineffable clinical creations is the antithesis of
effective and efficient psychotherapy. periential, and systems. Although it may not be

immediately apparent, pure-form therapies areSystematic eclecticism, by contrast, is the
product of years of painstaking clinical re- part and parcel of the integration movement.

In fact, integration could not occur without thesearch and experience. It is truly eclecticism
by design; that is, clinicians competent in sev- constituent elements provided by the respec-

tive therapies—their theoretical systems anderal therapeutic systems who systematically se-
lect interventions based on comparative out- clinical methods.

In a narrow sense, pure-form or single-come research and a given patient’s need. The
strengths of systematic integration lie in its abil- theory therapies do not contribute to the in-

tegration movement because they have notity to be taught, replicated, and evaluated.
Years ago, Rotter (1954, p. 14) summarized the generated paradigms for synthesizing various

interventions and conceptualizations. But inmatter as follows: “All systematic thinking in-
volves the synthesis of pre-existing points of broader and more important ways, they add to

our therapeutic armamentarium, enrich ourviews. It is not a question of whether or not to
be eclectic but of whether or not to be consis- understanding of the clinical process, and pro-

duce the process and outcome research fromtent and systematic.”
which integration draws. One cannot integrate
what one does not know.

Three Stages In this respect, we should be reminded that
the so-called “pure-form” psychotherapies areWerner’s (1948; Werner & Kaplan, 1963) or-

ganismic-developmental theory is instructive themselves “second-generation” integrations. In
factor analytic terms, virtually all neo-Freudianfor conceptualizing psychotherapists’ develop-

ment of a sophisticated integrative stance. In approaches would be labeled “second order”
constructs—a superordinate result of analyzingthe first of three developmental stages, one per-

ceives or experiences a global whole, with no and combining the original components (ther-
apies). Just as Freud necessarily incorporatedclear distinctions among component parts. Un-

sophisticated laypersons and undergraduates methods and concepts of his time into psycho-
analysis (Frances, 1988), so do newer therapies.probably fall into this category.

In the second stage, one perceives or experi- All psychotherapies may, therefore, be viewed
as products of an inevitable historical integra-ences differentiation of the whole into parts,

with a more precise and distinct perspective of tion—an oscillating process of assimilation and
accommodation (Sollod, 1988).components within the whole. However, one

no longer has a perspective on the whole and An appreciation of this historical process
can temper the judgmental flavor frequentlysubsequently loses the big picture. Most psy-

chotherapy courses, textbooks, and clinically expressed toward those who may be antago-
nistic toward psychotherapy integration. Theseinexperienced practitioners fall into this cate-

gory. antagonistic characterizations—“rigid,” “invet-
erate,” “narrow,” “close-minded,” for instance—In the third stage, the differentiated parts

are organized and integrated into the whole at are likely to result in a win-lose, zero-sum en-
counter, in which the integrative “good guys”a higher level. Here, the unity and complexity

of psychotherapy are appreciated. It is to this seek victory over the separatistic “bad guys.”
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Such an attitude will do little to promote a wel- may be expected to reflect the competition so
characteristic of our society at large (Goldfried,coming attitude toward integration on the part

of the “opposition” and even less to build on 1980).
Inadequate training in eclectic/integrativethe documented successes of pure-form thera-

pies. The objective of the integration move- therapy is another recurrent impediment. Train-
ing students to competence in multiple theo-ment, as I have repeatedly emphasized, is to

improve the effectiveness of psychotherapy. To ries and interventions is unprecedented in the
history of psychotherapy. Understandable inobtain this end, the valuable contributions of

pure-form therapies must be collegially ac- light of its exacting nature, the acquisition of
integrative perspectives has occurred quite id-knowledged and their respective strengths col-

laboratively enlisted. iosyncratically and perhaps serendipitously to
date (see Chapter 21). Designing an integrative
training program is a massive task; gathering
support for such a program from all of the fac-OBSTACLES TO INTEGRATION
ulty members is probably even more intim-
idating.Enthusiasts of psychotherapy integration have

not always seriously considered their potential A third obstacle concerns differences in on-
tological and epistemological issues. Theseobstacles and trade-offs. If we are to avoid un-

critical growth or fleeting interest in eclectic/ entail basic and sometimes contradictory as-
sumptions about human nature, determinantsintegrative psychotherapy, then some honest

recognition of the barriers we are likely to en- of personality development, and the origins of
psychopathology (Messer, 1992). For instance,counter is sorely needed. Caught up in the ex-

citement and possibilities of the movement, we are people innately good, evil, both, neither?
Do phobias represent learned maladaptivehave neglected the problems—the “X-rated

topics” of integration. Healthy maturation, be habits or intrapsychic conflicts? Is the primary
purpose of psychotherapy to facilitate insight,it for individuals or for movements, requires

self-awareness and constructive criticism. restructure relationships, modify overt behav-
ior, or promote self-actualization? InterestinglyWhat is stopping psychotherapy integration

from progressing? Survey research of promi- enough, it may precisely be these diverse world
views that make psychotherapy integrationnent integrationists (Norcross & Thomas, 1988)

and special journal sections (Norcross & Gold- interesting, in that it brings together the in-
dividual strengths of these complementary ori-fried, in press) converge in highlighting several

obstacles. entations. Profound epistemological and onto-
logical differences impede rapid or wholesaleProbably the most severe obstruction cen-

ters on the partisan zealotry and territorial in- integration (Allport, 1968). But even here,
most antagonists believe the movement “de-terests of “pure” systems psychotherapists. Rep-

resentative responses in the survey research serves a fair hearing and a substantial trial”
(Messer, 1983, p. 132).(Norcross & Thomas, 1988) were “egocentric,

self-centered colleagues,” “the institutionaliza- Another obstacle to a consensually sup-
ported integration—widely discussed in thetion of schools,” and “ideological warfare, fac-

tional rivalry.” Unfortunately, professional rep- 1990s but not lately—is the absence of a com-
mon language. Each psychotherapeutic tradi-utations are made by emphasizing the new and

different, not the basic and similar. Careers are tion has its own jargon, clinical shorthand
among its adherents, which widens the preci-“made by making history, not knowing it”

(Goldfried, 2001, p. xx). In the field of psycho- pice across differing orientations. The “lan-
guage problem,” as it has become known, con-therapy, as well as in other scientific disci-

plines, the ownership of ideas secures far too founds understanding and, in some cases, leads
to active avoidance of each other’s constructs.much emphasis. Although the idea of naturally

occurring, cooperative efforts among profes- Many a behaviorist’s mind has wandered when
case discussions turn to “transference issues”sionals is engaging, their behavior, realistically,
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and “warded off conflicts.” Similarly, psycho- context of their culture (Ivey & Brooks-Harris,
this volume). Yet, integrative therapies havedynamic therapists typically tune out buzz-

words like “conditioning procedures” and “dis- been slow in incorporating a multicultural di-
mension. If the integration movement ignorescriminative stimuli.” Isolated language systems

encourage clinicians to wrap themselves in se- these key additions, the end point will be insu-
lated, albeit newly packaged versions of psy-mantic cocoons from which they cannot es-

cape and which others cannot penetrate. chotherapy that do not challenge the narrow
traditions and that do not address the needs ofBefore an agreement or a disagreement can

be reached on a given matter, it is necessary to the populations we serve (Rigazio-Digilio, Gon-
calves, & Ivey, 1996).ensure that the same phenomenon is, in fact,

being discussed. Punitive superego, negative
self-statements, and poor self-image may in-
deed be similar phenomena, but that cannot CONCLUDING COMMENTS
be known with certainty until the constructs
are defined operationally and consensually. Psychotherapy integration, as presented in this

Handbook, is a vibrant, maturing, and interna-Without a common language, the field resem-
bles a Tower of Babel (Messer, 1987). tional movement that has made encouraging

contributions to the field. Integrative perspec-In the short run, using the vernacular—de-
scriptive, ordinary natural language—might tives have been catalytic in the search for new

ways of conceptualizing and conducting psy-suffice (Driscoll, 1987). One metaphor for a
common metalanguage is the lingua franca chotherapy that go beyond the confines of

single schools. They have encouraged prac-that grows up in marketplaces, where commu-
nication among people of many cultures and titioners and researchers to examine what other

therapies have to offer, particularly when con-languages is honed down to the essentials
needed for transacting essential business (An- fronted with difficult cases and therapeutic

failures. Rival systems are increasingly vieweddrews, 1989). In the long run, the field of psy-
chotherapy ultimately needs a language system not as adversaries, but as a welcome diversity

(Landsman, 1974); not as contradictory, but asthat is tied to a database. Such an evidence-
based common language may hail from cogni- complementary. Transtheoretical dialogue and

cross-fertilization fostered by the integrativetive psychology or interpersonal psychology. In
the meantime, while the field decides whether spirit are very much the order of the day.

Whether considered a revolutionary paradigmand how it will implement a common lan-
guage, Messer (1992) reminds us that there is shift or merely a theme that cuts across theoret-

ical orientations, psychotherapy integrationmuch to be learned by becoming fluent in a
number of current theoretical languages. He will most certainly be a therapeutic mainstay

of the twenty-first century.argues that “. . . this way, we can better ap-
preciate the concepts, ideology, and terms of The success of the integration movement,

however, raises two crucial questions for its fu-other viewpoints. This will surely lead to the
permeation of ideas from one theory to an- ture. The first question is whether there will

be sufficient empirical evidence in support ofother. . . .” (p. 198).
A final obstacle to be addressed here is the integrative and eclectic treatments to compel

educators and practitioners to embrace them.challenge of continually expanding integrative
therapies to incorporate newer elements. Early In recent years, the empirical outcome litera-

ture on integrative treatments has grown con-integrative and eclectic therapies needed to be
revamped to include family systems, feminist, siderably (Schottenbauer, Glass, & Arnkoff,

this volume), and controlled research has beencognitive therapies, and, in some cases, narra-
tive or constructivist therapies. A contemporary undertaken on many of the integrative thera-

pies presented in this Handbook. Nevertheless,case in point is the multicultural/cross-cultural
element. For too long, we have treated pa- much work is left to be done, and most integra-

tive treatments continue to be promulgated intients, disorders, and their goals outside the
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A History of Psychotherapy Integration

MARVIN R. GOLDFRIED, JOHN E. PACHANKIS,
AND ALISSA C. BELL

Alas, our theory is too poor for experience.
—Albert Einstein

No, no! Experience is too rich for our theory.
—Niels Bohr

The idea of being able to integrate the psycho- tion only to reappear at a later time when the
zeitgeist has become more hospitable. As ob-therapies has intrigued mental health profes-

sionals since the early part of the twentieth served by Boring (1950) in his historical analy-
sis of psychology, “an idea too strange or pre-century. It is only since the 1980s, however,

that psychotherapy integration has developed posterous to be thought in one period . . . may
[later] be readily accepted as true” (p. 3). Theinto a clearly delineated area of interest. Prior

to that, it was more of a latent theme that ran marked interest in developing a rapproche-
ment across the psychotherapies dramaticallythrough the literature.

As is the case with any attempt to trace the illustrates this phenomenon.
In this chapter, we begin with a historicalhistorical origins of contemporary thought, one

never knows for certain the influence that ear- review of past efforts at psychotherapy integra-
tion, covering the work that has been donelier contributions have made to later thinking.

More often than not, innovative ideas and through the end of the twentieth century. Fi-
nally, we describe the development of a profes-findings are initially ignored, only to become

assimilated into the mainstream at a later point sional reference group whose purpose is to sup-
port continued work in this area.in time (Barber, 1961). It is possible that the

ultimate contribution of an idea lies in its con-
sciousness-raising function. Thus, quite apart
from their specific merits, new ideas sensitize EARLY ATTEMPTS AT INTEGRATION
us to otherwise neglected areas of thought.
With regard to psychotherapy, some notions In what represented one of the earliest attempts

at integrating the psychotherapies, French de-have continued to live on over the years,
whereas others have failed to pass the test of livered an address at the 1932 meeting of the

American Psychiatric Association in which hetime. Still others disappear after their introduc-

24
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drew certain parallels between psychoanalysis might serve to remove the inhibition and allow
such unconscious association to emerge.and Pavlovian conditioning (e.g., the similari-

ties between repression and extinction). The In 1936, Rosenzweig published a brief arti-
cle in which he argued that the effectivenessfollowing year, the text of French’s presenta-

tion was published, together with comments by of various therapeutic approaches probably had
more to do with their common elements thanmembers of the original audience (French,

1933). As one might expect, French’s presenta- with the theoretical explanations on which
they were based. In this article, which had astion resulted in very mixed audience reaction.

As one of the most unabashedly negative re- its subtitle, “At last the Dodo said, ‘Everybody
has won and all must have prizes,’” Rosen-sponses by a member of the audience, Myer-

son acknowledged: zweig suggested three common factors: (a)
Therapist’s personality has much to do with the
effectiveness of the change process, as it mayI was tempted to call for a bell-boy and ask him

to page John B. Watson, Ivan Pavlov, and Sig- function to inspire hope in patients or clients.
mund Freud, while Dr. French was reading his (b) Interpretations are helpful because they
paper. I think Pavlov would have exploded; and provide alternative and perhaps more plausible
what would have happened to Watson is scandal- ways of understanding a particular problem. (c)
ous to contemplate, since the whole of his behav- Even though varying theoretical orientations
ioristic school is founded on the condition reflex may focus on different aspects of human func-
. . . Freud . . . would be scandalized by such a tioning, they can all be effective because of therapprochement made by one of his pupils, read-

synergistic effects that one area of functioninging a paper of this kind. (in French, 1933, p. 1201)
may have on another.
At the 1940 meeting of the American Or-Adolph Meyer was not nearly as unsympa-

thopsychiatric Association (Watson, 1940), athetic. Although he stated that the field should
small group of therapists got together to discussencourage separate lines of inquiry and should
areas of agreement in psychotherapy. Com-not attempt to substitute any one for another
menting on the points of commonality (e.g.,too prematurely, Meyer nonetheless suggested
the importance of the therapeutic interaction),that one should “enjoy the convergences which
Watson astutely observed that “if we were toshow in such discussions as we have had this
apply to our colleagues the distinction, so im-morning” (French, 1933, p. 1201). Gregory
portant with patients, between what they tell usZilboorg, who was also in the audience at the
and what they do, we might find that agreementtime, took an even more favorable stand, noting:
is greater in practice than in theory” (p. 708).
In his book Active Psychotherapy, Herzberg

I do not believe that these two lines of investiga- (1945) described how systematically prescribedtion could be passed over very lightly. . . . There
“homework” assignments might be used withinis here an attempt to point out, regardless of
the context of psychodynamic therapy. Antici-structure and gross pathology, that while dealing
pating an important behavioral contribution towith extremely complex functional units both in
the field by more than a decade, Herzberg pro-the physiological laboratory and in the clinic, we

can yet reduce them to comparatively simple posed the use of graded tasks, particularly in
phenomena. (French, 1933, pp. 1198–1199) those cases where the clients’ avoidance behav-

ior was based on anxiety.
Woodworth’s 1948 text, Contemporary SchoolsIn an extension of French’s attempts, Kubie

(1934) maintained that certain aspects of psy- of Psychology, explored the development and
substantive content of the then existing schoolschoanalytic technique itself could be explained

in terms of the conditioned reflex. Noting that of psychological thought, such as behaviorism,
gestalt psychology, and the psychoanalyticPavlov hypothesized that certain associations

might exist outside of an individual’s awareness schools. He recognized that although each
school had made gains in its own respectivebecause they took place under a state of inhibi-

tion, Kubie suggested that free association chosen direction, “no one [school] is good
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enough” (p. 255). Observing that psychology be inhibited by responses that are incompatible
with it,” p. 74); the significance of the reinforc-was advancing in many different directions,

Woodworth wondered “whether synthesis of ing characteristic of the therapist (e.g., “the
therapist uses approval to reward good effort onthe different lines of advance [might] not

sometime prove to be possible” (p. 10). the part of the patient,” p. 395); the impor-
tance of teaching the individual self-control orClose on the heels of this thesis was a land-

mark work in the history of psychotherapy inte- coping skills to be used after therapy (e.g., “it
is theoretically possible that special practice ingration, namely, Dollard and Miller’s classic

book, Personality and Psychotherapy, published self-study might be given during the latter part
of a course of therapeutic interviews. The pa-in 1950 and dedicated to “Freud and Pavlov

and their students.” The importance of Dollard tient might be asked to practice solving particu-
lar problems . . . [under conditions] as similarand Miller’s work in the history of psychother-

apy can be attested to by the fact that this book as possible to those to be used after therapy,”
p. 438); the treatment of orgasmic dysfunctionshas remained in print for more than 50 years.

Although behavior therapists have argued that via masturbation (e.g., “at one point in a thera-
peutic sequence, the therapist might have toDollard and Miller’s thinking had little impact

on the development of behavior therapy, the reward masturbation so that the patients may
experience the sexual orgasm for the first time”fact that the work is continually referenced sug-

gests that it has widely been read. In their p. 350); and the importance of environmental
contingencies for maintaining behavior changework, Dollard and Miller described in detail

how such psychoanalytic concepts as regres- (e.g., “the conditions of real life must be favor-
able if new responses are to become strongsion, anxiety, repression, and displacement

may be understood within the framework of habits,” p. 427).
Unlike Dollard and Miller (1950), whoselearning theory. For the most part, Dollard and

Miller merely translated one language system primary emphasis was on the integration of two
theoretical orientations, Frederich Thorne (1950)into another. Nonetheless, they did point to

certain factors that may very well be common was interested in pursuing therapeutic integra-
tion on the basis of what we know empiricallyto all therapeutic approaches, such as the need

for the therapist to support an individual’s at- about how people function and change. From
the time that he was a medical student, Thornetempt at changing by expressing empathy, in-

terest, and approval for such attempts. was struck by the fact that medicine was not
divided up into different schools of thought,Even though Dollard and Miller (1950)

stayed fairly close to the interventions associ- but rather that basic principles of bodily func-
tioning were what guided clinical practice.ated with psychoanalytic therapy, they made

continual reference to principles and proce- Like Thorne, Garfield has long been inter-
ested in an empirically based approach to ther-dures on which contemporary behavior ther-

apy is based. Thus, Dollard and Miller suggest: apy, and in 1957 he outlined what appeared to
be common points among the psychotherapies.the value of modeling procedures (e.g., “watch-

ing a demonstration of the correct response In an introductory clinical psychology text,
Garfield noted such universal factors as an un-may enable the student to perform perfectly on

the first trial,” pp. 37–38); the use of hierarchi- derstanding and supportive therapist, the op-
portunity for emotional catharsis, and the pro-cally arranged tasks (e.g., “the ideal of the ther-

apist is to set up a series of graded situations vision of self-understanding.
Glad’s (1959) Operational Values in Psycho-where the patient can learn,” p. 350); rein-

forcement of gradual approximations toward a therapy took issue with the relative inflexibility
of psychotherapy when practiced, to the letter,goal (e.g., “if a long and complex habit must

be learned, the therapist should reward the according to any given theoretical persuasion.
He thought that the value systems instilled bysubunits of the habit as they occur,” p. 350);

the principle of reciprocal inhibition (e.g., doctrinaire approaches posed major limita-
tions, and therefore recommended that the“like any other response, fear apparently can
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practicing therapist be exposed to (if not spe- (1963), suggested that psychoanalytic therapy
might profitably be understood in terms ofcifically trained in) systematic operations of

psychotherapists from the major theoretical ap- learning theory. Based on an analysis of tape
recordings of psychoanalytic therapy sessions,proaches of the time.
Alexander concluded that many of the thera-
peutic changes that occurred “can best be un-
derstood in terms of learning theory. Particu-MORE RECENT TRENDS

TOWARD RAPPROCHEMENT larly the principle of reward and punishment
and also the influence of repetitive experiences
can be clearly recognized” (p. 446). A therapistThe topic of therapeutic rapprochement was

seriously addressed by only a handful of writers who was dedicated throughout his career to the
advancement of the field, Alexander suggestedin the 1950s, due, no doubt, to the fact that

no single approach to psychotherapy had yet that “we are witnessing the beginnings of a
most promising integration of psychoanalyticgained enough momentum to challenge psy-

choanalytic therapy. Perhaps it was also the theory with learning theory, which may lead to
unpredictable advances in the theory and prac-conservative social and political climate of the

1950s that served to discourage therapists from tice of the psychotherapies” (p. 448). A year
later, Marmor, involved in the same programquestioning their paradigms. The 1960s, along

with the broad array of societal challenges that of psychotherapy research, described in detail
the learning principles that he believed to un-came with them, brought a sharp increase in

the number of books and articles dealing with derlie psychoanalytic therapy (Marmor, 1964).
About this time, Carl Rogers (1963) pub-rapprochement.

lished an article dealing with the current status
of psychotherapy. He noted that the field was

The 1960s “in a mess,” but that the theoretical orienta-
tions within which therapists had typicallyThe most significant contribution to the inte-

gration of psychotherapies made in the early functioned were starting to break down. He
stated that the field was now ready to shed itself1960s was Jerome Frank’s (1961) Persuasion

and Healing. This book addressed itself to of the limitations inherent in specific orienta-
tions—including client-centered therapy—andcommonalities cutting across varying attempts

at personal influence and healing in general. that it was essential to observe more directly
exactly what goes on during the course of psy-Similar change processes, Frank observed, can

be seen in such diverse methods as religious chotherapy.
London (1964), in a short but insightfulconversion, primitive healing, brainwashing,

and the placebo effects that occur in the prac- book entitled The Modes and Morals of Psycho-
therapy, pointed to the inherent limitations as-tice of medicine. When distressed individuals

are placed in any of these contexts, an expec- sociated with both the psychodynamic and be-
havioral orientations. He suggested:tancy for improvement and an arousal of hope

result in a concomitant increase in self-esteem
and improved functioning. It should be pointed There is a quiet blending of techniques by artful
out that although Frank continued, in his later therapists of either school: a blending that takes
writings, to stress common factors across the account of the fact that people are considerably

simpler than the Insight schools give them creditpsychotherapies, in one of his later reviews of
for, but that they are also more complicated thanthe field (Frank, 1979), he acknowledged that
the Action therapists would like to believe. (p. 39)certain clinical problems (e.g., fears, phobias,

compulsive rituals) may effectively be dealt
with by methods that go beyond the general Marks and Gelder (1966) also compared be-

havior therapy and psychodynamic procedures.nature of the therapeutic interaction.
Thirty years after the publication of French’s Although acknowledging that there was prob-

ably common ground between the two ap-landmark article, a colleague of his, Alexander
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proaches, Marks and Gelder also underscored tation. Bergin reasoned that such extrabehav-
ioral activities were important because theycertain differences. They further suggested that

the two approaches should be viewed as poten- elicited cognitive and emotional responses that
are intimately tied to the behavioral situationstially contributing to each other, rather than

necessarily being antagonistic in nature. Ar- addressed in the desensitization hierarchies.
He maintained that a theory of therapy that ad-guing for the integration of learning theory

with psychoanalysis, Wolf (1966) suggested dressed a more universal set of psychological
events would be less likely to lead therapists tothat “their integration is sooner or later inevita-

ble, however passionately some or many of us conceptual dead-ends in the face of particu-
larly complex cases. Along these same lines, inmay choose to resist it” (p. 535).

The very important concept of “technical an article offering a rationale for “psychobehav-
ioral therapy,” Woody (1968) observed that theeclecticism” was introduced in 1967 by Arnold

Lazarus, who maintained that clinicians could integration of behavior therapy and psychody-
namic therapy was particularly relevant foruse techniques from various therapeutic sys-

tems without necessarily accepting the theoret- cases that were unresponsive to treatment.
In the following year, Kraft (1969) presentedical underpinnings associated with these meth-

ods. Starting from this pragmatic point of view, clinical evidence that systematic desensitiza-
tion could help patients gain insight into aLazarus maintained that the ultimate standard

of utility should rest on empirical, not theoret- wealth of unconscious material through both
imagery and relaxation in the face of previouslyical grounds. His views were eventually ex-

panded and revised into the development of feared objects or situations. In a theoretical pa-
per examining the similarities among psycho-multimodal therapy (Lazarus, 1989). Appear-

ing in that same year as Lazarus’ landmark pa- analytic, behavioral, and client-centered ther-
apy, Sloane (1969) maintained that commonper was an article by Patterson (1967) on diver-

gent and convergent elements across the factors ran through all three orientations, and
that the underlying process of therapeuticpsychotherapies; a paper by Whitehouse (1967)

on the generic principles underlying a variety change probably involved principles of learn-
ing. Commenting on Sloane’s paper, Marmorof therapeutic interventions; and a discussion

by Weitzman (1967) of how systematic desensi- (1969) agreed that all therapies involve some
application of learning principles, either di-tization may profitably be used within a psy-

choanalytic context. rectly or unwittingly, but argued that the sim-
ple S-R model could not explain some of theBrady (1968), responding to the practical

demands of doing actual clinical work, argued more complex aspects of human functioning.
Moreover, like London (1964), Marks and Gel-that behavioral and psychodynamic approaches

were not necessarily contradictory in nature der (1966), Lazarus (1967), Brady (1968), Ber-
gin (1968), and others, Marmor concluded thatbut could, in certain cases, be used in combi-

nation. He described the treatment of a preor- behavioral and psychodynamic therapies are
probably best viewed as complementary ingasmic woman with systematic desensitization

and short-term psychodynamic therapy focus- nature, with neither model being totally appli-
cable to all cases. Cautioning against a haphaz-ing on the woman’s relationship with her hus-

band. In a similar vein, Leventhal (1968) de- ard piecing together of techniques from differ-
ent orientations, Brammer (1969) maintainedscribed a case of a woman experiencing anxiety

over sexuality who was successfully treated with that what was needed was an eclecticism based
on research findings about the effectiveness ofcombined behavioral and insight-oriented in-

terventions. various treatment procedures.
Developing this line of reasoning, Bergin

(1968) asserted that systematic desensitization
The 1970scould be made into an even more powerful

treatment procedure if accompanied by thera- The year 1970 marked the inauguration of a
new journal, Behavior Therapy. Interestinglypist warmth, empathy, and moderate interpre-
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The research on the nature of the psychothera-enough, editors and contributors devoted seri-
peutic process in which I participated with Franzous attention to theory and therapy that were
Alexander, beginning in 1958, has convinced menot strictly “behavioral.” Thus, Birk (1970) de-
that all psychotherapy, regardless of the tech-scribed two clinical cases to illustrate the po-
niques used, is a learning process. . . . Dynamictential integration of behavior therapy with psy-
psychotherapies and behavior therapies simplychodynamic theory. Bergin (1970a) followed represent different teaching techniques, and

his earlier treatise on nonbehavioral “adjuncts” their differences are based in part on differences
to systematic desensitization with an article in their goals and in part on their assumptions of
that went so far as to claim that desensitization the nature of psychopathology.
proper was, in fact, much more than a simple
counterconditioning process, drawing heavily Most contemporary behavior therapists proba-

bly would now agree with Marmor’s clinicalupon cognitive and relationship variables. Ber-
gin (1970b, p. 207), in applauding the recent observation that not only simple conditioning

but also cognitive learning occurs during theintroduction of cognitive methods into behav-
ior therapy, observed that: course of therapy.

In a scholarly review of the psychotherapy
outcome literature, Bergin (1971) recognizedThe sociological and historical importance of the
the important empirical contributions that be-movement should not be underestimated for it
havior therapy had begun to make. Nonethe-has three important consequences. It signifi-
less, he concluded that the field needed to re-cantly reduces barriers to progress due to narrow
main open to the “many fertile leads yet to beschool allegiances, it brings the energies of a

highly talented and experimentally sophisticated extracted from traditional therapy” (p. 254).
group to bear upon the intricate and often baf- Responding to Bergin’s observations that be-
fling problems of objectifying and managing the havior therapy alone was not always effective
subjective, and it underscores the notion that a clinically, Lazarus (1971) described in Behav-
pure behavior therapy does not exist. ior Therapy and Beyond a wide array of both

behavioral and nonbehavioral techniques that
may be employed by broad-spectrum behaviorAs it turned out, Bergin’s observations were

very much on the mark; many of the behavior therapists. In the same year, Woody (1971) also
published a book integrating behavioral and in-therapists who became involved in the devel-

opment of cognitive procedures (e.g., Davison, sight-oriented procedures; Woody suggesting
that the practicing clinician is capable of se-Goldfried, Lazarus, Mahoney, Meichenbaum)

later moved on to an interest in therapeutic in- lecting and integrating procedures from vary-
ing sources based purely on pragmatic grounds.tegration.

In a consideration of the importance of the Marks (1971, p. 69) similarly noted the begin-
ning trends toward rapprochement, observingtherapeutic relationship within a behavioral

approach, Truax and Mitchell (1971) noted that therapists “are growing less reluctant to
adopt methods with pedigrees outside theirthat the successful procedures of behavior ther-

apy were not being delivered in an interper- own theoretical systems.”
Houts and Serber’s (1972) edited book,sonal vacuum. Although they lamented the

evident difficulties involved in conducting re- After the Turn On, What?, described the expe-
riences of seven researchers and practitionerssearch on the therapy interaction, they sug-

gested—as Rosenzweig (1936) had done some who spent a weekend together in an encounter
group. Ranging from radical behaviorism to35 years earlier—that there existed important

therapist characteristics that contributed to the cognitive learning in orientation, the partici-
pants described what they saw to be both assetschange process, regardless of therapeutic orien-

tation. and liabilities of their group experience. As a
part of a larger project to try to determine theMarmor published an article on therapeutic

integration in that same year (Marmor, 1971, future course of psychotherapy research, Ber-
gin and Strupp (1972) reported on their con-p. 26), in which he suggested:
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tacts with researchers throughout the country. were in agreement, and that it was possible to
view a behavioral approach as providing theAmong those interviewed was Neal Miller,

who predicted that as behavior therapy began technology by which certain humanistic goals
might be achieved. Appearing in that sameto become involved with more complicated

types of cases, and as psychodynamic therapy year was a report of two cases of sexual devi-
ance (Woody, 1973), in which successful treat-focused more on ego mechanisms and the

working-through process, the two therapeutic ment was accomplished by aversion therapy
and short-term psychodynamic therapy, admin-approaches would eventually start to converge

in some interesting ways. istered concurrently by separate therapists.
A fair number of articles appeared in 1974In a provocative article on the “end of ideol-

ogy” in behavior therapy, London (1972) asked on the issue of therapeutic rapprochement. In
an intriguing discussion of behavioral and psy-his behavioral colleagues to declare a truce in

their strife with other orientations and to look chodynamic approaches as “complementary”
rather than mutually exclusive, Ferster (1974)—more realistically and pragmatically at what we

are able to do clinically. Very much the prag- a well-known Skinnerian—described what he
considered to be some of the merits of psycho-matist, London cautioned against becoming

overly enamored with theories, noting that “the analytic therapy. The complementary nature of
different approaches was demonstrated by Lamb-first issue, scientifically as well as clinically, is

the factual one—do they work? On whom? ley (1974) in the treatment of an obsessive-
compulsive disorder. Birk and Brinkley-BirkWhen? The how and why come later” (p. 919).

Other efforts at therapeutic integration that (1974) provided a conceptual integration of
psychoanalysis and behavior therapy, suggest-appeared in 1972 included a book by Martin

that attempted to integrate learning theory with ing that insight can set the stage for change,
whereas behavior therapy provides some of theclient-centered therapy; a description of uni-

versal healing processes as seen among psycho- actual procedures by which the change process
may be brought about. Birk (1974) also illus-therapists and witchdoctors alike (Torrey, 1972);

and a set of papers dealing with the theoretical trated how intensive group therapy might be
implemented by combining behavioral and psy-and clinical aspects of the integration of psy-

chodynamic and behavior therapies (Feather choanalytic principles, and Rhoads and Feather
(1974) described cases treated with desensitiza-& Rhoads, 1972a, 1972b). Feather and Rhoads

(1972a) argued that in psychology, as in medi- tion procedures that were modified along psy-
chodynamic lines.cine, the existence of many treatments for a

given disorder probably signaled a poor under- Kaplan (1974), in her book The New Sex
Therapy, outlined how a psychodynamic ap-standing of the disorder, and that none of the

separate individual treatments was likely to be proach to therapy may be integrated with per-
formance-based methods, and Sollod’s (1975)adequate.

Commenting on one of Feather and Rhoads’ article expounded on the merits of this struc-
tured and synergistic integrative approach toarticles appearing in the previous year, Birk

(1973) noted that one area of complementarity sex therapy. In a report of the Menninger
Foundation Psychotherapy Research Project,between the behavioral and psychodynamic

approaches was that the former dealt more Horwitz (1974, 1976) noted that inasmuch as
supportive treatment was just as effective as in-with external stimuli, whereas the latter tended

to focus on stimuli that are more internal in sight-oriented therapy, the psychodynamic ap-
proach needed to consider alternative methodsnature. Strupp (1973), stressing the common

elements underlying all psychotherapies, un- of producing therapeutic change that might
not readily fit into its usual conceptual model.derscored the therapeutic relationship as a ve-

hicle for change, providing the patient with a Similarly, Silverman (1974) made suggestions
to his psychoanalytic colleagues that there iscorrective learning experience. Thoresen (1973)

suggested that many of the philosophical un- much to learn from “other approaches that can
make (unmodified) psychoanalytic treatmentderpinnings of behaviorism and humanism
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more effective” (p. 305). In a paper delivered instances of relapse following behavior therapy
might possibly be linked to the client’s mal-at the 1974 meeting of the American Psycho-

logical Association, Landsman (1974) urged adaptive patterns that might more readily be
identified when viewed from within a psycho-his humanistically oriented colleagues to at-

tend to some of the contributions of behavior dynamic framework. Wachtel (1977) went on
to explore such integration at greater length intherapy, such as “attention to specifics, to de-

tails, careful quantification, modesty in claims, his well-known and challenging book, Psycho-
analysis and Behavior Therapy, in which hedemonstrable results” (p. 15).

In his incisive book, Misunderstandings of maintained that the convergence of clinical
procedures from each orientation would likelythe Self, Raimy (1975), like Frank (1961), sug-

gested that various approaches to therapy all enhance the effectiveness of our intervention
attempts.seem to be directed toward changing clients’

misconceptions of themselves and of others. In 1976, a number of articles and books tou-
ched on therapeutic integration. Hans StruppAll therapies are alike in that they “present evi-

dence” to assist individuals in changing these (1976) criticized psychoanalytic therapy for not
keeping up with the times, using therapeuticmisconceptions; the type of evidence and the

way it is presented, however, vary across differ- procedures more on the basis of faith than
data. In a commentary on Strupp’s article,ent therapeutic orientations. An article by the

German psychologist Bastine (1975), amplified Grinker (1976) underscored the need for a
therapeutic approach based on research find-upon a few years later (Bastine, 1978), likewise

outlined common strategies together with the ings and noted that with added clinical experi-
ence, even the most orthodox of psychoanalyststechniques by which they may be imple-

mented. In his clinically oriented book on the learn that other methods are needed to help
facilitate change. As a practicing psychoanalysttherapeutic change process, Egan (1975) mod-

ified his original humanistic orientation to ac- with personal experience in the human poten-
tial movement, Appelbaum (1976) suggestedknowledge that although the contributions of

Rogers (1963) and others are essential for estab- that some gestalt therapy methods may com-
plement more traditional psychoanalytic tech-lishing the type of therapeutic relationship in

which change can take place, behavior therapy niques. Appelbaum’s excursion into more hu-
manistically oriented activities were describedoffers methods to implement specific action

programs. Also in 1975, Sloane, Staples, Cris- in fascinating detail in a later book (Appel-
baum, 1979).tol, Yorkston, and Whipple published their

findings on psychodynamic and behavior ther- Wandersman, Poppen, and Ricks’ (1976)
Humanism and Behaviorism offered discus-apists’ activities, showing that therapists from

both orientations demonstrated comparable de- sions by members of each orientation, which
attempted to acknowledge points of potentialgrees of warmth and positive regard, and that

patients of both types of therapists exhibited integration. In Burton’s (1976) edited volume,
What Makes Behavior Change Possible?, 16the same depth of self-exploration.

On a theoretical level, Shectman (1975) representatives of diverse orientations addressed
themselves to some of the basic questionssuggested that behavioral principles might pro-

vide psychoanalysis with a more adequate the- about the essential ingredients of therapeutic
change. Noting that behavior therapy was aory of learning. Paul Wachtel (1975), in the

first of his many writings on therapy integra- useful framework for dealing with clinical
cases but still incomplete in and of itself, Hunttion, cited the contributions made to psychody-

namic therapy by Alexander, Horney, and Sul- (1976) argued that there exists no single orien-
tations that can deal with all clinical material.livan as evidence that behavioral approaches,

which attempt to deal directly with problem- In their book Clinical Behavior Therapy,
Goldfried and Davison (1976) maintained thatatic behaviors, could readily be incorporated

into a psychodynamic framework. This is a behavior therapy need no longer assume an an-
tagonistic stance vis-à-vis other orientations.two-way street, argued Wachtel, in that many
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Acknowledging that there is much that clini- functioning (e.g., importance of situational fac-
tors, the uniqueness of the individual). Hecians of different orientations have to say to

each other, they suggested: “It is time for be- looked forward to the time when representa-
tives in “both camps will decrease mutual bat-havior therapists to stop regarding themselves

as an outgroup and instead to enter into serious tling and recriminations.”
Gurman (1978) challenged the usefulnessand hopefully mutually fruitful dialogues with

their nonbehavioral colleagues” (p. 15). That of approaching a psychological problem through
the eyes of one theory. Underscoring what wemany clinicians were in effect already doing

this was reflected in Garfield and Kurtz’s all too often forget, Gurman went on to suggest
that “Therapy is not viewed as a reified set of(1976) findings that approximately 55% of clin-

ical psychologists in the United States consid- procedures, but as an evolving science” (p.
131). Diamond, Havens, and Jones (1978) in-ered themselves eclectic. Most frequently used

in combination were the psychodynamic and dependently came to the same conclusion,
stressing the need for an eclectic approach tolearning orientations, a combination that was

based on the pragmatics of doing clinical work therapy that would be tied to research and the-
ory yet flexible enough to provide highly in-(Garfield & Kurtz, 1977).

Integration at a clinical level was dealt with dividualized treatment. In that same year,
Fischer (1978) outlined an eclectic approachin several articles (Lambley, 1976; Levay,

Weissberg, & Blaustein, 1976; Murray, 1976; to social casework, and O’Leary and Turkewitz
(1978) described how a communications anal-Segraves & Smith, 1976). Also, Lazarus’s (1976)

book, Multimodal Behavior Therapy, extended ysis of marital interaction might be used within
the context of behavioral marital therapy.and refined his broad-spectrum approach to

behavior therapy so as to systematically take Some of the points of overlap between behav-
ior therapy and Zen Buddhism were outlinedinto account the individual’s behaviors, affects,

sensations, images, cognitions, interpersonal by Mikulas (1978) and Shapiro (1978).
A symposium on the compatibility and in-relationships, and drugs/physiological states.

In the following year, Lazarus (1977), then compatibility of behavior therapy and psycho-
analysis, chaired by Arkowitz (1978), was heldhaving practiced behavior therapy for approxi-

mately 20 years, questioned whether behavior at the 1978 AABT Convention. In a subse-
quently published 1978 convention paper enti-therapy, as a delimited school of thought, had

“outlived its usefulness.” He recognized the tled “Are Psychoanalytic Therapists Beginning
to Practice Cognitive Behavior Therapy or isneed to “transcend the constraints of factional-

ism, where cloistered adherents of rival schools, Behavior Therapy Turning Psychoanalytic?,”
Strupp (1983) commented on some of the con-movements, and systems each cling to their

separate illusions” (p. 11). An editorial com- verging trends that seem to be occurring within
each of these orientations. In a reanalysis ofment appearing in the Journal of Humanistic

Psychology (Greening, 1978) applauded Laza- agoraphobia, Goldstein and Chambless (1978)
described some of the complicating features inrus’s 1977 paper and urged readers of the jour-

nal to be open to such suggestions for rap- dealing with this problem clinically, outlining
a comprehensive treatment plan that went be-prochement.

Commenting on the gap that frequently ex- yond the straightforward methods typically as-
sociated with a behavioral approach. Also inists between theory and practice, Davison (1978)

delivered a talk at the Association for Advance- the same year, Brown (1978) presented case
material reflecting the integration of psychody-ment of Behavior Therapy (AABT) convention

in which he suggested that behavior therapists namic and behavior therapies, and Ryle (1978)
suggested that experimental cognitive psychol-consider the possibility of using certain experi-

ential procedures in their clinical work. Krasner ogy might provide a common language for the
psychotherapies.(1978) outlined the history of both behaviorism

and humanism, noting that the two orienta- Prochaska (1979), in a textbook describing
the diverse systems of psychotherapy, concludedtions shared some common view of human
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with a chapter that made the case for ulti- Noting past attempts to find commonalities
across psychotherapies, Goldfried (1980) arguedmately developing a transtheoretical orienta-

tion that would encompass what may have that a fruitful level of abstraction at which such
a comparative analysis might take place wouldbeen found to be effective across different ap-

proaches to psychotherapy. In that same year, be somewhere between the specific technique
and theoretical explanation for the potential ef-Knobloch and Knobloch (1979) presented

their approach to integrated psychotherapy. fectiveness of that technique. He maintained
that it is at this intermediate level of abstrac-Presenting some interesting parallels be-

tween cognitive therapy and psychodynamic tion—at the level of clinical strategy—that po-
tential points of overlap may exist. One clinicaltherapy, Sarason (1979) suggested that experi-

mental cognitive psychology may provide a strategy that may very well cut across orienta-
tions entails providing the client/patient withconceptual system for understanding both ori-

entations. Goldfried (1979) proposed that cog- “corrective experiences,” particularly with re-
gard to fear-related activities. For example,nitive-behavior therapy might be construed as

often dealing with an individual’s implicit Fenichel (1941, p. 83), on the topic of fear re-
duction, noted that:meaning structures, and that use of association

techniques from experimental cognitive psy-
when a person is afraid but experiences a situa-chology to study such phenomena should be
tion in which what was feared occurs withoutequally acceptable to clinicians and theorists of
any harm resulting, he will not immediately trusta psychodynamic orientation. It is interesting
the outcome of his new experience; however, theto note that Sarason and Goldfried drew their
second time he will have a little less fear, theconclusions independently and without any
third time still less.apparent knowledge of Ryle’s (1978) very simi-

lar conclusion the year before. This very same conclusion was reached by
Robertson (1979) speculated on some of the Bandura (1969, p. 414), who observed:

reasons for the existence of eclecticism, such
as lack of pressures, in one’s training or profes- Extinction of avoidance behavior is achieved by
sional setting, to take a given viewpoint; and a repeated exposure to subjectively threatening
therapeutic orientation reaching a point where stimuli under conditions designed to ensure that
“the bloom is off the rose.” Related to this last neither the avoidance responses nor the antici-
point are the results of Mahoney’s (1979) sur- pated adverse consequences occur.
vey of leading cognitive and noncognitive be-
havior therapists. Among the several questions Relevant to this general theme was Nielsen’s

(1980) description of how certain psychoana-asked of the respondents was: “I feel satisfied
with the adequacy of my current understand- lytic concepts are reflected in the practice of

gestalt therapy.ing of human behavior.” Using a 7-point scale,
Mahoney found that the average rating of satis- In a 1980 special issue of Cognitive Therapy

and Research, therapists of various orientationsfaction was less than 2!
answered a set of questions about what they
believed to be the most effective ingredients in

The 1980s therapeutic change (Brady et al., 1980). At the
1980 AABT Convention, Goldfried and StruppDuring the 1980s, psychotherapy integration

made a significant advance as a defined area (1980) held a dialogue on the issue of rap-
prochement in which they agreed that in theof interest—indeed, a movement. There was a

geometric increase in the number of publica- final analysis, any attempt at finding points of
commonality must be based on what clinicianstions and presentations on the topic, making

it unwieldy and impractical for us to offer an do, rather than what they say they do. Dryden
(1980) discussed the differences in therapeuticadequate description of the hundreds of publi-

cations that appeared during this decade and styles across orientations, particularly as they
relate to the concept of transference, Bastinethe one that followed.
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(1980) observed that a problem-oriented ap- technique in order to increase affect and to
elicit meaningful cognitions from the patient.proach to intervention is likely to facilitate psy-

chotherapy integration, and Linsenhoff, Bas- The multimodal therapy of Lazarus (1981) es-
sentially maintained that the therapist’s choicetine, and Kommer (1980) emphasized that the

field of psychotherapy could benefit most from of therapy techniques must be data-driven, not
theory driven.an integration that would be both theoretical

and practical. Schwartz (1981) reported that group psy-
chotherapists who led groups in psychotherapyMesser and Winokur (1980), in an article

examining the potential benefits and pitfalls of were moving toward “technical and theoretical
eclecticism” in increasing numbers. Address-psychotherapy integration, suggested that both

action-oriented and insight-oriented approaches ing the issue of integrative conceptual models,
Landau and Goldfried (1981) described in de-may be used in combination to help patients

to translate their insights into action. Mahoney tail how certain concepts from experimental
cognitive psychology (e.g., schema, scripts) can(1980) noted that behaviorists had begun not

only to adopt a position that accepted a per- offer the field a consistent framework within
which cognitive, behavioral, and psychody-son’s thoughts as useful data, but also to pay

attention to “implicit” cognitions. In this man- namic assessment may fit. Also appearing in
1981 was an article by Rhoads (1981) outliningner, cognitive-behavioral theorists and thera-

pists were beginning to examine “unconscious” and illustrating the clinical integration of be-
havior therapy and psychoanalytic therapy; aevents.

Marmor and Woods’ (1980) edited book, chapter by Gurman (1981) that described how
different therapeutic orientations may be fittedThe Interface Between the Psychodynamic and

Behavioral Therapies, illustrated the theme that into a multifaceted empirical approach to mar-
ital therapy; and a convention presentation byno single approach to therapy can deal with all

of human functioning. This general theme was Sears (1981) relating his own personal observa-
tions of the early attempts to link behavior the-reflected in a case report by Cohen and Pope

(1980), in which a single client was signifi- ory with psychoanalytic therapy.
As the discussion of therapeutic integrationcantly helped by two cooperating therapists,

one behavioral and the other analytic. A survey was becoming increasingly widespread, it be-
came desirable for concerned professionals toby Larson (1980) found that although thera-

pists typically used a single orientation as their arrange meetings to facilitate a more efficient
and meaningful exchange of views. For exam-primary reference point, 65% acknowledged

that their clinical work included contributions ple, in 1981, a small group of clinicians and
clinical researchers (Garfield, Goldfried, Horo-from a number of other therapeutic approaches.

Ryle (1980) reported the findings of a series of witz, Imber, Kendall, Strupp, Wachtel, & Wolfe)
held an informal, two-day conference to deter-case histories, in which an integrated, cogni-

tive-dynamic intervention was found to be clin- mine whether clinicians of different orienta-
tions could communicate with each otherically effective. Garfield (1980), drawing on

different therapeutic orientations in his Psycho- about actual clinical material. This group did
not attempt to generate any particular product;therapy: An Eclectic Approach, described an

empirically oriented view of psychotherapy. their primary objective was to have the oppor-
tunity to initiate a dialogue with each other.Like Bergin before him, he viewed the intro-

duction of cognitive variables into behavior Communication between psychotherapy
practitioners and researchers of diverse orienta-therapy as a particularly important advance.

In 1981, a number of writers furthered the tions became a worldwide phenomenon in the
following years. For example, in 1982, the Ad-argument that each distinct orientation presents

different strengths that can be combined into ler Society for Individual Psychology dedicated
their World Congress (held in Vienna) to thea more broad-based and useful approach. For

example, Arnkoff (1981) reported combining exchange of views between representatives of
many of the major therapy models. The follow-cognitive therapy with the Gestalt empty-chair
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ing year, an International Congress in Bogota, tems by translating them into the language of
cognitive social psychology. The utility of hisColumbia, led by Augosto Perez Gomez, fo-

cused on the prospects for the convergence of cognitive-social psychology terminology is ex-
emplified by the persuasive presentation of thepsychotherapies and a cross-fertilization of ideas.

As a way of illustrating how such rapproche- concept of “interpersonal schemas,” analogous
to the analytic concept of “transference,” to ex-ment might be implemented, Anchin (1982)

described an integration of interpersonal and plain the influence of early-life significant rela-
tionships on a person’s perceptions of his/hercognitive-behavioral constructs, Bohart (1982)

discussed the points of overlap between cogni- spouse.
In 1983, the frequently asked question oftive and humanistic therapy, Dryden (1982) in-

dicated how rational-emotive therapy had se- “what therapy activities are most appropriate
for what type of problem, by which therapist,lected techniques from other orientations, and

Mahoney and Wachtel (1982) presented a day- for what kind of client/patient?” was addressed
by Beutler in his book, Eclectic Psychotherapy.long dialogue and discussion of actual clinical

material. This volume suggested ways of maximizing
therapeutic effectiveness by reviewing what isGoldfried and Padawer (1982) argued that

the activities of psychotherapists of differing known about the optimal matching of patients
to therapists and techniques. Fensterheim andtheoretical orientations are highly similar, even

though their conceptualizations of cases may Glazer (1983), in Behavioral Psychotherapy,
highlighted the complementarity of psychoan-be articulated quite differently. Their review of

the literature revealed a number of strategies alytic and behavioral treatment methods. Also
appearing in this year was a book on psycho-that seem to guide the efforts of most thera-

pists. Focusing on the process of therapeutic therapy integration in German (Textor, 1983),
reflecting the growth of the movement on anchange that occurs between sessions, Kazdin

and Mascitelli (1982) noted that the study of international level.
Evidence of a rapprochement between bio-“extra-therapy practice” might be a fruitful area

in which to find commonalities across orienta- logical and psychological approaches to ther-
apy appeared in the work of Gevins (1983),tions.

In 1982, the issue of theoretical integration and in the theme of the 1983 meeting of the
Society of Biological Psychiatry—“The Biologyacquired still greater visibility through the pub-

lication of a number of books on the topic, au- of Information Processing.” The following
year, Beck (1984) and Beitman and Klermanthored by clinicians and researchers from di-

verse backgrounds. In Converging Themes in (1984) presented guidelines for the integration
of psychotherapies and pharmacotherapy.Psychotherapy, Goldfried (1982a) provided a

compendium of articles dealing with the issue A number of authors began to suggest that
the field of psychotherapy needed to develop aof rapprochement, together with an overview

of the current status and future directions in new, higher-order theory that would help us
to better understand the connections betweenpsychotherapy integration. In Resistance, Wach-

tel (1982b) elicited the views of experienced cognitive, affective, and behavioral systems
(Beck, 1984; Greenberg & Safran, 1984; Ma-and well-known therapists in an attempt to ex-

plore the possibility that a synthesis of the psy- honey, 1984; Ryle, 1984; Safran, 1984). These
writers maintained that attempts to answer thechodynamic and behavioral approaches might

shed light on resistance to therapeutic change. question of how affective, behavioral, and cog-
nitive systems interact would move the field to-In Psychotherapy: A Cognitive Integration of

Theory and Practice, Ryle (1982) assimilated ward the development of a more adequate,
unified paradigm.theories and methods of a heterogeneous set of

orientations into a common language system— Another framework for organizing and inte-
grating various approaches to psychotherapycognitive psychology. In Marital Therapy, Se-

graves (1982), like Ryle, attempted to integrate was presented by Driscoll (1984) in Pragmatic
Psychotherapy. Substituting the vernacular forelements of seemingly disparate theoretical sys-
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theoretical jargon, Driscoll presents a method In the mid to late 1980s, it became apparent
that the movement toward psychotherapy inte-(the pragmatic “survey”) by which any given

psychological problem can be elucidated and gration had succeeded in reaching an ever-
broadening and receptive audience. There wasconceptualized in a diversity of ways.

In Arkowitz and Messer’s (1984) edited vol- a significant increase in the number of authors
who became active in contributing to the ad-ume, Psychoanalytic Therapy and Behavior

Therapy: Is Integration Possible? they, along vancement of the field. In order to provide fo-
rums for these many voices, new journals ap-with 10 contributing authors, explore the clini-

cal, theoretical, and empirical issues of a seri- peared that directly addressed clinical and
research issues pertinent to integration. Oneous attempt at rapprochement. Although there

was no clear consensus on such matters, Arko- such journal was the International Journal of
Eclectic Psychotherapy, later renamed the Jour-witz and Messer provided an invaluable oppor-

tunity for the generation and exchange of fruit- nal of Integrative and Eclectic Psychotherapy in
1987. Also started in 1987 was the Journal offul philosophical and practical ideas toward the

advancement of the field as a whole. Cognitive Psychotherapy: An International Quar-
terly, which openly invited papers that discussIn addition to the aforementioned books,

numerous others on therapeutic integration ap- and explicate the integration of cognitive psy-
chotherapy with other models of treatment.peared at this time in the 1980s (e.g., Guidano

& Liotti, 1983; Hart, 1983; Meyer, 1982; Palmer, In 1985, Mahoney cast a critical eye on the
sociopolitics of academia, saying in effect that1980; Papajohn, 1982; Prochaska & DiCle-

mente, 1984; Wittman, 1981). Moreover, jour- current systems foster and reward conformity
and static viewpoints. He vehemently arguednals started to feature discussions on this topic.

A special 1982 issue of Behavior Therapy con- that knowledge would best be advanced when
there would be an openness to views that wenttained a series of articles examining the poten-

tial benefits and drawbacks of complementing beyond mainstream thinking. The movement
toward psychotherapy integration was pre-a behavioral approach with those of other ori-

entations (Garfield, 1982; Goldfried, 1982b; sented as an important new area of exploration
that the field would do well to support.Kendall, 1982; Wachtel, 1982a), and a 1983

issue of the British Journal of Clinical Psychol- In the following year, Messer (1986) drew a
comparison between psychoanalytic and be-ogy presented spirited “point–counterpoint” com-

mentary between Yates (1983a, 1983b), Davis havioral approaches to treatment, using various
clinical choice points to highlight where they(1983), Messer (1983), Murray (1983), and

Wachtel (1983) on the subject of the plausibil- were similar and where they differed. Thus,
when dealing with a patient’s distorted view ofity of psychotherapy integration.

A particularly significant event in the history the world, the psychodynamic therapist would
place more of a focus on the nature of the dis-of psychotherapy integration was the formation

of an international organization devoted spe- tortion, whereas the behavior therapist would
be quicker to help the patient to incorporatecifically to this endeavor. Formed in 1983, the

Society for the Exploration of Psychotherapy the reality. Which of these two strategies is
more effective clinically remains to be demon-Integration (SEPI) was established as a way of

bringing together the growing number of profes- strated empirically. Dealing with the psycho-
therapy research findings to date, Stiles, Sha-sionals interested in this area. An interdisciplin-

ary organization that has grown to be interna- piro, and Elliott (1986) concluded that the
failure to find consistent superiority of any onetional in scope, SEPI holds yearly conferences

at which many of the most active clinicians approach over another should lead us to carry
out more work on studying the process ofand researchers present their current work, and

where attendees are provided with the opportu- change. This point was similarly made by Gold-
fried and Safran (1986), who pointed to futurenity to discuss and exchange ideas. We shall

have more to say about SEPI later in this chapter. research directions in psychotherapy integra-
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tion. Acknowledging that the change process tive relief with objective therapeutic changes
in observable behavior, Beitman (1987) pre-with certain complex clinical disorders requires

a comprehensive intervention, Chambless, sented a four-stage model of therapy that cut
across orientations and used a common lan-Goldstein, Gallagher, and Bright (1986) out-

lined and provided some preliminary evidence guage, and Orlinksy and Howard (1987) de-
scribed a generic model of therapy on the basisfor an integrative program to treat agoraphobia.

If the movement toward psychotherapy inte- of their review of therapy research.
A 1987 issue of the Journal of Integrativegration is to help the field as a whole to prog-

ress, it becomes vital to define clearly the pa- and Eclective Psychotherapy addressed the prob-
lem of overcoming the theoretical languagerameters of such a therapeutic approach and

to suggest methods and modes of teaching the barrier that would otherwise impede commu-
nication and collaborative study between clini-therapy to trainees (Halgin, 1985). An impor-

tant edited volume by Norcross (1986) made cians and researchers of differing theoretical
training backgrounds (Messer, 1987). A num-valuable headway in this regard. Contributing

authors spelled out their conceptualizations of ber of writers expounded on the merits of such
language systems as the vernacular (Driscoll,eclectic psychotherapy and shared their views

on how to teach students the vast amount of 1987), experimental cognitive psychology and
social cognition (Goldfried, 1987; Ryle, 1987),information needed to understand and inte-

grate various models. Also in 1986, a special and interpersonal theory (Strong, 1987).
Elaborating on the theme that diverse thera-issue of the International Journal of Eclectic

Psychotherapy was devoted to a discussion of peutic orientations are needed for a multidi-
mensional method of intervention, Berginthe training and supervision of integrative/

eclectic psychotherapists (Norcross et al., 1986). (1988) pointed out that nobody attempting to
understand the workings of the human bodyIt was clear that this would be a formidable

task with which to grapple, and that ongoing would ever try to invoke a single set of rules.
For example, principles of fluid mechanics aredevelopment would be necessary in order to

begin to approach satisfactory answers. There- needed to understand how the heart operates,
whereas electrochemical principles are neededfore, later issues of the same publication, the

newly named Journal of Integrative and Eclec- for an understanding of neural transmission. A
true rapprochement across the psychotherapiestic Psychotherapy, would carry on the dialogue

on training and supervision (Beutler et al., is needed, suggested Bergin, if we are to deal
effectively with those complex human prob-1987; Halgin, 1988; Norcross, 1988).

A glance at some of the major books on in- lems requiring psychotherapeutic intervention.
In 1988, Norcross and Prochaska revisitedtegration in 1987 reminds us that interest in

this area had become worldwide. From Italy, and updated Garfield and Kurtz’s 1977 study
on eclectic views. The results demonstratedwe had Guidano’s (1987) Complexity of the

self: A developmental approach to psychother- that the majority now preferred the label of in-
tegrative over eclectic in describing their theo-apy and theory. From English-speaking Can-

ada, Greenberg and Safran (1987) published retical orientation. Although the integrative/
eclectic orientation continued to be the modalEmotion in Psychotherapy; from French-speak-

ing Canada, we see LeCompte and Castongu- orientation among American psychotherapists,
the frequency of theoretical contributions wasay’s (1987) edited work, Rapprochement et Inte-

gration en Psychotherapie. From the United changing. Whereas the most frequent combi-
nation in the 1970s was psychoanalytic and be-States came Wachtel’s (1987) Insight and Ac-

tion, Beitman’s (1987) The Structure of Individ- havioral, the most common combinations were
cognitive and behavioral and then humanisticual Psychotherapy, and Norcross’ (1987) Case-

book of Eclectic Psychotherapy.Wachtel (1987) and cognitive in the 1980s. The authors ob-
served that “integration by design is steadily re-presented a therapeutic method that meshed

the goals of greater self-awareness and subjec- placing eclecticism by default” (p. 173).
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Another series of articles on the subject of and unsuccessful cases rather than through the
extensive study of groups of clients categorizedpsychotherapy integration appeared in Psychi-

atric Annals in 1988: Rhoads’ (1988) contribu- by broad diagnostic labels. Cashdan (1988) de-
scribed the role of the therapeutic relationshiption addressed the dual use of psychotherapy

and psychotropic medication; Babcock (1988) within an object relations framework, Andrews
(1988, 1989) offered a model of change thatand Powell (1988) independently pointed out

that many behavioral interventions will pro- emphasized the importance of self-confirming
feedback cycles, Glass and Arnkoff (1988)voke clinically meaningful emotional and cog-

nitive insights; London and Palmer (1988) ar- found evidence for common as well as specific
factors in clients’ explanations for change, andgued that cognitive therapies represent viable

integrative therapies in and of themselves; and Omer and London (1988) concluded that the
nonspecific variables in therapy were no longerBirk (1988) reminded us of the need to explore

the integration of individual psychotherapy “noise” but have achieved the status of “signal.”
Wolfe and Goldfried (1988), reporting on awith marital and family therapy.

The integration of therapeutic modalities, National Institute of Mental Health (NIMH)
research conference dealing with psychother-such as individual and family therapy, was typi-

fied by the work of Allen (1988), Beach and apy integration, stated that the establishment
and growth of an accessible archive of tapesO’Leary (1986), Duhl and Duhl (1980), Feld-

man (1979, 1989), Feldman and Pinsof (1982), and transcripts would be a major boon to em-
pirical studies relevant to integration. AnotherFriedman (1980a,b 1981), Grebstein (1986),

Gurman (1981), Hatcher (1978), Lebow (1984), subtheme related to the need for integration to
be based in empirical findings was the call forPinsof (1983), Rosenberg (1978), Segraves

(1982), Steinfeld (1980), and Wachtel and a better, more unified understanding of psy-
chopathology (Arkowitz, 1989; Guidano, 1987;Wachtel (1986). A common phenomenon these

authors discussed was the vicious cycle that re- Wolfe, 1989; Wolfe & Goldfried, 1988).
One of the first research programs specifi-sults when a member of an interpersonal sys-

tem expects and assumes the worst about a sig- cally designed to develop a new methodology
for the advancement of psychotherapy integra-nificant other, resulting in acting in such a way

to provoke the very negative reactions from the tion began to emerge from the work of Gold-
fried and his associates (e.g., Castonguay, Gold-significant other that “confirm” the original

dysfunctional belief. As testimony to the mo- fried, Hayes, & Kerr, 1989; Goldfried, Newman,
& Hayes, 1989; Goldsamt, Goldfried, Hayes,mentum the above works have gathered, a spe-

cial interest group within the American Family & Kerr, 1989; Kerr, Goldfried, Hayes, & Gold-
samt, 1989). These authors developed a codingTherapy Association was organized to support

these integrative efforts. system, composed in the language of the ver-
nacular, to compare and contrast the feedbackToward the end of the 1980s, the call for

the development of an empirical methodology that cognitive-behavioral and psychodynamic
therapists give their patients. Their databasefor the study of psychotherapy integration be-

came quite pronounced (e.g., Goldfried & comprised transcripts and audiotapes of actual
therapy sessions, thus facilitating the study ofSafran, 1986; Norcross & Grencavage, 1989;

Norcross & Thomas, 1988; Safran, Greenberg, what the therapists actually do in session (Gold-
fried & Newman, 1986).& Rice, 1988; Wolfe & Goldfried, 1988),

whereas others (Messer, Sass, & Woolfolk, Another issue that gained momentum in
the late 1980s was the examination of the nar-1988) underscored the benefits of alternate

epistomological approaches to understanding rowing gap between cognitive-behavioral and
psychodynamic viewpoints on the nature of thethe therapy process. Safran, Greenberg, and

Rice (1988) posited that psychotherapists ulti- therapeutic relationship. For example, Line-
han’s (1987; Heard & Linehan, 2005) Dialec-mately would learn more about the process of

therapy via the intensive study of successful tical Behavior Therapy for borderline personal-
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ity disorder characterized the therapeutic tial therapy, Piagetian theory, behavior therapy,
psychodynamic therapy, Gestalt imagery, mari-relationship as being central to the success of

the treatment. Westen’s (1988) intriguing arti- tal therapy, and pharmacotherapy).
cle conceptualized the transference phenome-
non in terms of information processing while

The 1990sacknowledging its vital emotional component.
Goldfried and Hayes (1989) argued that—even If the 1980s witnessed the establishment of in-

tegration as a movement, then the 1990s sawin behavior therapy—the therapeutic relation-
ship frequently elicits a sample of the client’s the ideas of this movement become generally

recognized and adopted by a wide variety ofmost clinically relevant thoughts, emotions,
and behaviors as they pertain to the self and researchers and clinicians alike. Indeed, inte-

grative themes became part of the prevailingothers. Newman (1989) authored a treatise on
the phenomenon of countertransference as ex- zeitgeist and were increasingly incorporated

into mainstream writing. Moreover, Jensen,perienced and conceptualized from the per-
spective of the cognitive-behavioral therapist. Bergin, and Greaves (1990) surveyed psycho-

therapists and found that a majority of themIn 1989, Lazarus published a revision of his
influential book, The Practice of Multimodal subscribed to eclectic/integrative forms of therapy.

Interpersonal Process in Cognitive TherapyTherapy. Simek-Downing’s (1989) Interna-
tional Psychotherapy, a book that took cross- by Safran and Segal (1990) outlined how the

clinical effectiveness of cognitive therapy couldcultural factors into account in examining the
process of therapy, addressed elements of suc- be enhanced by incorporating principles and

techniques associated with interpersonal the-cessful interpersonal helping that appear to be
universal. Mahrer’s The Integration of Psycho- ory. In their edited volume, Eclecticism and In-

tegration in Counseling and Psychotherapy,therapies (1989) expressed the sentiment that
“. . . integrationists are dealing with many of Dryden and Norcross (1990) included a con-

sideration of potential obstacles to integrationthe crucial questions for our field” and spelled
out his recommended responsibilities for the as well as emerging themes that could poten-

tially lead to contention among those in theintegrative therapist, teacher, supervisor, and
researcher. Beitman, Goldfried, and Norcross’ field, noting that since integration and eclecti-

cism were still in their early stages of develop-(1989) overview article on psychotherapy inte-
gration in the American Journal of Psychiatry ment, different authorities have had different

views. In another edited book, Client-Centeredunderscored the importance of research find-
ings on this topic so that “prescriptive treat- and Experiential Psychotherapy in the Nineties

(Lietaer, Rombauts, & VanBalen, 1990), Bo-ment [could be] based primarily on patient
need and empirical evidence rather than on hart contributed a chapter in which he brought

an integrative approach to client-centered ther-theoretical predisposition” (p. 141). Beginning
work in this area came from Sheffield, En- apy, describing the common underlying factors

in psychotherapy and how these are related togland (Barkham, Shapiro, & Firth-Cozens,
1989), where it was found that a combined in- client-centered therapy. In their review of the

burgeoning common-factors literature, Gren-tervention that went from psychodynamic to
cognitive-behavior therapy worked better than cavage and Norcross (1990) suggested that the

factors could be classified according to clientone in which the sequence was reversed.
Although not originally intended to be an characteristics, therapist attributes, change pro-

cesses, treatment structure, and therapy rela-integrative text, the Comprehensive Handbook
of Cognitive Therapy (Freeman, Simon, Beu- tionship.

Duncan, Parks, and Rusk (1990) noted thattler, & Arkowitz, 1989) nonetheless comprised
many chapters that seemed to create concep- although theoretical integration may offer “the

greatest intellectual appeal,” technical eclecti-tual and technical bridges between cognitive
therapy and other approaches (e.g., experien- cism may be the more practical solution, al-
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lowing the clinician to avoid having to find a techniques must be tried out in their new con-
texts and be validated through use and experi-connection between techniques and metabe-

liefs or theoretical underpinnings. Beutler and mentation. Writing about multicultural coun-
seling and therapy, Ramirez (1991) observedClarkin (1990) proposed a systematic eclectic

therapy that allows for the selection of a treat- the regular use of contributions from different
orientations. Alford (1991) called for integra-ment approach based on client predisposing

variables, treatment context, relationship vari- tionists to find the various systems that are wor-
thy of integration, noting a continued lack ofables, therapeutic strategies, and techniques.

Discussing their identification as a technical consensus regarding criteria for the selection
and incorporation of elements from variouseclectic and a common factors integrationist,

respectively, Lazurus (1990) and Beitman (1990) therapies. Horowitz (1991) proposed “deep”
formulations such as emotionality, relation-debated their differing stances. Expanding on

work begun in the 1980s, Ryle (1990) discusses ships, self-control, and development that may
potentially offer an entry to integration. Wach-how cognitive-analytic therapy integrates as-

pects of cognitive, psychodynamic, and behav- tel (1991) similarly proposed moving beyond
simply combining elements, suggesting that weior therapies. Also in 1990, Lazarus urged inte-

grationists to avoid training students in one try to achieve a more seamless psychotherapeu-
tic integration. He also pointed out that in-particular approach to therapy and instead to

present them with various options in an unbi- stances of true synthesis do occur sometimes
and that it is important to take special note ofased manner so that they can learn to recog-

nize the values of each approach. them.
Goldfried (1991) proposed a research enter-Two landmark books appeared in 1991.

One (Frank & Frank, 1991) was a revision of prise that would examine such instances. He
discusses his “desegregation” research acrossthe classic Persuasion and Healing by Frank

that was published three decades earlier (Frank, pure-form treatment modalities, which involves
a comparative analysis of the change process.1961) and the other a comprehensive analysis

by Mahoney (1991) on the process of change. He proposed that by focusing on clinical prin-
ciples that are common across orientations, re-Also of particular significance in 1991, the

Society for the Exploration of Psychotherapy search would have a greater likelihood of fo-
cusing on the most important mechanisms ofIntegration (SEPI) began publishing its own

journal, the Journal of Psychotherapy Integra- change. Commenting on this article, Shoham-
Salomon (1991) added that only therapies thattion. The goal of the journal was to offer a fo-

rum for articles that moved beyond the con- are different from each other in clearly identi-
fiable ways can be integrated.fines of single-school or single-theory approaches

to psychotherapy and behavior. Much of the Writing in 1991, Schacht suggested that the
manner in which clinicians learn therapy willwork in the area of integration throughout the

1990s was published in this journal. influence their ability to employ integrative
concepts in therapy, observing that integrationThe first articles published in the Journal of

Psychotherapy Integration dealt with the cur- has different meanings for beginning therapists
than for expert therapists. He proposed thatrent state and trends of psychotherapy integra-

tion. In a dialogue between Lazarus and Mes- those who train students in integrative ap-
proaches need to take note of the develop-ser (1991), Lazarus lamented the fragmentation

that exists among psychotherapies and called mental path that therapists follow as they move
from novice to expert therapists. In the samefor “fewer theories and more facts” (p. 146),

arguing for a data-based technical eclecticism year, Mahoney and Craine reported on a sur-
vey of 177 members of SEPI and the Societyrather than an integration that is informed

solely by theory. Messer countered this argu- for Psychotherapy Research (SPR) regarding
optimal therapeutic practice. The only differ-ment by noting that all data are informed by

theory but also acknowledged that imported ence found among theoretical orientations was
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that behaviorists rated psychological change as factors that cuts across all forms of treatment;
and (7) SEPI, which provides an educational,less difficult than non-behaviorists. Of particu-

lar interest is the finding that most respondents clinical, and scientific forum in which to con-
sider integration.exhibited considerable belief change over the

course of their careers. Commensurate with its maturation, psycho-
therapy integration began to differentiate moreIn 1992, Goldfried and Castonguay noted

that despite the popularity of integrative ap- clearly into separate paths or subtypes: com-
mon factors, theoretical integration, and tech-proaches, the three major therapeutic schools

were most likely here to stay. However, just two nical eclecticism (Arkowitz, 1992). Lazarus,
Beutler, and Norcross (1992) discussed the fu-years later, Castonguay and Goldfried (1994)

highlighted several instances of rapprochement ture of technical eclecticism. In the early 1990s,
eclecticism became a more deliberate combi-that have led to the refinement of the existing

schools. nation of interventions stemming from more
appropriate training in various orientations, aIn an edited volume, History of Psychother-

apy: A Century of Change (Freedheim & Fren- systematic assessment of client needs, and a
use of outcome research.denberger, 1992), Arkowitz presented a chapter

that traced the development of psychotherapy The first edition of the Handbook of Psycho-
therapy Integration, edited by Norcross andintegration across the twentieth century. Apart

from the content that Arkowitz offered, what is Goldfried (1992), offered a comprehensive ex-
amination of the theory and practice of integra-particularly significant is the reality that in-

cluding such a chapter was regarded as essen- tive psychotherapy, including a conceptual and
historical perspective, models of psychotherapytial for a complete portrayal of the last 100

years of psychotherapy. In the same volume, integration, approaches to specific clinical prob-
lems, different modalities of intervention, andArnkoff and Glass (1992) devoted a substantial

portion of their chapter on cognitive therapy to issues related to training, research, and future
directions. Norcross and Goldfried concludedpsychotherapy integration, noting that the de-

velopment of cognitive therapy sparked interest that it is unlikely that the psychotherapy inte-
gration movement will provide the field with ain eclectic and integrative approaches to therapy.

Integration was met with receptivity in the grand, overarching theoretical orientation. In-
stead, they proposed that integrative efforts canearly 1990s. As an example, Duncan (1992) of-

fered the use of integrative techniques for lead to increased consensus on the interven-
tions that are indicated for certain clinicalameliorating the criticisms of strategic family

therapy, suggesting ways for improving strategic problems. They called for process and out-
come studies of both pure form and integrativetherapy that are clearly integrative in nature.

Writing in the same year, Norcross and New- interventions to be complemented by research
findings on the determinants of specific clini-man (1992) discussed the factors that contrib-

uted to the growing interest in psychotherapy cal disorders. In the same year, Dryden (1992)
edited a volume on clinical and research con-integration: (1) the proliferation of different

schools of thought within psychotherapy, which tributions to integration in the United King-
dom, and included a valuable bibliography ofled to increasing fragmentation and confusion;

(2) the realization that no theoretical orienta- relevant articles appearing in British journals
between 1966 and 1990.tion was sufficient to handle all clinical issues;

(3) the rise of managed health care and the During the next year, Stricker and Gold
(1993) published their Comprehensive Hand-consequent pressure for accountability and con-

sensus; (4) the growing focus on specific clini- book of Psychotherapy Integration, which in-
cluded contributions on a variety of topics suchcal problems and practical ways of dealing with

them; (5) increasing opportunities to observe as individual approaches to integration, the in-
tegration of traditional and nontraditional ap-and experiment with clinical approaches other

than one’s own; (6) the interest in common proaches, psychotherapy integration for spe-
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cific disorders and specific populations, teaching As others had indicated before him, he noted
the large involvement of cognitive therapists inpsychotherapy integration, and a review of rele-

vant research. the integration movement. Schwartz (1993)
considered his work on social cognition andThat same year, the Journal of Psychother-

apy Integration featured a roundtable dis- cognitive-affective balance in the development
of psychopathology as an integrative construct.cussion by prominent scientist-practitioners

(Norcross, 1993). The panelists (Glass, Arnkoff, He discussed how balance is an ideal central
construct for an integrative cognitive-dynamicLambert, Shoham, Stiles, Shapiro, Barkham,

and Strupp) dealt with the two central influ- therapy and noted that Linehan’s dialectical
behavior therapy (see Heard and Linehan, 2005)ences in the current integration movement:

common factors and technical eclecticism. attempts such balance in teaching clients to
transcend artificial polarities through the dia-They covered the empirical investigation of

therapeutic commonalities, the value of re- lectical process. It was also in 1993 that Linehan
published her landmark book on dialecticalsearch programs determining “treatments of

choice,” and alternatives to comparative de- behavior therapy, in which she describes in de-
tail how this approach can be implementedsigns. They concluded by proposing additional

research directions to advance integration. clinically.
In the edited book Beyond Carl Rogers (Bra-One such study was conducted by Jones and

Pulos (1993), who reported on both the simi- zier, 1993), Hutterer discussed the frequent
move toward eclecticism by therapists trainedlarities and differences in therapy methods be-

tween cognitive-behavioral and psychodynamic in a client-centered model and noted that cli-
nicians trained in an “anti-dogmatic” approachtherapy. Other studies compared these same

two orientations with regard to the working alli- such as Rogers’ may naturally seek out integra-
tion in order to buttress the effectiveness ofance (Raue, Castonguay, & Goldfried, 1993)

and client emotional experiencing (Wiser & their therapy. Goldfried and Castonguay (1993)
suggested that this openness also characterizedGoldfried, 1993). Greenberg and Korman (1993)

discussed the utility in involving an empirical practicing behavior therapists who have been
shown to complement behavioral methodsmeasure of emotional processing in the thera-

peutic process—clearly integrative. Castonguay with contributions from other orientations.
In an article for a special issue of the Jour-(1993) called attention to the tendency to

equate “nonspecific” factors with “common” nal of Psychotherapy Integration, Goldfried
(1993) suggested that psychopathology researchfactors, pointing out that the former refers to

unspecified relational contributions, whereas can inform integrative therapy by uncovering
potentially relevant determinants associatedthe latter refers to techniques (e.g., reinforce-

ment) or strategies (i.e., facilitating corrective with various disorders. The clinician can then
use these determinants to understand the coreexperiences) that are shared by different orien-

tations. issues that need to be addressed in therapy.
Writing about the feasibility of integrative ap-Mahoney, also writing in 1993a, maintained

that the goal of integration is not to eliminate proaches to the study of personality, Millon,
Everly, and Davis (1993) suggested that psy-differences among the various approaches to

therapy, but to consolidate the unique aspects chotherapy integration is a sign of a mature
clinical science that allows for a coherent tax-of each school of therapy. Given the complex-

ity of human nature, he suggested that it is nec- onomy of personality disorders. Along with
Gaston (1995), the authors call for such an in-essary and, in fact, unavoidable to establish an

integrative movement that can allow for both a tegrative model of personality.
Dutch psychologists Lemmens, deRidder,common factors approach as well as a more

dialectical integration. and vanLieshout (1994) discussed empirical,
conceptual, and linguistic strategies of psycho-In a separate article that same year, Maho-

ney (1993b) traced the theoretical develop- therapeutic integration. They propose that
these strategies offer ways to approach integra-ments in cognitive psychology since the 1950s.
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tion from a neutral stance. The empirical strat- difficulty involved in mapping integrative theo-
ries onto such a plane. In a reply to Arnkoff,egy seeks to find common factors through re-

search, the conceptual strategy attempts to Poznanski and McLennan (1995b) concurred
that theoretical orientation is more multifac-develop superordinate constructs, and the lin-

guistic strategy is rooted in the notion that a eted than was originally conceptualized and is
best conceived of as being composed of fourcommon language must exist across orienta-

tions in order to better understand psycho- elements: (1) the therapist’s theoretical affilia-
tion, (2) the therapist’s espoused theory, (3) thetherapy.

Jacobson (1994) discussed the potential for theory inferred from observations of therapy
sessions, and (4) the therapist’s personal thera-integration inherent in contemporary behavior-

ism and offered examples of some integrative peutic belief system.
In the Comprehensive Textbook of Psycho-therapies derived from a behavioral orienta-

tion—Acceptance and Commitment Therapy therapy (Bongar & Beutler, 1995), Beutler,
Consoli, and Williams (1995) offer strategies(ACT; Robinson & Hayes, 1997), Dialectical

Behavior Therapy (DBT; Linehan, 1992), and for designing effective treatment plans from
the vantage point of systematic eclectic psycho-Functional Analytic Psychotherapy (FAP; Koh-

lenberg & Tsai, 1991). In this regard, Gold- therapy. These include: (1) patient characteris-
tics, (2) treatment context, (3) patient–thera-fried and Davison’s (1976) integration-friendly

Clinical Behavior Therapy was reissued in an pist relationship qualities, and (4) selection of
clinical strategies depending on problem com-expanded edition (Goldfried & Davison, 1994).

Sechrest and Smith (1994) called for the in- plexity/severity, motivation, coping style, and
resistance potential.tegration of psychotherapy into the science of

psychology. They noted that behavior therapy Weinberger (1995) criticized technical eclec-
ticism as lacking a theoretical base, which Beu-is a fitting example of the successful integration

of a psychotherapeutic approach into main- tler (1995) countered by stating that the ab-
sence of a single theory of psychopathologystream psychology. They go on to say that the

successful integration of psychotherapy into and therapeutic change is indeed a strength,
not a weakness. He also stated that traditionalthe broader field of psychology would address

the conceptual and scientific limits of psycho- theories do not adequately address mecha-
nisms of change and that individual theoriestherapy.

In that year, Beitman called for a change in within a larger theoretical framework vary too
much. Also in response to Weinberger, GastonSEPI’s mission as he argued that clinicians and

researchers interested in integration must stop (1995) noted that theoretical (not technical)
eclecticism has the ability to “fuel conceptualexploring and start defining the principles of

psychotherapy integration. Also in that year, creativity” by encouraging therapists to learn
all major theoretical approaches.Castonguay and Goldfried (1994) noted that a

major obstacle to achieving that goal was the In his volume on rational-emotive behavior
therapy, Dryden (1995) discussed the issueslack of common language that exists for clini-

cians to use in order to communicate across that rational-emotive therapists consider when
choosing to undertake more integrative ap-the various therapeutic schools.

Poznanski and McLennan (1995a) described proaches to therapy. With regard to Gestalt
therapy, Resnick (1995) maintained that inte-their attempts to assess theoretical orientation

of practicing counselors and concluded that it gration is intrinsic to the approach. Greenberg
(1995) pointed out that Wolfe’s (1995) self-is best measured on two polar dimensions: ana-

lytic versus experiential and subjective versus psychopathology can serve as a potential basis
for psychotherapy integration in that it containsobjective. Yet, as Arnkoff (1995) noted, this

may not offer an adequate framework for inte- a set of integrative treatment principles for re-
pairing various forms of pathologies that aregrative theories. She offered Wachtel’s (1977,

1987) theory, which integrates psychodynamic conceptualized as being rooted in issues in-
volving the self (see Wolfe, 2005). Safren andand behavioral constructs, as an example of the
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Inck (1995) made explicit integrative contribu- Stricker (1996) and Goldfried and Wolfe
(1996) discussed the implications of manual-tions to the treatment of depression, discussing

the decision rules for combining tasks and based, theoretically pure treatments for integra-
tion and noted that integration may be difficultgoals from different approaches. Acknowledg-

ing the importance of promoting integration at for clinicians working from a manual. Fenster-
heim and Raw (1996) similarly argued that em-the training level, Robertson (1995) published

a text designed to assist those who are involved pirically supported treatments that used such
manuals have the potential to obstruct the inte-in training clinicians within a theoretically and

pedagogically integrative framework. gration movement. All of these authors sug-
gested that because empirically supportedGoldfried’s (1995) book From Cognitive-

Behavior Therapy to Psychotherapy Integration: treatments have little to do with actual clinical
practice, the flexibility (and potentially integra-An Evolving View traced the development of

cognitive behavior approaches and its eventual tive stance) of the clinician is undermined by
such treatments.implications for therapy integration. Davison

(1995), an important figure in the history of Rigazio-Digilio, Goncalves, and Ivey (1996)
elaborated upon Goldfried and Castonguay’scognitive-behavior therapy, similarly offered a

personal and professional account of the past (1992) analysis of the future directions of inte-
gration. Of interest is Rigazio-Digilio and col-20 years of his career. He elaborated on the

therapeutic benefits of taking a broader thera- leagues’ mention of the need for the integra-
tion movement to include cultural andpeutic approach and discussed how his early

cases may have had better outcomes if such a interdisciplinary domains (see Ivey & Brooks-
Harris, 2005). Historically, individuals inter-perspective had been taken.

An important contribution to the psycho- ested in psychotherapy integration have failed
to address such issues, and the authors, to-therapy integration literature was McCul-

lough’s (1995) manual for his Cognitive Be- gether with Perez (1999), suggested that this
constitutes an important next step for thehavioral Analytic System of Psychotherapy

(CBASP), an intervention developed to treat movement.
Books with integrative themes continued tochronic depression. It comprises a clinically

sophisticated integration of cognitive, behav- appear in 1996, such as Gold’s (1996) review
of key concepts on psychotherapy integrationioral, and interpersonal approaches and has

subsequently been published in book form and Gilbert and Shmukler’s (1996) volume on
how humanistic, psychodynamic, and behav-(McCullough, 2000) together with its empiri-

cal support. Still another important contribu- ioral contributions may be used in couples
therapy. In addition, the topic of psychother-tion in 1995 was the publication of Pinsof ’s

Integrative Problem-Centered Therapy, in which apy integration became increasingly salient in
books on psychotherapy theory and techniquehe describes an approach for integrating dif-

ferent theoretical approaches associated with (e.g., Patterson & Watkins, 1996).
In a survey of 268 members of SEPI, Fig-individual, family, and biological interven-

tions. ured and Norcross (1996) reported that respon-
dents ranked the provision of a forum for theIn the mid-1990s, there is evidence that psy-

chiatry continued to take notice of the psycho- systematic investigation and discussion of inte-
grative themes as the central priority of SEPI.therapy integration movement. Albeniz and

Holmes (1996) noted in the British Journal of In addition to continuing as is, the most fre-
quent recommendations for SEPI were to in-Psychiatry that integration at the level of prac-

tice is common and desirable and called for crease its membership, advocate for integra-
tion, offer training, and produce more research.more clarification of integrative principles at

the level of theory. He concluded by noting Overall, the results revealed that although dif-
ferent benefits of SEPI were endorsed, mem-that the different orientations should work

closely together while retaining their separate bers were largely satisfied with both SEPI and
its journal.identities.
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In 1997, Safran and Messer discussed trends namic theme but instead enhances it. Alford
and Beck (1997) provided an entire volume onin the integration movement from the perspec-

tive of pluralism and contextualism. They noted cognitive therapy as an integrative paradigm for
psychotherapy, maintaining that it has evolvedthat because therapeutic approaches are rooted

in a particular framework, these concepts into a multidimensional approach that incor-
porates interpersonal, behavioral, and psycho-might not make sense once they are removed

from their context. Thus, they propose that the dynamic techniques.
In Wachtel’s (1997) update of his originalproper goal of integration is to maintain an on-

going dialogue among the proponents of the book, Psychoanalysis and Behavior Therapy, he
offered an integrative construct, cyclical psy-various orientations while allowing for the dis-

cussion and clarification of differences. chodynamics, which addresses fundamentals of
both psychoanalytic and behavioral orienta-Patterson (1997) argued for the use of an

integrative approach to ameliorate the divisive- tions (see Wachtel, Kruk, & McKinney, 2005).
The book, Psychoanalysis, Behavior Therapy,ness that characterizes family therapy. Specifi-

cally, he uses integrative concepts to establish and the Relational World, deals with how be-
havior therapy may usefully complement thea substrate upon which various techniques can

be added in a coherent fashion. He suggested intrapersonal and interpersonal contributions
of psychoanalytic therapy.that doing so can allow the public and third-

party insurers to understand family therapy Into the later part of the decade, the call for
more research continued with relatively littlemore clearly.

Stricker (1997) discussed the integration of evidence that it was being undertaken. Glass,
Arnkoff, and Rodriquez (1998) noted that em-science and practice, maintaining that the psy-

chotherapy integration model is a step toward pirical research in psychotherapy integration
seriously lags behind the widespread clinicalthe reduction in the incommensurability of sci-

ence and practice. Yet, Norcross, writing that and theoretical interest that it has received.
They observed that even though some of thesame year (Norcross, 1997), reported that al-

though integration or eclecticism is the most theoretically integrative treatments are based
on research, the effectiveness of the therapeu-common theoretical orientation among psy-

chotherapists, it continues to lack practical co- tic models remains, for the most part, unsub-
stantiated by empirical investigation. They in-herence. He underscored the need for out-

come research to establish the effectiveness of cluded mention of four promising integrative
approaches that have received initial empiricalintegrative treatments, for training programs

that ensured competence in integrative ap- support: Prochaska and DiClemente’s (1984)
transtheoretical approach, Ryle’s (1990) cogni-proaches, and for a clearer delineation of the

integration movement’s mission and goals. tive analytic therapy, Greenberg’s process-expe-
riential approach (Greenberg, Rice, & Elliott,Also writing in 1997, Millon and Davis

stated that eclectic therapies fall short of ade- 1993), and Shapiro’s (1995) eye-movement de-
sensitization and reprocessing. However, just aquately addressing the needs of personality dis-

ordered clients because “personality is integra- few years later, Schottenbauer, Glass, and Arn-
koff (2005) note that there has more recentlytive and cohesive, while eclecticism need not

be” (p. 386). They added that personality disor- been a dramatic increase in outcome research
on psychotherapy integration.ders are pervasive and long-standing and have

complex diagnostic patterns that may not lend In a commentary on a special section on
psychotherapy integration with children in thethemselves to brief or manualized types of treat-

ment. Journal of Clinical Child Psychology, Goldfried
(1998) lamented the fact that integrationistLewis (1997) emphasized interpersonal and

experiential aspects in his discussion of inte- work did not always reflect a broader historical
and conceptual perspective, thereby at timesgrated psychodynamic therapy with children.

He noted that the use of nonpsychodynamic “rediscovering the wheel.” Still, the signifi-
cance that an entire issue of such a journal wasmethods does not minimize the psychody-
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devoted to integrative approaches is note- apy, which integrates aspects of psychoanalytic,
behavioral, solution-oriented, and cognitive ap-worthy.

Toward the end of the 1990s, integrative proaches. Also, Shirk (1999) drew from the
empirical literature to propose the utility of in-themes continued to take root internationally.

For instance, Hollanders and McLeod (1999) tegrative child therapy.
We noted at the outset of this chapter thatfound that roughly 87% of counselors in Great

Britain do not take a pure-forms approach to our historical review ends with the twentieth
century. This is an arbitrary, but convenienttherapy. Trijsburg, Colijn, Collumbien, and

Lietaer (1998), writing from The Netherlands, point at which to stop; the history of psycho-
therapy integration continues beyond thatEagle (1998), writing from South Africa, Car-

ere-Comes (1999) and Giusti, Montanari, and point. Advances continue to be made in the
twenty-first century, as reflected in the mile-Montanarella (1995), writing from Italy, Christ-

oph-Lemke (1999), writing from Germany, and stone inclusion of an entire volume on integra-
tion in the four-volume Comprehensive Hand-Caro (1998), writing from Spain, all proffered

integrative perspectives from an international book of Psychotherapy (Lebow, 2002). The
remaining chapters that follow in the currentperspective.

In 1999, Jacobson presented an outsider’s edition of the Handbook of Psychotherapy Inte-
gration provide a sampling of these advances.perspective on psychotherapy integration. Some

integrationists took umbrage at Jacobson’s arti-
cle (Cullari, 1999; Goldfried, 1999), noting
that his perspective was tainted with a pessimis- THE DEVELOPMENT

OF A PROFESSIONAL NETWORKtic view of the potential for human change and
contained a misunderstanding of the goal of AND INTEGRATIVE OUTLETS
integration. He suggested that by taking note
of the social psychology of psychotherapy and Recognizing the need to provide a reference

group oriented toward rapprochement amongintegration, integrationists might find that they
have heretofore been exaggerating the progress the therapies, Goldfried and Strupp, in 1979,

compiled a list of professionals who were likelyof integration.
Smith (1999) noted that the growing em- to be interested in efforts toward therapeutic

integration and wrote to all of these individu-phasis placed on evidenced-based treatments
might paradoxically lead to a breakdown of tra- als, inviting them to add their names to an in-

formal “professional network.” Little was doneditional theoretical approaches. He stated that
this could have the advantage of yielding a new with this list until 1982, when Wachtel and

Goldfried decided to poll those included in thekind of “meta-theory” of therapy, which will
increase the applicability of clinical research. network about potential directions. Taking the

existing network list and expanding it on theBeitman and Yue (1999) presented such a
data-based approach to therapy in a training basis of their personal contacts, they mailed a

questionnaire. A total of 162 individuals com-anual.
Also writing in 1999 in the International pleted the survey. The respondents expressed

their continued interest in rapprochement andJournal of Psychotherapy, Slunecko took an
epistemological approach toward his discus- offered their views on what should be done

next; namely, the establishment of a newslettersion of integration. He noted that psychologists
must engage in a nonjudgmental, structured and the formation of an organization.

In the summer of 1983, an organizing com-dialogue with one another in order to become
aware of the differences that exist among differ- mittee, consisting of Lee Birk, Marvin Gold-

fried, Jeanne Phillips, George Stricker, Paulent orientations.
There is evidence that integrative concepts Wachtel, and Barry Wolfe, met to discuss the

results of the questionnaire. It was immediatelycontinued to expand into diverse modalities
during the latter part of the 1990s. Budman apparent to all six that the time was ripe to do

something with this rapidly growing network,(1999) discussed time-effective couples’ ther-
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and it was agreed that a newsletter was in or- come established as a definite and visible move-
ment. It is no longer novel to hear mentalder. The group discussed the advisability of

creating an organization, especially in light of health professionals acknowledge the impor-
tance of psychotherapy integration. Indeed,some of the comments on the questionnaire

expressing reservations about formalizing books have routinely been published in the
past decade or two with the term “integration”something that might best be dealt with infor-

mally. It finally was decided that without the in their title. Many of these have been noted
in our historical overview. Other publicationexistence of an organization, it would be diffi-

cult to maintain any sense of continuity. As outlets in the integrative tradition consist of
journals dedicated to that purpose. In additionlater noted by Goldfried and Wachtel (1983,

p. 3), “It was concluded that we needed to to the Journal of Psychotherapy Integration,
there is Integrative Psychiatry and In Session,achieve a delicate balance: a formal organiza-

tion that would facilitate informal contacts which appears quarterly as part of the Journal
of Clinical Psychology. In Session offers a state-among the members.” Hence, the Society for

the Exploration of Psychotherapy Integration of-the-art overview of research and clinical ad-
vances on various topics (e.g, PTSD, anger,(SEPI) was formed.

SEPI members represent diverse orienta- coping with infertility, panic disorder, resis-
tance, therapeutic alliance). A particularlytions and interests. Some are professionals who

clearly identify themselves with a particular unique feature is that it not only describes and
illustrates, without the use of theoretical jar-theoretical framework but openly acknowledge

that other schools have something to offer; gon, different approaches to a given clinical
problem or issue, but also summarizes thesome are people who are interested in finding

commonalities among the therapies; some available research findings for use by the prac-
ticing clinician.would like to find a way to integrate existing

approaches; some would like eventually to de- The hope is that SEPI and the several publi-
cation outlets dedicated to psychotherapy inte-velop a totally new approach based on research

findings; and some are professionals who have gration will raise our consciousness about the
field’s need for a more comprehensive modelgradually drifted away from their original ori-

entation and are interested in developing of therapeutic intervention and will encourage
the clinical and research efforts of an increas-clearer guidelines that are more consistent

with their clinical experience. A common ing number of professionals interested in pur-
suing this goal. The zeitgeist is more receptivethread that runs through this diversity is a re-

spect for research evidence and an openness to to integrative efforts than it has ever been be-
fore; psychotherapy integration is no longer anprocedures found to be clinically effective.

An interdisciplinary organization that has idea that is “too strange or preposterous” to
consider (cf. Boring, 1950). It is our hope thatgrown international in scope, SEPI holds an-

nual conferences at which many of the most within this hospitable context, significant ad-
vances will be made.active clinicians and researchers present their

current work, and at which attendees are pro-
vided with the opportunity to discuss and ex-
change ideas. As of 1991, it began publication
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The Future as an Integratating Force
Through the Schools of Psychotherapy

BERNARD D. BEITMAN, ANGELA M. SOTH,
AND NANCY A. BUMBY

THE INTEGRATIVE APPROACH ing a new pattern), and termination (Beitman,
1987). The teaching application of this template,
as offered in Learning Psychotherapy (BeitmanLike Diogenes in the darkness, I (B. B.) have

held the lamp to each passing claimant in the & Yue, 1999), emphasized the processes com-
mon to psychotherapy, such as verbal responsesearch of the one element common to the be-

wildering array of psychotherapies. Illuminated, modes, intentions, active listening skills, estab-
lishment of a therapeutic alliance, resistance,a unifying theme emerges: the client’s future.

All brand names of talking psychotherapies, transference, and management of countertrans-
ference. Although the text was widely used infrom the venerated traditions such as psycho-

analysis and cognitive-behavioral, to solution psychiatric residency training programs and by
several psychology graduate training programs,focused approaches and the latest West Coast

high-fee seminars, direct themselves to this in- a crucial element seemed nevertheless missing.
Though the abstract lenses and methods oftegrating component. Although the past and

present are often explored, the real impetus of each camp are different on the surface, they
also shape a strong underlying and intersectingpsychotherapy revolves around how a client

will feel, think, and behave in the future (An- theme: a psychotherapeutic emphasis on cli-
ents’ futures.chin, 2003).

In earlier books and chapters, I conceptual- Clinicians invariably help clients change
the way in which they perceive and understandized psychotherapy integration as an interper-

sonal relationship that moves through the stages the future (Melges, 1982). This professional
thrust assists in clients reworking their imagesof engagement, pattern search, change (giving

up the old pattern, beginning and maintain- of the future to alter problematic expectations,

65
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anticipations, and intentions. Therapy, in other guilt, and shame, which mobilize individuals
to oppose the plausible threat.words, helps clients think-do-feel something

different after they leave the clinical office.
The rationale for a future orientation in psy-

Mismatches Between Expectationschotherapy is based on the recognition that
and Experience Often Cause Distresshuman behavior is controlled by its conse-

quences: “A person’s processes are psychologi- When the outcome of plans meets anticipated
goals, positive emotions usually emerge. How-cally channelized by the way in which he an-

ticipated events” (Kelly, 1955, p. 46). People ever, when plans appear inadequate or when
outcomes do not match desired goals, negativeare drawn to act by images of the future, which

are composed by reassembling memories from emotions emerge, such as misery, unhappi-
ness, and disappointment. For example, griefthe past; in this sense, the future is remembered.

Individuals, however, vary in their tendencies is linked with loss of a future, regret is often
correlated with “what might have been will notto visualize, use language, and experience emo-

tions in creating ideas of the future, whereas be,” anger is associated with “what should be
is not or will not be,” and guilt is marked by,biology and culture act to co-create general ex-

pectations throughout the human life cycle. “I should not have done it. I should be pun-
ished.”
Such unwanted emotions are associated

with discrepant anticipated futures or a discon-
Expectations and Experience nection between expectations and experience.

For illustration, J. S., a 62-year-old pharmacyHuman behavior, thought, and emotion are
strongly influenced by anticipated consequences. technician, sought psychotherapy for excessive

anxiety. She had expected to retire at age 60,When faced with a crisis, individuals with a
positive vision of the future reckon much bet- but decided to keep working, as her drug-

addicted daughter, unable to work, needed fi-ter than those without such a vision (Markus
& Nurius, 1986). People who cope successfully nancial help to survive. J. S.’s sister suffered

from major depression and also needed J. S.’swith difficult circumstances (e.g., the loss of a
child, severe illness) set priorities, actively seek support. Her husband subsidized his parents’ in-

come with money J. S. thought they did notinformation, maintain hope, plan for alterna-
tive ways to approach problems, and rehearse need, instead of taking J. S. on a planned trip to

Hawaii. J. S. saw herself as having been a “majoractions well in advance. They use a flexible
collection of strategies for handling future giver” to her children, her sister, and her par-

ents, and had predicted to now have a life forstresses and believe that their own actions de-
termine their fate (Madsen, 1999), whereas herself. Her anxiety hid her rage at the disparity

between her expectations and her reality.those who do not cope successfully tend to be-
lieve that their lives are externally controlled There are five common forms of such fu-

ture mismatches: foreshortened futures, cata-(Melges, 1982). The sense that life problems
are opportunities to learn and develop is cen- strophic futures, interpersonal disappointments,

interpersonal conflicts, and failures in develop-tral not only to successful personal coping but
also to psychotherapy. mental expectations.

The sense of a foreshortened future is experi-Culture and genetics shape human views of
the future. The human mind recognizes what enced when one sees no or very limited future

possibilities. The individual feels no controlis wrong, deviant from expectations, and anom-
alous. Survival depends on anticipating threats over their future and perceives no opportuni-

ties to activate goals. No matter what is done,in order to neutralize and defuse them. When
survival is relatively assured, humans seek secu- there is a sense of futility in influencing any

positive outcome; the future seems an imper-rity, acceptance, love, and respect. Conditions
that appear to imperil these goals trigger a vari- ceptible void. Individuals affected in this man-

ner lack plans, expectations, and hopes, and doety of emotions, such as anger, anxiety, fear,
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not expect themselves or loved ones to live dent, for example, might drink heavily, fails
her junior year, becomes pregnant, and movelong, productive lives. Emotional experiences

are blunted. Clients who perceive foreshort- back in with her parents. When individuals do
not pass developmental milestones, disconnec-ened futures are often depressed or suffering

from posttraumatic stress syndrome, living day- tion is experienced between one’s sense of antic-
ipated maturity level and his or her reality.to-day without extended plans or goals.

A catastrophic future, often seen in people Most psychotherapeutic work is directed to-
ward relieving the intrusiveness of these mis-with anxiety disorders, imposes a constant sense

that something terrible will happen, wherein matches and reducing the emotional pain they
cause. The disparity between personal expecta-the individual not only feels unable to prevent

such devastation, but may also believe him or tions and the actual experiences of life offer
the possibility of a reformulation with the helpherself to be the cause of this fearsome fate.

Anxiety fills the mind, limiting development of of the therapist to co-imagine an alternative fu-
ture. The plan for the future, for how the clientfuture plans or methods of response to the an-

ticipated calamity, and conceptualization of will think, feel, and act subsequent to the con-
trolled rehearsals of the therapy experience, isany possible alternative future is overcome by

persistent worry. always the focus of the psychotherapeutic
process.An interpersonal mismatch is characterized

by individuals preoccupied with fears of being
controlled, subjugated, rejected, or abandoned.

Observing SelfIn order to maintain the relationship, persons
tend to appease (becoming what they believe Buddhist meditation and mindfulness empha-

size the self-awareness potential of each per-others expect of them) and, in doing so, lose
their own independent personalities and fu- son. This process, globally known as mindful-

ness, is also known by a legion of synonyms:tures; or, they may try to control the spouse or
partner and attempt to maintain the relation- decentering, detachment, autonoetic conscious-

ness, metacognition, observing ego, and observ-ship. Fear of disapproval may lead to fears of
rejection and abandonment, stimulating obses- ing self. Defined as a “state of psychological

freedom that occurs when attention remainssive efforts to satisfy the other person. On the
other hand, fear of losing control to the other quiet and limber, without attachment to any

point of view” (Martin, 1999, pp. 291–292),leads to loss of identity. The resulting high anx-
iety may lead to fears of being involved at all. mindfulness refers to the necessity of self-

reflective capabilities of clients, as well as ther-Conflicting interpersonal expectations, on
the other hand, involves multiple conflicting apists. Most psychotherapy requires clients to

“step back” to observe and describe the land-expectations operating competitively at the same
time; in close relationships, numerous expecta- scapes of their minds. This ability provides a

sense of agency, an ”I,” observing, planning,tions can lead people to become angry, needy,
loving, and fearful simultaneously, each emo- deciding, and evolving toward a future goal.

The capacity for self-awareness is essentialtion at odds with the others. A young woman
entering a new heterosexual relationship might to reflection upon the self in relation to reality.

Acting as co-imaginers of the client’s future,experience several concurrent expectations:
(1) Marriage and children, (2) He will leave therapists try to help clients gain a nonmyopic

image of him or her self. Because the capacityme for another woman, (3) He will die as so
many other young men in my life have, (4) He for self-observation varies significantly among

individuals, therapists pace, modulate, and ad-will dominate me the way my father domi-
nated my mother, (5) It is safer for me to grow just attempts to expand client self-awareness to

the client’s abilities. Freud described the pro-old alone.
Incongruities of a developmental mismatch cess whereby, “the treatment is begun by the

patient being required to put himself in therevolve around the failure to meet expected de-
velopmental norms. A 21-year-old college stu- position of an attentive and dispassionate self-
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observer. . . . we instruct the patient to himself expectations by avoiding reaffirmation of worth-
lessness and substituting genuine acceptanceinto a state of quiet, unreflecting self-observa-

tion, and to report to us whatever internal per- and positive regard.
The psychodynamic approach, in seekingceptions he is able to make—feelings, thoughts,

memories—in the order in which they occur an underlying motive for psychological symp-
toms, examines the past for patterns that areto him . . .” (quoted in Deikman, 1982, p. 97).

The theme of the observing self is discern- likely to be repeated in the present and, indi-
rectly, the future. Client motives are conceptu-ible in most contemporary psychotherapeutic

writings. More recently, cognitive therapists alized as projections of the future: intentions,
wishes, and fears (e.g., Oedipal complex). Ac-have consciously been integrating self-aware-

ness into their treatment protocol with the rec- cording to Freud, the goals of therapy are for a
patient “to love and to work.” Listed below areognition that many clients are uncontrollably

caught up in anxious, guilty, emotionally laden major psychodynamic principles with illustra-
tions suggesting how each incorporates thethoughts (hot cognitions) and have difficulty

“stepping back” from such states (Segal, Wil- concept of the future:
liams, & Teasdale, 2002). Mindfulness training
can provide the needed distance and liberation Reenactment of past to present: “The past is

passed. You no longer need to act as if itfrom these internal states, as patients learn “I
am not my thoughts,” allowing freedom and is the same. Recognize that the present

and the future are different from the pastspace to inspect other significant domains.
and not determined by it.”

Unconscious conflicts: “You have at least
Major Schools of Psychotherapy: two futures in mind. Clarify the inten-
Future Orientation tions of each and negotiate between the

two.”Each of the various schools of psychotherapy
implicitly emphasizes the future through dif- Super-ego versus id: “Your strict rule-bound

self is predicting punishment, while yourfering premises, constructs, methodology, and
change mechanisms. The basic psychothera- self-indulgent side is seeking enjoyment

or release.”peutic script consists of engagement, pattern
search, change, and termination. Within these Maladaptive defense mechanisms: “You once

learned valuable ways to protect yourself,four stages, therapists across orientations help
their clients change by providing experiences but they are no longer useful. You are de-

fending yourself against imagined ratherin the clinical setting that lead to improve-
ments in how the client deals with experiences than real threats.”
in the world at large. Although not overtly
stated, these changes are intended to alter the Interpersonal therapists also believe that

early interpersonal transactions with significantclient’s view of his or her own personal future.
The major schools of psychotherapy, directly others shape the internal representation of one’s

self-concept. Children, with instinctual moti-or indirectly, reflect the integrated feature of a
future orientation. vations for love and acceptance, must receive a

sense of self-worth from parental figures; whenWithin a humanistic approach, psychologi-
cal disturbance is conceptualized as one’s in- these conditions are not met, a child alters his

or her interpersonal behavior to achieve a com-ternalization of the attitudes, evaluations, and
criticism of early significant others, particularly promise between needs and reality. These strat-

egies may result in interpersonal deficits andparental figures. Given the human need for
positive regard and approval from others, a neg- excesses, such as an extreme need to please or

pathological narcissism. Such ill-formed inter-ative self-concept established from early inter-
actions can perpetuate behaviors that cyclically personal functioning re-creates old patterns

through ongoing and future interactions withreinforce images of worthlessness. A Rogerian
(1951) approach helps to change negative self- others. One may believe, for instance, “When
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I meet someone new, they will not like me,” much determined by his expectations of their
immediate and ultimate consequences” (Beck,“My significant other will break off our rela-

tionship if I say something wrong,” or “If I go 1976, pp. 40–41). Future-oriented concepts of
cognitive-behavioral therapy include:to the party, no one will talk to me.” These

ideas, illustrative of images of the future, reveal
how problematic expectations may be created Automatic thoughts: “Your automatic thoughts

are predicting negative consequences.through maladaptive patterns. Other interper-
sonal principals (Klerman, Weissman, Rounsa- Examining these thoughts for accuracy

may produce a different outcome.”ville, & Chevron, 1984) also implicitly include
the significance of the future: Cognitive schemas: “You are interpreting

the events of your day in ways that suggest
that the future will be horrible. If you ex-Role transition: “You need to give up the

old expectations of your role and define amine these beliefs and behave differ-
ently, the outcome may be different andthe new ones.”

Role conflicts: “You see one future, the you may feel better about it.”
other person sees another. How incom-
patible are they?” From an existential perspective, individuals’

difficulties and concerns are rooted in conflictsUnresolved grief: “Grieving requires letting
go of a future you once thought you had about death, isolation, freedom, and meaning-

less (Yalom, 1995). In reflecting a client’s ten-with someone else and now no longer
have.” dency to extend fears of existence into the fu-

ture, problematic expectations emerge:
Behavioral therapists propose that behavior

is conditioned by its anticipated consequences. Fear of freedom and responsibility: “Clarify
what you fear about being in charge ofIn classical conditioning, a stimulus may be

paired with a given response; under operant your own life instead of being directed by
others.”conditioning, a rewarding outcome increases

one’s propensity to repeat that behavior, and a Fear of death: “In the core of each human
being is knowledge of his/her own death.noxious response diminishes one’s willingness

to replicate a behavior. Social learning theory That knowledge can be either imprison-
ing or liberating. Your choice.”(Bandura, 1977), in suggesting a template for

imitation of others, describes a clear basis for Fear of isolation: “We are all interdepen-
dent. We seek love, respect, and accep-expectations. By observing models of imperfect

behavior precipitating reactions, patients learn tance from others. What do you fear
when you think about being alone?”to see themselves in others and practice plan-

ning new futures for themselves. Meaninglessness: “Each of us needs a pur-
pose in life. Whether it is discovered,Through a cognitive-behavioral orientation,

psychological symptoms are viewed as resulting given or invented, we do not know.”
core cognitions that are activated by stressful
life events. These dysfunctional core beliefs or Although sometimes only obliquely addressed,

each school of psychotherapy informs how cli-schemas shape the lens through which clients
anticipate future interactions and events. An ents think of the future. A futuristic approach

is the common thread across all the psycho-individual may tell himself, “I can’t make good
choices,” “No one will ever love me,” or “If I therapeutic paradigms.
am assertive, I will drive others away,” and pro-
ceed to validate his or her own predictions.
Beck, in fact, asserted, “The role of anticipa- ASSESSMENT AND FORMULATION
tion in influencing feelings and actions is far
more dominant than is generally recognized. Formulation should be distinguished from as-

sessment and from diagnosis. Assessment refersThe meaning of a person’s experiences is very
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to processes of data-gathering, though the func- tions, undesirable behaviors) and triggering
events. Client-oriented formulation may thustion is influenced by the conceptual grid of for-

mulation when therapists look for ways to be considered a “reformulation” of the client’s
preexisting explanation of the distress thatframe a client’s information within the struc-

ture of a predetermined theoretical pattern to brings him or her to care. To illustrate, a newly
diagnosed diabetic woman with remarkablewhich the therapist is partial. Diagnosis, on the

other hand, is the process of gathering specific memory abilities is puzzled by the intense anx-
iety generated by the finger-stick she must per-types of assessment data and identifying their

points of convergence with empirically based form several times a day to measure blood glu-
cose. She notes, “I should not react with thiscriteria. Assessment with diagnosis transforms

symptoms and problems into testable hypothe- much anxiety, sweating and trembling. I make
quilts and often stick my fingers. What is goingses about which treatment methods have been

effective in similar clinical presentations. on?” During therapy, she is reminded of being
forced as a child to receive penicillin shots inThe two phases of formulation are analo-

gous to the middle stages of psychotherapy: her thigh for recurrent earaches; these injec-
tions were painful and terrifying for her. Thedefinition of the problem(s) in ways that sug-

gest solution(s) (the pattern definition stage) client’s daily glucose testing had mobilized
emotional resonances of these hated childhoodand development of strategies and techniques

for change (the stage of change) (Beitman, 1987). experiences and caused her to react as she had
then to a similar but much more painful thera-These two aspects of formulation tend to in-

fluence one another throughout the course of peutic regimen.
With the therapist acting as a co-imaginerpsychotherapy: clarifying a dysfunctional pat-

tern will lead to the selection of treatment strat- through facilitating client “reformulation,” the
woman was encouraged to construct a new ex-egies. Changed patterns can make other mal-

adaptive patterns more obvious. pectation for her future. By engaging tech-
niques to dissociate the diabetic finger-stickThe biphasal formulation process (pattern

definition and change strategies) creates ten- from the old penicillin shots, the therapist and
client were able to coproduce a new, more sat-sion between theory and change techniques.

Theory tends to define “causes” of psychologi- isfactory expectation. The new set of images
including seeing herself calmly and nearlycal dysfunction; technique seeks an active so-

lution to the problem. Theories of psycho- painlessly pricking her finger to measure her
glucose, monitoring her diet and medication,pathology, normal development, and normal

functioning each influence the formulation of improving her self-care, and feeling apprecia-
bly better than she had before her diabetes hadproblematic patterns. Theories based on intra-

psychic conflict, for example, will direct the been diagnosed and treated.
therapeutic focus to somewhat different prob-
lematic patterns than theories based on systems
concepts. Variations in conceptualizations of APPLICABILITY AND STRUCTURE
psychological distress may also emerge from
successful techniques. Empathic reflections, Five content variables can be woven into the

reformulation and reconstruction of personalfor example, preceded the development of the-
ories of psychopathology and normal function- futures: precipitant/trigger, developmental chal-

lenges, client’s formulation and reformulation,ing. Such conceptual and stylistic distinctions,
or “schools” of psychotherapeutic thought, can diagnosis, and expectations of significant others

from the therapeutic encounter.be more easily understood by studying from
the perspective of how each incorporates the
future in its diagnostic and therapeutic models.

Precipitant/Trigger for Seeking HelpClients often find relief in learning that
there is invariably a connection between pre- Most psychotherapists evaluate the client’s stated

reason for seeking care as an indicator of thesenting distress (symptoms, unpleasant emo-
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underlying problem. The event that mobilized What is the problem?
What caused it?the client to come for treatment often encapsu-

lates problematic patterns of expectations that What is the desirable outcome(s)? Or: How
will we know when we are finished?should be addressed in the course of therapy.

For instance, a 45-year-old woman experienced What are the desirable roles of both client
and therapist?psychotic episodes while visiting her mother,

terrified that she might encounter her divorced What are the client’s preferred methods of
psychological change?father who had abused and threatened her

when she was young. She was afraid that this What is stopping the client from changing?
man would assault her again. Psychotherapy
should be directed toward helping this woman The therapist collaborates with the client on

reformulating his or her original formulationto reframe this trigger mechanism and recog-
nize that the father was long-gone from her by not only conceptualizing client patterns

but also incorporating points about future ex-mother’s home and does not represent a realis-
tic threat to her anymore. pectations.

Diagnosis
Developmental Challenges

Diagnoses offer ideas about a client’s potentialEach stage of human development marks the sense of a distorted future. Depression, for in-confluence of physical changes and cultural stance, often contains the “the depressive triad”:norms. When an individual finds that one or negative views of the self, the world, and themore of these developmental expectations has future (Beck, 1976). Depressed clients are typi-not been met, psychological symptoms may cally unable to reach desired future goals.arise. Children may expect that, “No matter These goals may be excessively difficult towhat I do, everything should come easily to reach (e.g., an idealized relationship, careerme. I expect the world to be fair and adults to role, or social position), or the client may notbe perfect.” Adolescents may think, “I won’t have the means to achieve even modest goalsdie and my friends are more important than (e.g., secondary to low energy, ineffective strat-anything. I have to make them like me.” egies, inadequate prerequisites). Depressed cli-Young adults might anticipate, “I need to find ents often struggle with two strong contradic-a partner in life, and the work I find must be tory expectations: feeling powerless to affectrewarding financially and personally.” Middle- anything good, (“whatever I try to do, it neveraged adults may believe, “I must be a good par- works out”) and taking responsibility for every-ent. Is this all there is to life? I expected much thing bad (“all the bad things that have hap-more.” Elders often presume, “I will not be pened are my fault”).able to do the things I used to do, and I am Anxious people, frightened by potential cat-losing my place in the world. I do not want to astrophic outcomes, often produce the outcomesdie in pain. I want to leave a legacy.” they most fear. With Generalized Anxiety Dis-
order, any new difficulty is experienced as the
precursor of total personal ruin, and even non-

Client Formulation problematic events appear threatening. People
and Reformulation with social phobia, fearing rejection and aban-

donment, isolate themselves. Panic sufferers,As mentioned earlier, clients usually bring
their own ideas about what is wrong and how feeling threatened by impending death, insan-

ity, or annihilation, may hold any or all of theto fix it in the therapeutic encounter. Thera-
pists, however, vary in how directly they use four following expectations: abandonment lead-

ing to isolation, “intense” anger, activation ofthese predispositions toward the future. The el-
ementary questions that define the client’s for- traumatic or unresolved grief memories, and

odd bodily sensations, like chest pain. Peoplemulation include:
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with panic disorder may actually precipitate ing problematic responses, (2) activating the ob-
serving self, (3) identifying mismatches betweenthe onset of heart disease by refraining from

exercise (which scares them by raising their expectation and experience, and (4) changing
either expectations or external reality to realignheart rates) and thereby contributing to dete-

rioration of their physical condition. With them with one another. Stage one of this pro-
cess defines the emotions, behaviors, and symp-Posttraumatic Stress Disorder (PTSD), typical

thoughts revolve around, “I must do everything toms that are in need of change. During the
second stage, a therapist uses the identifiedI can to avoid having to remember those terri-

ble things because I will be overwhelmed by problem responses to guide the client toward
an objective view (the observing self) of his orterrible feelings. I have lost trust in people, in

the world, and in any Higher Power. Nothing her interior states, thoughts, desires, images,
and emotions. Consciously observing the selfturns out right. I am not safe.” By withdrawing

from the world and numbing their feelings, in- leads to step three: recognizing mismatches be-
tween one’s experience and one’s expectations.dividuals with PTSD can alienate themselves

from social interaction and confirm their own Stage four concentrates upon resolving these
disconnections in such a way that desired fu-sense of joyless existence. Other future expec-

tations associated with diagnoses include: ture expectations are realized rather than not.
The various schools, along with specific future-
oriented strategies, employ diverse strategies inHypochondriasis: “I am falling apart and no

one is willing to help me.” addressing this incongruence, such as resolving
unconscious fears, cognitive restructuring, orMania: “I feel very powerful. If I imagine

something, I can accomplish it.” providing facilitating therapeutic conditions.
Alcohol abuse: “With alcohol I do not have
to feel awful emotions. I cut off a painful
future possibility. Getting drunk is more THERAPY RELATIONSHIP
reliable than people at making me feel
good.” The psychotherapist should consider several

key variables early in each therapeutic encoun-Anorexia: “I judge myself by my weight and
body shape. My life, especially my eating ter: client suitability for psychotherapy, client

role preference, client level of self-awareness,habits, must be completely controlled. I
seek a perfect balance between hunger positive or negative influences in the client’s

environment, therapist role preference, thera-and fullness, so I do not have to think
about it anymore. I will look better if I do pist confidence in his or her capacity to help

in this situation, and potential outcome predic-not eat.”
Paranoid personality: “If I trust anyone, I tors. Each of these elements helps to orient

both the client and therapist to the range ofwill be hurt. Others will take advantage
of me.” future possibilities within and outside the ther-

apeutic relationship. Their answers are predic-Borderline personality: “My feelings control
me; I must escape them by running away tive of the course of therapy and provide the

foundation of the interpersonal script that isor hurting myself. Eventually I will be
abandoned” (Freeman, Simon, Beutler, the therapeutic relationship itself.
& Arkowitz, 1989).

Client Suitability for Psychotherapy

Not every individual who comes to a see a ther-
apist is well suited for psychotherapy, and not

PROCESSES OF CHANGE

The future-oriented process of therapeutic change every problem is susceptible to its ministra-
tions. Some clients may have medical prob-stresses a sequential four-step model that un-

derlies but is less prominent in the schools of lems that resemble psychological ones, and
some others may require psychoactive medica-psychotherapy. The steps include (1) identify-
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tions only. Acutely suicidal patients will need most concerned with maintaining a viable self,
a sense of separateness, autonomy, and control.hospitalization first; psychotic clients, medica-

tion; some drug seekers may require referral for Rather than blaming themselves for problems,
externalizers see the source of their difficultieswithdrawal or detoxification. A client might

also need social support, money, food, cloth- outside themselves. These clients are likely to
respond better to behaviorally focused relation-ing, shelter, friends, or familial affection that a

therapist cannot provide. The client’s appropri- ships, whereas internalizers are more receptive
to insight-oriented approaches (Norcross &ateness for therapy is thus a crucial consider-

ation for any effective therapeutic change of Beutler, 1997).
the future.

Client Ability to Be Self-Aware
Client Role Preference Psychotherapy asks clients to psychologically

“step back” to a vantage point from which toOffering clients relational and technical inter-
ventions that meet their expectations seems observe and report their inner emotional, cog-

nitive, and visual experiences (Deikman, 1982).clearly practical, at least until the client be-
comes acculturated to each therapist’s individ- Some clients are unable to engage in this pro-

cess, whereas others become enraptured by itual approach. Help in selecting the best initial
role relationship model for a new client may and tend to be overly descriptive. Without a

well-functioning self-observer, articulation ofbe found in a review of any prior psychother-
apy relationships. A 35-year-old woman re- expectations and experiences is likely to limit

the therapeutic task; at the other extreme, self-ported that each of her three previous thera-
pists saw her as a victim of sexual abuse who observation with excessive detail, patterns can

be lost in extraneous verbosity. The ability todeserved pity. She did make it clear that she
did not like to be put in a “poor me” role; in- enter the theater of oneself and achieve self-

reflection must be developed to master andstead, she preferred to be empowered and fo-
cus on what she could do to correct her cur- change one’s faulty expectations. Such self-

awareness is also correlated with resilience inrent interpersonal difficulties.
A client’s preferred relationship, however, response to stress (Fonagy, Steele, Steele, Hig-

gitt, & Target, 1994), responsiveness to cogni-can sometimes obstruct a positive outcome. If,
for example, a client is overly submissive to- tive therapy in schizophrenia (Rector, 1999),

and receptiveness to psychotherapy in depres-ward the therapist, this relationship pattern may
validate and perpetuate rather than resolve the sion (J. Perry, personal communication, July

15, 1998).presenting symptoms. Significant research sug-
gests that those clients who clearly understand
their roles in the therapeutic process remain in

Positive and/or Negative Influencespsychotherapy longer (Beitman, 1987; Beit-
in the Client’s Environmentman & Yue, 2004).

People tend to cope with adversity along a Individuals in the client’s social network can
help or impede changes. Pretreatment nurtur-continuum of internalizing–externalizing. The

internalizing end is characterized by turning ance and encouragement by friends and family
to engage in psychotherapy is associated with ainward regarding emotions, thoughts, and be-

haviors and avoidance of psychological and in- cohesive therapeutic bond and better commit-
ment to therapy (Bankoff & Howard, 1992).terpersonal conflict. Internalizers are often pre-

occupied by issues of interpersonal relatedness, On the other hand, clients who feel pressured
to enter therapy tend to be defensive through-such as trust, caring, intimacy, and sexuality,

and tend to form dependent relationships. Ex- out treatment and do not develop strong thera-
peutic relationships. Family conflict and poorternalizers, on the other end of the continuum,

are assertive, gregarious, and seek help and family support predict poorer therapeutic out-
comes. Clients with a close confidant and lesssupport from others in times of stress. They are
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family conflict show better outcomes with brief shaping clients’ treatment. In major depres-
sion, for instance, the following variables havetherapy. Long-term therapy is better suited for

patients with significant family conflict and no been shown to result in poorer treatment out-
comes:access to a close support figure (Moos, 1990).

The degree of client social support and invest-
ment in social attachments appears to predict Younger age at first episode of depression

Presence of chronic intermittent or minorthe value of interpersonally focused and family
therapies (Sotsky et al., 1991). (double) depression

Longer duration of first episode of Major
Depressive Disorder

Therapist Role Preference High levels of perfectionism
Cohabitation with a criticizing partnerThe therapist’s personal experiences inevitably

influence his or her understanding of client Self-perceived parent–child conflict
Higher severity of depression at baselineproblems and solutions. History with clients,

successful as well as failing, also guide how measurement
Inability to use psychotherapy relationshiptherapists think about people who subsequently

seek their care. Therapists continue to evolve Higher levels of social and cognitive dys-
functiontheir own styles and ideas about how to con-

duct the psychotherapeutic relationship as their Lack of positive expectations of improvement
Personality disorders (each Axis II clusterclients teach them how to be better therapists.
predicted similarly poor outcomes)

Therapist’s Belief in Ability (Birmaher et al., 2000; Janowsky, 2000; Leff et
to Help Client al., 2000 Shea, Elkin, & Sotsky, 1999).
Sometimes therapists find themselves frustrated
with individual clients, feeling helpless, per-
sonal distaste, or bafflement. The experience METHODS AND TECHNIQUES
typically introduces countertransference issues
into the therapeutic relationship. Directly ad- Our approach to integration uses many meth-

ods drawn from diverse systems of psychother-dressing this issue can provide a dose of realism
leading to consultation, client transfer, referral, apy and supplements them with specialized fu-

ture-oriented strategies. This section addressesor clarification of the problem. Psychotherapy
requires realistic optimism; a therapist must be- psychotherapy change methods with a future

orientation.lieve change is possible. As suggested by Ban-
dura’s (1977) concept of self-efficacy, if a clini-
cian believes that he or she can help clients in

Activating the Observing Selfco-imagining futures that are more satisfactory
than present reality, it is more likely that this Psychotherapists help clients activate their self-

awareness to identify problematic expectationsgoal will be achieved. Therapists need faith in
their abilities to help clients discover “a way and generate new visions of the future. The

therapist becomes an alternate observer of theout,” coupled with a willingness to face the of-
ten disturbing facts of clients’ painful situa- client’s self. With the therapist co-observing

the landscape of a client’s mind, the client istions. These twin interacting perspectives allow
therapists to search for clues for better client able to see his or her self through a different

perspective; such attention to subjective experi-futures.
ences helps guide self-awareness, assessment,
visualization of opportunities, and choice about

Potential Outcome Predictors what to change. This cognizance of self, or
mindfulness, may be activated by any of severalResearch findings on the process and outcome

of psychotherapy can also be used to assist in techniques.
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In describing the basic therapeutic tech- ual’s experience but also rehearsed ways of
thinking–feeling–doing–living; this “proceduralniques of psychoanalysis, Freud (1962) in-

structed his clients to “act as though, for in- memory” is the foundation of Expectation Vid-
eos. Though Expectation Videos screen them-stance, you were a traveler sitting next to the

window of a railway carriage and describing to selves seemingly automatically in the mind,
these images may be also stimulated throughsomeone inside the carriage the changing

views which you see outside.” A practitioner of active consciousness (self-awareness) for exami-
nation and redevelopment. Expectation Videosthe interpersonal school emphasizes the thera-

peutic relationship as a source of therapeutic thus imply that a client has a sharpened sense
of responsibility of being not only an actor butchange and calls attention to the here-and-now

of the interaction. The client usually responds also a writer of his or her own life dramas. Ex-
pectation Videos are produced, directed, pho-with an activated self-awareness, “stepping back”

in order to examine inner representations of tographed, and edited by “I,” starring “Me,” for
the improvement and edification of “Myself.”role expectations and projections. Through

a cognitive-behavioral model, the Cognitive
Thought Record is employed to activate aware-

Identifying Problematicness; in recording and analyzing self-talk state-
Expectation Videosments, clients acquire a deeper sense of their

inner psychological states. In the behavioral For many clients seeking psychotherapy, faulty
images of the future can lead to undesired re-school, the monitoring of actions and situa-

tions enhances client recognition of personal sults, including problematic emotions, unde-
sirable behavioral patterns, and self-fulfillingpatterns. A Rogerian perspective uses the thera-

peutic conditions to create the possibilities of prophecies. Examining such problematic out-
comes can point toward the underlying expec-change; this mode of relational restructuring

may act as a catalyst for increased self-aware- tation videos; this recognition is necessary for
reconstructing a new vision of the future. Psy-ness of not only negative evaluations in the

past, but also consequential future expectations chotherapists of all orientations seek targets for
change by working backward from signals ofthrough gaining the perspective of a caring

other (therapist). distress, and forward from situations, in order
to define the intervening psychological vari-
ables connecting the stimulus (triggers) with

Expectation Videos response (symptoms). These intervening vari-
ables have been divided into several overlap-In order to examine potential futures, individu-

als often visualize possibilities. Some may be ping categories, including wishes/fears of con-
flict (psychodynamic), cognitive distortions, faultyonly dimly aware of their future images, whereas

others may generate sharp, precise images. schemas, dysfunctional automatic thoughts
(cognitive-behavioral), and maladaptive inter-Some focus on the future primarily through

words, others do so predominantly with emo- personal schemas (interpersonal). Expectation
Videos incorporate all these primarily linguis-tion. Taken together, these plans and images

form videos of future possibilities. These Ex- tic descriptions and distinctions. Primary con-
cepts from each of the schools of therapy canpectation Videos may range over the time con-

tinuum from immediate to near future to long be transformed from word–based emphases to
a word-image based focus.term (Madsen, 1999; O’Hanlon & Beadle, 1994).

Expectation Videos may be considered the tar-
gets of psychotherapeutic change.

Modifying ProblematicThese mental “movies” are composed of
Expectation Videosspeech, thoughts, emotions, plans, and goals

and are structured though scripts, actors, set- Modifying Expectation Videos begins with the
recognition that something must be changed.ting, and action. The brain has programmed

into memory not only the sum of an individ- In order to facilitate this change, the client’s



76 Integrative Psychotherapy Models

mind must first be cleared of unwanted videos schools of psychotherapy and skill training to
alter problematic Expectation Videos, there areand new ones then developed. Some of the

well-known school-based strategies indirectly potentially useful explicit future-oriented meth-
ods and strategies:help to erase problem videos without providing

sufficient guidance in developing the new ones 1. Giving it up, letting it go. Letting go is
the most direct way of clearing a movie screen.that will replace them.

Psychoanalytic insight, for example, teaches Letting go of something that is intensely de-
sired clears the screen for new videos. For ex-clients to examine and put aside role expecta-

tions through interpretations. If, for example, a ample, a person is threatened by a loss of work-
ing position. This strategy suggests acceptinghusband accuses his wife of having an affair

when the evidence is clear that she is not, it the worst of the worst outcomes; by accepting
the terrible, the video screen becomes clearer.may be possible to help the client understand

that he is projecting an inaccurate movie of The paralyzing anxiety gives way to new plans
and the machinery of the mind, once rustedhis own emotions and thoughts. His infidelity

fantasy is actually an expression of the neglect by corrosive anxiety, is then freed to consider
new possibilities.he feels because she spends so much time with

her own family, makes “excuses” to do extra 2. Forgiving. Forgiveness of self and of oth-
ers requires the dissolution of Expectation Vid-work, and lacks sexual desire. The accusation

of infidelity is a reflection of his effort to make eos of punishment, regret, and revenge in or-
der to clear one’s screen and create space forsense of her behavior without having to directly

tell her how rejected and hurt he feels. As he new Expectation Videos. Without letting go of
angry videos, there is no room for the develop-comes to accept the interpretation, the “video

screen” in his mind clears. He can begin to ment of new ones.
3. Practicing “next day imagining” to makecreate a new video to replace the old one he

was projecting. positive events occur. By visualizing small suc-
cess experiences, one is more likely to actual-Psychoanalytic interpretations do not usu-

ally provide much help in developing new Ex- ize the desired scenario (as with the behavioral
hierarchy, an agoraphobic may imagine thepectation Videos. The school-based approaches

most directly tuned to create new videos are small steps required to go into a store before
he or she makes the actual attempt to climbthe skill training packages that teach individu-

als assertiveness, anger management, and basic them). This not only fine-tunes one’s expecta-
tion machinery, but also reinforces the abilityinterpersonal skills. Through such experiences,

clients learn new ways of acting, thereby train- to imagine successfully.
4. Collecting effective, satisfactory videos toing their brains to function differently by re-

programming their procedural memories to repeat. With the recognition that one possesses
resiliency and has gained knowledge from pre-produce new Expectation Videos. Systematic

desensitization, by imagining feared circum- vious negative experiences, one’s strengths can
be mobilized to compensate for shortcomings.stances in a slow, progressive manner, also

helps to create new movies in place of old, anx- For example, an ex-basketball star knew that
his success was dependent on the abilities ofiety-provoking ones. Instead of turning away

from the dreaded situation, for example, a cli- his teammates. When he became the leader
of a subunit of his organization, he used someent is encouraged to envision taking one step

closer, thus creating a new Expectation Video. of the same ideas with his colleagues wherein
he supported them and their success helpedMoreover, when the gradual approximations

are applied to a real situation, the client gains him to succeed.
5. Acting as if what is desired is already hap-a memory of the experience, which becomes

the basis for still another video displaying mas- pening. By living as if a decision had been
made or a goal accomplished, a dynamic is es-tery and success to which he or she can refer to

for support when next confronted by anxieties. tablished that reinforces the new role. For ex-
ample, as an interim academic departmentIn addition to the strategies offered by the
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chairman applying for the permanent position, a cognitive-behavioral perspective with Carla,
an anxious young woman, may record the fol-a professor conducted her business as if she

were the permanent chair. People responded lowing in her thought record:
by acknowledging her suitability for the role,
and she was awarded the permanent position. Situation: Drying dishes in boyfriend’s

apartment6. Visualizing a future as if nothing has
changed. A woman is uncertain about whether Emotion: Anxiety, panic attack

Thought: I am going to die; I have to getto stay with her lover and is asked to imagine
being married to him 10 years later. What out of here
would their life together be like?
7. Visualizing ahead 6 months. Imagine This woman’s past included an overcontrol-

ling father, who, by criticizing her mother’syour future autobiography (Melges, 1982). If
you achieved everything you want, how would successful professional life, ultimately coerced

her into becoming a housewife. Recently,things be different? Project 6 months ahead.
What would your life look like? Pick a time, when Carla’s father asked her to stay longer

than planned during a visit home, even at theplace, and person and describe it. Who is
there? What are they doing? What are you do- cost of jeopardizing her job, she became fear-

ful that she might end up like her mother: sur-ing? Fill in the details. Make it just what you
want it to be. rendering her dreams to satisfy her father. The

dish-drying domestic scene triggered Carla’s8. Looking back at now from 10 years
ahead. Would you be satisfied with the deci- expectation video of losing her identity and be-

coming the housewife of an overcontrollingsions you made or did not make? The 10-year
time span is almost unimaginable, and in be- man. The therapist helped Carla imagine a dif-

ferent future by encouraging her to describeing so distant provides a broad, panoramic look
at what is, might be, could be, and what would her old videos to her new boyfriend. The thera-

pist and Carla discussed her fears of intimacyhave been. Most clients do not have the luxury
of imagining from this perspective, because (including anxiety upon sexual penetration)

and her need to have her own apartment to bethey are usually inundated with complications
and problems of the near present. able to retreat to its safety when she felt the

need. Carla begins to construct a video of herChanging personal perspectives on the fu-
ture can be exhausting, consuming both time new romantic relationship, with the therapist

acting as a movie consultant. With the boy-and emotional energy. One’s old tapes are well
ingrained and automatic: “I am who I have friend’s willing compliance, he and Carla can

construct a life together that gradually bringsbeen.” A person familiar with ignoring successes
and discounting compliments will tend to keep her closer to him and the possibility of being

in an extended relationship while maintainingthe “I am incompetent” script going by casting
actors to speak the necessary derogatory lines her personal independence. Her new interper-

sonal Expectation Video balanced Carla’s needand editing out positive words and/or actions.
Similar to the physics principle of inertia, expec- to feel self-sufficient with her need to be in-

volved without threatening her loss of personaltation videos continue to run until sufficient
psychological force knocks them out of their identity.
video players to be replaced by new ones.

CONSTRAINTS
Co-Imagining New
Expectation Videos Many people have trouble clearing the video

screens of their minds and imaging better fu-Therapists help in co-constructing patient’s vi-
sions of the future. Each school of psychother- tures. What are some of their difficulties? Psy-

chotherapists try to help clients imagine a posi-apy employs unique techniques to help in this
co-constructing. For example, a therapist using tive, realistic future. If this general solution to



78 Integrative Psychotherapy Models

problems is so simple, why do clients need emerging assertiveness of a passive person may
be dampened by family and friends who aretherapists? The answer lies within forces, both

internal and external, which constrain individ- uncertain about how to respond to this newly
acquired trait. Significant others may even pre-uals from being able to imagine. Being able to

recognize, accept, and work with interferences vent the emergence of new behaviors. They
may subtly or overtly try to prevent the emer-to change distinguish professional listeners,

like psychotherapists, from friends, clergy, and gence of new behaviors to keep the person in
a role to which they have become accustomed.sympathetic bartenders. The psychodynamic

terms “defense” and “resistance” carry more A young man may not believe he makes good
decisions, for example. He makes a decisionpessimistic connotations about the possibility

of a better future, whereas the term “con- that results in a poor outcome, tells his mother,
and is told, as so often before, “I have beenstraints” implies that the patient’s major aim is

change rather than maintenance of an unsatis- telling you all your life that you can’t make
good decisions.” He believes her again andfactory status quo (Madsen, 1999). The follow-

ing section describes some of the general cate- continues to rely on her to make his decisions.
In other situations, a significant other does notgories of constraints.
even have to be present to exert influence: a
father warned his daughter to avoid feeling sen-

Demoralization sitive to the needs of others and especially not
to express her needs to anyone. Although hePersons entering psychotherapy often present

with feelings of helplessness, hopelessness, and died when she was 27, as a 38-year-old woman
she continues to follow his rule, despite theisolation, resulting from persistent failures to

cope with routine internal or external stressors. havoc it causes in her marriage. She did not
want to change this part of her relationshipThe instillation of hope constitutes a primary

intent of all psychotherapies (Frank, 1976). with her father. She continues to follow Dad-
dy’s wishes and feel as if she is Daddy’s “GoodHope is the canvas upon which a positive fu-

ture can be sketched. Depressed and trauma- Little Girl.”
tized people develop foreshortened futures, try-
ing to live “day-to-day” without long-term goals

Self-Fulfilling Propheciesand associated plans. Without a sense of pur-
pose, meaning, or direction in life, many peo- The expectations of responses by others can be

fulfilled by one’s own behavior. Humans createple become demoralized and lose hope and
the ability to project new possibilities on their problems by being unaware of the ways in

which we induce others to respond. A high-mind-screens.
level administrator may not believe he deserves
the title and respect he has achieved. Unaware,

Forces Maintaining Problems he creates political rivals, who threaten his po-
sition. When they attack him, he quietly be-There are many potential internal and external

influences impeding the individual’s progress lieves that they are correct in their rationale
and meekly surrenders his hard-won gains. Atoward a better future. Substance abuse, for in-

stance, is maintained not only by chemical re- shy but very intelligent young woman has im-
mense trouble making friends. She believesinforcement but also by continuing relation-

ships with other drug users. The craving for the that others think she is stupid. When she talks
with others, she becomes intensely anxiousdrug forces the video “Gotta get my high” on

the marquee of the Mind Theater. In addition, about their opinion of her. Her anxiety causes
her to speak haltingly and disjointedly, causingterminating drug use requires severing drug-

related associations, which can provoke fright- her acquaintances to believe that she is indeed
of low intelligence and thus display no interestening movies of isolation and loneliness.

Almost any change in behavior threatens in establishing a friendly relationship with her.
She remains isolated and unhappy.the stability of important relationships. The
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Mechanical Problems chronically demoralizing. People who have
known constant defeat come to expect consis-
tent defeat and no longer direct their actions
toward features that typically contribute to

Insufficient Self-Observation

Expectations are based on past experiences. happy, satisfying lives. Young people who have
Rigidly held beliefs generated by past experi- known too many deaths among those they have
ences have to be studied before they can be depended on, for instance, surrender their
changed, but some people are unable or un- sense of a fair and ordered world in which par-
willing to scrutinize these images, emotions, ticular behaviors create agreeable responses.
and thoughts. Therapists can help form a cli- They withdraw emotionally to avoid the pain
ent’s foundation of self-awareness by acting as of losses they know are inevitable, thereby de-
dispassionate observers and supporting the cli- priving themselves of any opportunity for the
ent’s own self-observational abilities. human warmth and security they really crave.

Conflicting Expectation Videos Inability to Prioritize
Sequence of GoalsIndividuals have multiple selves. We are a sym-

phony orchestra of many parts each trying to Many individuals see several problems to be
blend harmoniously with the others. Some- settled all at once. The challenge of simultane-
times people deteriorate into internal conflict. ous stressors overwhelms their ability to prag-
Perhaps the most common conflict emerges matically sequence selected goals. These peo-
between the self that wants, the self that feels, ple confront multiple Expectation Videos, with
and the rule-bound self-critic. Objectively, different demands and goals, and experience
each self is striving to maintain and develop them all as requiring immediate attention: “I
itself for the betterment of the whole organism. must do my income tax, call my brother, com-
Therapists may help clients find the intentions plete a project at work, plan for a staff meeting,
behind each self; usually the differing goals re- worry about my mother’s new symptoms, take
flect parts of the long-term goals and may be my child to the doctor, and figure out why my
balanced and blended into the overall desired spouse is acting strangely.” Longer term goals
intentions. for this individual might include changing jobs,

moving to be closer to relatives, becoming more
attentive and empathic toward a spouse, chang-Insufficient Experience in
ing financial investment strategies, and plan-Developing Achievable Goals and
ning for the children’s college. These futuresPractical Strategies
accumulate at the door of the mind’s theater,

Effective images of the future require setting each demanding an immediate audience. Ac-
achievable goals by using practical strategies. tivity on the stage becomes so hectic that the
Some patients may not have had sufficient ex- theater closes and no Expectation Videos are
perience in estimating realistic goals or may run.
not have accumulated a toolbox of effective
strategies (perhaps for lack of coaching or prac-

Negative Beliefs About Selftice) with which to build their desired results.
“I don’t deserve to change.” “I am afraid to
change.” “I can never change.” “I can’t learn

Repeated Experiences of Imagining how to change.” “I don’t want to change.”
Future Goals and Having Each Such people may be unable to permit them-
of Them Subverted selves the luxury of imagining themselves in a

better situation. Their continuous self-condem-The experience of repeated failure, of defeat
and disappointment by conditions beyond per- nation locks the door to the Expectation Video

sound stage. The video camera gets put away.sonal control, is acutely discouraging and
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Not uncommonly, people who genuinely own pathology they would lose the love
of the other.try to change the things about themselves and

their environment that torment them are si-
multaneously working to defeat their own ef- This entanglement of destructive Expectation
forts. Their secret sense of shame, fear, anxiety, Videos created intense complications in the
or unworthiness causes them to quietly resist psychotherapy of this patient.
the corrections that will relieve them of these
emotions and otherwise let them enjoy their
lives more fully. Imagine Becky, forced to see
a psychiatrist by her husband after many visits CASE EXAMPLE
to emergency rooms because of recurrent chest
pain. She is 28 years old, and a cardiac workup Maria, a 25-year-old part-time college student,

presented for psychotherapy with a history of de-showed no anatomical defect. After reluctantly
agreeing to a psychiatric evaluation, she is diag- pression. She reported first becoming depressed

for a period of 6 months at age 15; she hadnosed with panic disorder. Becky has terrible
side effects with almost every antidepressant the sought no treatment at that time. During preg-

nancy at age 24, Maria again started feeling de-psychiatrist prescribes, until one finally seems
to work without creating more misery than pressed; postpartum, these symptoms rapidly

worsened, accompanied by anxiety and an in-it relieves. After 10 years of psychotherapy
and antidepressant medication, Becky becomes ability to sleep. In her initial psychiatric session,

Maria was prescribed Zyprexa, 5 mg, which se-clearer about the processes that seem to have
prevented her from changing: dated her. She was then in combination switched

to Risperdal, 1 mg, and Zoloft, 75 mg.
Maria’s presenting concerns revolved around1. She did not believe in a psychological

explanation for her chest pain. She ex- guilt of neglecting Cameron, her 18-month-old
son. She reported she did not want to feed him,pected that a medical explanation would

be found. play with him, or even hold him, but she hated
herself for not mothering him the way she should.2. Multiple antidepressants were ineffective

for Becky. She believed this meant she In the four-step stage model, the identification of
these problematic responses is step 1. Maria de-did not have a psychiatric problem.

3. Afraid her therapist would reject her, scribed her own childhood as violent, with an al-
coholic father who was physically abusive andBecky did not tell him about her persis-

tent suicidal ideation. constantly critical toward her mother, her brother,
and herself. After each such episode, however,4. Becky was terrified that any psychologi-

cal intervention would force her to talk the family acted as though nothing had hap-
pened. Maria could not understand how herabout traumatic events of her childhood

and resurrect the pain they caused her. mother allowed her father to abuse herself and
her children. Maria was using her self-observa-5. She did not believe that she could mas-

ter her own intense emotions. If the tional abilities, psychotherapy step 2, to start lo-
cating the mismatches between her expectationsemotions were released, she saw herself

“falling apart.” and actual experiences.
Maria’s psychotherapist eventually hypothe-6. Her husband was terrified that she would

leave him if she became more indepen- sized that perhaps Maria was jealous of Cameron
because he had a better mother than Maria had.dent, like other women had before. When

she started to be more self-sufficient, he Maria brightened and replied, “Hey, that’s just
what my mother-in-law said.” This crucial thera-sought psychotherapy himself. She knew

that he was afraid of her improving, and peutic exchange further expanded the range of
Maria’s observing self: with the therapist co-she did not want to lose him. Each part-

ner thought that if they resolved their observing and highlighting the landscape of Ma-
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ria’s subjective experiences, she was able to see THERAPIST: May we imagine together any other
way you might act with Cameron?a pair of Expectation Videos playing almost si-

multaneously. One video played out her ideal MARIA: I’ll try . . . but this is hard because I don’t
form of mothering, while another projected her know any other way to be. I only know how I
own childhood experiences. Upon observing was raised.
these two, Maria subconsciously withdrew in a

THERAPIST: Okay, well, visualize ahead 6 months.jealous fit to an “in-between” mode of neglectful
If you could have what you wanted with Cam-mothering. Maria then fairly quickly completed
eron, what might that be like?step 3, the clear identification of the mismatch
MARIA: (Silence)between her expectations and actual experiences

that produced her “neglectful mother video.” THERAPIST: How would it be different from now?
Once aware of this process, she recognized that MARIA: Umm . . . I guess I would be able to put
these images were problematic, unfairly coloring Cameron “over there,” by saying to myself, “just
her interactions with her son. Maria discovered, because I had a bad childhood does not mean he
“the problem is with my mother, not Cameron. is a bad person or that he has to have a bad child-
I’ve got to do something about my anger at her.” hood for me to love him.”
Step 4 of the future-oriented psychotherapy pro-

THERAPIST: If we were to put that statement into acess leads to an alteration of either expectations
movie, what would it look like?or experience. Maria clearly saw that she had to
MARIA: Well, I guess I would have the starringchange her own internal expectations about her
role as a mother. I would love Cameron com-son.
pletely for who he is, putting aside his pamperedAt a later session, the therapist worked with
lifestyle and my past. As a mother, I would enjoyMaria to modify her problematic Expectation Vid-
raising him, loving, cuddling, reading, and play-eos and create new ones for a more satisfying re-
ing with him. He would grow to know that hislationship with her son.
mother truly cared for him deeply.MARIA: Even though I now realize that I am irra-
THERAPIST: When you put him aside you put himtionally basing my interactions with Cameron on
into a different video, different from the “jealousmy past, I can’t stop feeling like I don’t want to
of him” version. By putting him “over there” yoube a good mother to him. It is so frustrating. I just
are able to build a new and better movie aroundwant to scream at myself, “Why can’t you stop
him.feeling what you felt as a child?”

MARIA: Yes, I need to look at the situation in aTHERAPIST: (Intending to slow Maria down and
different way. I am not happy with all that he has,have her listen to her own statements.) Your sen-
but I need to take pride in this, take pride in my-tence uses a verbal order to yourself about a feel-
self as a caregiver.ing in the present triggered by activating an old

movie of yours. “Stop” is the command-word, THERAPIST: By running that video, you will have
“feeling” connects past and present, and “as a a different set of expectations for your relation-
child” activates the video from which your feel- ship with Cameron.
ings emerge.

At a later session:
MARIA: Yes. I don’t know how to stop running

THERAPIST: How are you doing with Cameron?that picture in my mind. I just have so much trou-
ble nurturing him when I see that he has every- MARIA: Well, I still occasionally have the feeling

that I wish I would have had what he has, butthing. I think it would be easier for me to embrace
someone who has had a bad childhood. Also, my after recognizing that I was projecting onto him

my own experiences with my mother, I don’t lookhusband had a great upbringing and I feel differ-
ent from both of them. If I had a child who was at him in a negative way anymore. We are doing

much better . . . .more like me, it would be bad, but I think it may
be easier for me to love him. I do, however, have something new that is
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bothering me. At the university, in my program, little new empirical research on how future ori-
entation is the unifying thread across themy professor seems really critical of my work. I

feel like he is more critical of me than any of the schools of therapy. There is no controlled re-
search on the effectiveness of a future-orientedother students. It has gotten to the point where I

just want to leave school. approach to psychotherapy. Additional work
will clarify and develop the change methodsTHERAPIST: How much of this is the old movie of
proposed in this chapter and amplify how eachyour father criticizing you, which usually led to
school of psychotherapy strives, using differenthis physically abusing you, and how much of this
concepts, methods, and terminology, to helpis genuine?
patients change their personal futures. Spe-MARIA: Hmmm . . . well, I guess I had not really
cifically, additional research will prognosticatethought of it like that . . . (long pause). But, yes,
the particular types of clients for whom future-like with Cameron, maybe I am hearing my father
oriented treatments will be most effective. Newwhen my professor speaks. Maybe I am interpret-
studies will broaden our understanding of theing his intentions incorrectly.
constraints and barriers that must be negotiated

THERAPIST: If this is the case, how might you see
in helping clients to envision better futures.

your professor differently? How might we con-
struct a new movie for you to run?

MARIA: Well, now that I know how this works, I
FUTURE DIRECTIONSguess I would see my professor as someone who

is trying to help me, not hurt me. And maybe try
This chapter contains what we believe to beto listen to the content of his words more, rather
the fundamental, superordinate concepts thatthan only seeing it as attacks on me.
form the basis of psychotherapy: stages, rela-Maria was able to understand how her mind
tionship, self-awareness, and changing personalgenerates movies. She learned how to separate
futures. Through holding fast to the basic con-problematic videos from reality and recognize
structs and exploring more fully the incorpora-how many of her expectations root and link back
tion of a future-orientation psychotherapy, weto abuse she suffered as a child from her father.
will continue to evolve with the unpredictableBy co-imagining new Expectation Videos with
variations that will continue to enrich our the-her psychotherapist, Maria became able to iden-
ory and practice.tify old, maladaptive Expectation Videos and co-

imagine new ones for a more satisfying future.
During termination, after eight sessions, Maria
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Outcome-Informed Clinical Work

SCOTT D. MILLER, BARRY L. DUNCAN,
AND MARK A. HUBBLE

The proof of the pudding is in the eating.
—Cervantes, Don Quixote

Throughout much of the 1800s and the cen- dustry not diversify when it had the chance?
Because, as it turns out, railroad executives hadtury that followed, the railroad industry was the

most successful business in America. Various come to believe they were in the train rather
than transportation business. Consequently,companies raced to lay track from city to city

and across the continent, speeding up the pace trucking and air-freight industries flourished
while the old iron horse rusted away on theof life and making a mountain of money in the

process. By the 1960s, however, this once great back lots of abandoned railroad yards.
In what has become one of the most citedstalwart of American commerce was in serious

decline—in truth, dying. When asked about articles in the business literature, Levitt (1975)
showed how various industries, including ev-the cause, business executives usually answered

that the need was being filled in other ways erything from the railroads to Hollywood, suf-
fered dramatic reversals in fortune when they(i.e., cars, trucks, airplanes, and new technolo-

gies like the telephone). It was hard to argue became “product-oriented instead of customer-
oriented” (p. 19). Movie moguls, for instance,with such logic. Where transportation was con-

cerned, consumers were seeking faster, easier, were caught totally off guard by the television
industry because they wrongly thought them-more flexible, and individualized alternatives.

For Harvard business professor Theodore selves in the movie rather than entertainment
business. And thus famed director and studioLevitt, the conventionally held wisdom made

no sense at all and, in fact, begged the ques- executive Darryl F. Zanuck boldly asserted,
“Television won’t be able to hold onto anytion. The industry, Levitt (1975) argued, was

not in trouble “because the need was filled by market it captures after the first six months.
People will soon get tired of staring at a ply-others . . . but because it was not filled by the

railroads themselves” (p. 19). Why did the in- wood box every night” (Lee, 2000). Such ex-

84
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traordinary lack of foresight eventually forced sires. Doing otherwise, he warns, risks “defin-
ing an industry, or a product, or a cluster ofthe closure of once powerful studios and bank-

rupted numerous high rollers in the trade. The know-how so narrowly as to guarantee its pre-
mature senescence” (p. 20).empire never recovered its once and former

greatness. Consistent with the perspective presented
by Levitt, the outcome-informed approach de-Applying Levitt’s thesis to the field of psy-

chotherapy suggests that the long-standing de- scribed in this chapter is less concerned with
the elements of effective clinical practice—in-bate between this or that model of therapy, spe-

cific versus common factors, integration versus tergrated, eclectic, or otherwise—and more fo-
cused on whether consumers experience theeclecticism, misses the point in a major way.

Put bluntly, it has proceeded as though the changes they desire, whatever the means. Instead
of assuming that the right process leads to fa-field were in the therapy business rather than

the business of change. “The illusion,” accord- vorable results, ongoing feedback from con-
sumers regarding both the process and out-ing to Levitt, is “that continued growth is a

matter of continued product innovation and come of care is used to construct and guide
therapeutic interaction as well as inspire inno-improvement” (p. 27). For their part, consum-

ers (and payers) care little about how change vation.
comes about—they simply want it. As such, the
field’s exclusive focus on the means of produc-
ing change (i.e., models, techniques, therapeu- THE APPROACH
tic process) has been and continues to be on
the wrong track. Like their counterparts in the For a field as intent on identifying and codify-

ing the methods of treatment as psychotherapyrailroad and movie business, therapists are in
danger of losing their customer base. is, abandoning process in favor of outcome

may seem radical indeed. Nevertheless, anConsider the results of focus groups con-
ducted by the American Psychological Associa- entire tradition of using outcome to inform

process exists. We begin by exploring the em-tion (APA, 1998). When asked, 76% of poten-
tial consumers of psychotherapy identified low pirical antecedents of an outcome-informed

approach to clinical practice. After this review,confidence in the outcome of therapy as the
major reason for not seeking treatment, far the development our own work and perspec-

tive is presented.eclipsing variables traditionally thought to de-
ter people from seeing a therapist (e.g., stigma,
53%; length of treatment, 59%; lack of knowl-

Empirical Antecedentsedge, 47%). Such a “no confidence” vote is es-
of Outcome-Informed Workpecially difficult to accept given decades of re-

search showing that the average treated client Outcome research indicates that the general
trajectory of change in successful psychother-is better off than 80% of the untreated sample

in most studies (Asay & Lambert, 1999; Wam- apy is highly predictable, with most change oc-
curring earlier rather than later in the treat-pold, 2001). Yet, like it or not, this is the per-

ception of consumers. ment process (Brown, Dreis, & Nace, 1999;
Hansen & Lambert 2003). In their now classicAccording to Levitt (1975), industries that

thrive start with the customer’s needs and work article on the dose–effect relationship, How-
ard, Kopte, Krause, and Orlinsky (1986) foundbackwards, “first concerning itself with the . . .

delivery of customer satisfactions. Then it moves that between 60% and 65% of people experi-
enced significant symptomatic relief withinback further to creating the things by which

these satisfactions are in part achieved” (p. 27). one to seven visits—figures that increased to
70%–75% after 6 months and to 85% at 1 year.Less time and resources are spent controlling

the means of production and more effort is ex- These same findings further showed “a course
of diminishing returns with more and more ef-pended in staying in touch with customer de-
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fort required to achieve just noticeable differ- tors of final treatment outcome” (Bachelor &
Horvath, 1999, p. 139). Building on this, John-ences in patient improvement” as time in treat-

ment lengthened (Howard, Kopte, Krause, & son and Shaha (1996, 1997; Johnson, 1995)
were among the first to document the impactOrlinsky, 1986, p. 361).

More recently, researchers have been using of outcome and process tools on the quality
and outcome of psychotherapy as well as dem-early improvement—specifically, the client’s

subjective experience of meaningful change in onstrate how such data could foster a coopera-
tive, accountable relationship with payers.the first few visits—to predict whether a given

pairing of client and therapist or treatment sys- With regard to clinical practice, the conclu-
sion to be drawn from the foregoing researchtem will result in a successful outcome (Haas,

Hill, Lambert, & Morrell, 2002; Lambert et is clear: feedback and input from clients im-
proves success. As for treatment method, theal., 2001). To illustrate, Howard, Lueger, Ma-

ling, and Martinovich (1993) not only con- diverse number of approaches encompassed in
such data clearly hints that the particular brandfirmed that most change took place earlier

than later, but also found that an absence of of therapy employed is of less importance.
From an outcome-informed perspective, suchearly improvement in the client’s subjective

sense of well-being significantly decreased the data indicate that therapists do not need to
know what approach to use, but whether thechances of achieving symptomatic relief and

healthier life functioning by the end of treat- current relationship is a good fit and, if not, to
be able to adjust and accommodate earlyment. Similarly, in a study of more than 2000

therapists and thousands of clients, Brown, enough in order to maximize the chances of
success. Said another way, assessment is notDreis, and Nace (1999) found that therapeutic

relationships in which no improvement oc- something that precedes and dictates interven-
tion. It is a vital, ongoing part of the therapeu-curred by the third visit did not on average re-

sult in improvement over the entire course of tic relationship—essential for change (Duncan
& Miller, 2000).treatment. This study further showed that cli-

ents who worsened by the third visit were twice
as likely to drop out than those reporting prog-
ress. More telling, variables such as diagnosis,

The Heart and Soul of Change Projectseverity, family support, and type of therapy
were, “not . . . as important [in predicting even- Our interest in an outcome-informed approach

to clinical practice began following a chancetual outcome] as knowing whether or not the
treatment being provided [was] actually work- meeting at a professional conference in 1993.

Concerned about the rapid proliferation ofing” (p. 404).
In the mid-1990s, several researchers began therapeutic models and resulting division along

theoretical, technical, and disciplinary lines,using data generated during treatment to im-
prove the quality and outcome of care. In our initial efforts focused on developing a “uni-

fying language of psychotherapy practice” that1996, Howard, Moras, Brill, Martinovich, and
Lutz showed how measures of client progress would enable the field to “set aside [its] many

apparent differences and find a way to talk,could be used to “determine the appropriate-
ness of the current treatment . . . the need for to join together, and to share what . . . works”

(Miller, Duncan, & Hubble, 1997, p. xi;further treatment . . . [and] prompt a clinical
consultation for patients who [were] not prog- Miller, Hubble, & Duncan, 1995). Research

and writing on the common factors—datingressing at expected rates” (p. 1063). That same
year, Lambert and Brown (1996) made a simi- back to Rosenzweig’s (1936) and Frank’s (1961)

publications and forward to Lambert’s (1986,lar argument using a shorter, and hence more
feasible, outcome tool. Other researchers had 1992) scholarly reviews of the literature—pro-

vided the foundation for the basic vocabularyalready found that clients’ early ratings of the
alliance, like progress, were “significant predic- of that language.



Outcome-Informed Clinical Work 87

Of the various factors identified, the data in- ment approach offered resulted in stronger
therapeutic alliances, increased duration, anddicated that two, the client and the therapeutic

alliance, accounted for the majority of the vari- improved rates of success (Elkin et al., 1999).
To explain the basic components of a client-ance in treatment outcome (Miller, Duncan,

& Hubble, 1997). Lambert (1986, 1992), for directed approach, we used an analogy of a
three-legged stool (see Figure 4.1). Set againstexample, suggested that 40% was attributable

to the client/extratherapeutic factors and 30% a backdrop of client strengths and resources,
each leg of the stool stood for one of the coreto the therapeutic relationship. By comparison,

model and technique factors and placebo were ingredients of the therapeutic alliance as iden-
tified in the research literature: (1) shared goals;thought to contribute 15% each. Later meta-

analytic research by Wampold (2001) confirmed (2) consensus on means, methods, or tasks of
treatment; and (3) an emotional bond (Bache-and extended these findings, documenting

larger roles for client/extratherapeutic, alliance, lor & Horvath, 1999; Bordin, 1979; Horvath &
Bedi, 2002). Holding everything together wasand placebo factors but a weaker contribution

from models and techniques. the client’s theory of change. Consistent with
the metaphor, goals, methods, and a bond thatSuch data, when combined with “the ob-

served superior value, across numerous studies, were congruent with the client’s theory were
likely to keep people comfortably seated (i.e.,of clients’ assessment of the relationship in pre-

dicting the outcome” (Bachelor & Horvath, engaged) in treatment. Similarly, any disagree-
ment between various components destabilized1999, p. 140) made a strong empirical case for

putting the client in the “driver’s seat” of ther- the alliance, either making the stool uncom-
fortable or toppling it completely.apy. Successful treatment, we argued, was a

matter of tapping into client resources and en- As much empirical and clinical sense as
these ideas may have made, however, theysuring a positive experience of the alliance

(Hubble, Duncan, & Miller, 1999). To these were still out of step with the cold, hard facts
from the psychotherapy outcome literature.two elements a third aspect was added; namely,

the client’s frame of reference regarding the Yes, at first blush, tapping into client resources,
ensuring the client’s positive experience of thepresenting problem, its causes, and potential

remedies—what we termed the client’s theory alliance, and accommodating treatment to the
client’s frame of reference appeared to capital-of change (Duncan, Hubble, & Miller, 1997;

Duncan & Miller, 2000). ize on the two largest contributors to success.
At the same time, no matter how abstractly theAdopting the client’s frame of reference as

the defining “theory” for the therapy fit with ideas might be presented, whether defined as
several major findings from the extant, process-
outcome literature. For example, in 1994 re-
searchers Orlinsky, Grawe, and Parks (1994, p.
361) reported that, “the quality of the client’s
participation in treatment stands out as the most
important determinant of outcome.” What bet-
ter way to enlist clients’ partnership, we rea-
soned, than by accommodating their preexist-
ing beliefs about the problem and the change
process? Other data provided further support.
For example, follow-up research from the land-
mark Treatment of Depression Collaborative
Research Project showed that although out-
come did not vary between treatments, congru-

Client Theory of Change

Bond

Means,
methods,
or tasks

Goals,
meaning,
or purpose

ence between a person’s beliefs about the
causes of his or her problems and the treat- FIGURE 4.1 The Therapeutic Alliance



88 Integrative Psychotherapy Models

principles rather than mandates, closer exami- eotapes showed that the therapists in the first
condition routinely failed to ask clients fornation made clear that any operationalization

merely led to the creation of another model for their input—even though, when asked, the cli-
nicians frequently maintained they had soughthow to do therapy. On this point, the research

was clear: models mattered comparatively lit- feedback. At the same time, 75% of the thera-
pists in the formal feedback condition droppedtle in terms of outcome (Hubble, Duncan, &

Miller, 1999; Wampold, 2001). What’s more, out of the study, citing both the length and
cumbersome nature of the measures as reasonsresearch on the alliance showed that neither

training nor experience had a strong relation- for their departure.
Therapists, the study showed, had difficultyship with either the quality of the alliance or

outcome of treatment (Horvath, 2001; Horvath appreciating client feedback unless a formal
and feasible process for bringing the client’s& Bedi, 2002).

On further examination, we concluded that view into treatment was in place. Toward that
end, we began working to develop a set of clin-that our own efforts, albeit unintentionally, had

subtly but surely continued to privilege the ical tools that were user-friendly and both valid
and reliable (Duncan, Miller, & Sparks, 2004).therapist’s role and perspective regarding treat-

ment process. As had been true throughout Two measures emerged from this effort.
The first, the Session Rating Scale 3.0 (SRS;much of the history of psychotherapy, the ther-

apist was still “in charge”—in this case, finding Johnson, Miller, & Duncan, 2000), is a brief,
four-item measure of the therapeutic allianceclient strengths, determining the status of the

alliance, understanding the nature of the cli- completed by the client and discussed with the
therapist at the end of each session. The scaleent’s theory, and choosing which, if any meth-

ods, might be congruent with that theory. To takes less than a minute to complete and score
and is available in both written and oral formsremedy this problem and give clients the voice

in treatment that the research literature said in several different languages. Research to date
has shown the measure to have sound psycho-they deserved, we began encouraging thera-

pists to “check in” with clients on an ongoing metric qualities (Duncan et al., in press). The
second measure, the Outcome Rating Scaleyet informal basis regarding both the nature of

and progress in treatment (Miller & Duncan, (ORS; Miller & Duncan, 2000b), also a brief,
four-item measure of change, is completed by2000a).

In early 1998, a research project was initi- the client and discussed with the therapist at
the beginning of each visit. As with the SRS,ated to investigate the impact of seeking client

feedback on treatment outcome (Duncan & this scale takes less than a minute to administer
and score, is available in both written and oralMiller, 2000). Several conditions were in-

cluded. In one, therapists were supposed to forms in several languages, and possesses good
psychometric qualities (Miller, Duncan,seek client input in an informal manner (i.e.,

using the questions described above). In an- Brown, Sparks, & Claud, 2003).
Presently, the SRS and ORS have been em-other, building on the work of Lambert (Lam-

bert & Brown, 1996; Lambert, Okiishi, Finch, ployed in diverse clinical settings with positive
effect. For example, given the brief, clinician-& Johnson, 1998) and Johnson (1995; Johnson

& Shaha, 1996), results from standardized, cli- and client-friendly nature of the scales, the
number of complaints regarding the use of theent-completed outcome and alliance measures

were fed back to the therapists during treat- tools has plummeted and compliance rates
have soared (Miller, Duncan, Brown, Sparks,ment. Treatment-as-usual served as a third,

control group. & Claud, 2003). Providing feedback to thera-
pists regarding clients’ experience of the alli-As reported by Duncan and Miller (2000),

initial results of the study “point[ed] to an ad- ance and progress in treatment via the SRS
and ORS has also been shown to result in sig-vantage for the feedback conditions” (p. 183).

Ultimately, however, the entire project had to nificant improvements in both client retention
and outcome. For example, Miller, Duncan,be abandoned. First of all, a review of the vid-
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Brown, Sorrel, and Chalk (in press) found that cess. Neither were the therapists in these stud-
ies trained in any new therapeutic modalities,clients of therapists who opted out of complet-

ing the SRS were twice as likely to drop out of treatment techniques, or diagnostic procedures.
Rather, the individual clinicians were com-treatment and three to four times more likely

to have a negative or null outcome. In the pletely free to engage their individual clients
in the manner they saw fit. Availability of for-same study, the average effect size of services

at the agency where both measures were em- mal client feedback provided the only constant
in an otherwise diverse treatment environment.ployed shifted from .5 to .8—a 60% increase

(see Figure 4.2). A detailed analysis of the cases Such findings, when taken in combination
with the field’s continuing failure to discoverincluded in the sample showed that this im-

provement was due to a combination of de- and systematize therapeutic process in a man-
ner that reliably improves success, have led uscreasing negative outcomes, increasing positive

outcomes, and an overall positive shift in the to conclude that the best hope for integration
of the field will be found in outcome. Theoutcome for therapists working at the clinic.

The positive results are entirely consistent time has come for the field to move beyond
efforts aimed at seeking consensus on howwith findings from other researchers. For ex-

ample, in a meta-analysis of three studies, therapy is to be conducted. Clinicians, re-
searchers, and consumers believe what theyLambert et al. (2003) reported that those thera-

peutic relationships at risk for a negative or will believe—and for good reason, recent
meta-analyses indicate that allegiance effectsnull outcome that received formal feedback

were, at the conclusion of therapy, better off account for approximately four times as much
of the variance in treatment outcome as mod-than 65% of those without access to the infor-

mation regarding treatment progress (Average els (Wampold, 2001). Nevertheless, no matter
the many, varied, and often contradictory be-ES = .39). In yet another study, Whipple et al.

(2003) found that clients whose therapists had liefs regarding effective psychotherapy, nearly
everyone agrees on the ultimate goal: change.access to outcome and alliance information

were less likely to deteriorate, more likely to In the pages that follow, the elements of our
outcome-informed approach to clinical prac-stay longer, and twice as likely to achieve a

clinically significant change. tice are spelled out and illustrated with case
material. We have fit the material into the pro-Notably, the results of our own research as

well as that of Lambert and colleagues were cess-oriented structure used in this part of the
Handbook, with one exception. Empirical re-obtained without any attempt to organize, sys-

tematize, or otherwise control treatment pro- search on the approach has been incorporated
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into each of the relevant sections that follow both because it measured the outcomes most
likely to result from the treatment offered atrather than being discussed separately.
the settings in which we worked and was a
more feasible alternative to the longer measure
employed in our original research (Duncan &ASSESSMENT AND FORMULATION
Miller, 2000; Lambert & Hill, 1994; Miller,
Duncan, Brown, Sparks, & Claud, 2003). TheThough the practice of psychotherapy usually

begins with diagnosis and selection of treat- ORS has further proven to be sensitive to
change in those undergoing treatment whilement, the outcome-informed approach to clin-

ical practice described in this chapter starts being stable in a nontreated population—a
crucial issue in selecting a valid measure of psy-with finding measures of process and outcome

that are valid, reliable, and feasible for the con- chotherapy outcome (Miller, Duncan, Brown,
Sparks, & Claud, 2003). As for reliability, re-text in which the tools will be employed (Dun-

can & Miller, 2000, Duncan, Miller, & Sparks, search on the SRS and ORS has returned solid
estimates of internal consistency and test–retest2004). Despite widespread use of the Diagnos-

tic and Statistical Manual of Mental Disorders reliability (.88 and .93, and .74 and .66, respec-
tively).(DSM), the diagnosis a person receives at the

outset of treatment bears little or no relation-
ship to the outcome of that care (Brown et al.,
1999; Duncan, Miller, & Sparks, 2004; Wam- APPLICABILITY AND STRUCTURE
pold, 2001). For example, the research of How-
ard and colleagues (1986, 1996) suggests that While there is little theoretical reason to sus-

pect that the outcome-informed perspective asclients with an Axis II diagnosis may require
longer and more intensive treatment in order a whole might be limited to particular con-

texts, treatment populations, or modes of ser-to realize gains. However, our own research
(Miller, Duncan, Brown, Sorrell, & Chalk, in vice delivery, research to date has largely fo-

cused on mental health services delivered topress) and that of Lambert et al. (2003; per-
sonal communication, July 3, 2003) suggests adults in outpatient settings or via the tele-

phone. At least one study, for example, ques-no relationship. Among the reasons accounting
for this poor correlation, the lack of specific tions the applicability of an outcome-informed

approach in children’s services (Salzer, Bick-curative factors in psychological therapies and
questionable validity and reliability of the diag- man, & Lambert, 1999). Though two later stud-

ies found otherwise (Angold, Costello, Burns,nostic categories figure prominently (Duncan,
Miller, & Sparks, 2004; Wampold, 2001). Erkanli, & Farmer, 2000; Asay, Lambert, Greg-

ersen, & Goates, 2002), projects aimed at de-Of course, there is no such thing as a “per-
fect” measure. Finding the right set of tools for termining the degree to which the approach

applies across modes of service delivery, con-a particular setting means working to strike a
balance between the competing demands of sumer groups, and presenting complaints are

currently underway.validity, reliability, and feasibility. A simple,
brief, and therefore highly feasible measure, With regard to the length, organization, and

content of treatment sessions, therapists arefor example, is likely to be less reliable. At the
same time, any gains in reliability and validity free to work in whatever fashion fits and bene-

fits the client. When outcome-informed, a cli-associated with a longer and more complicated
measure are likely to be offset by decreases in nician is limited only by practical and ethical

considerations and their creativity. Of course,feasibility.
In our own research, the SRS was chosen research on the common factors may serve as

guiding principles for interacting with clients.because of the strong empirical support for the
role of the client’s view of the therapeutic alli- The specifics, however, can only be derived

from client feedback regarding process andance in predicting retention in and outcome
of treatment. Similarly, the ORS was adopted outcome. As such, no direct attempt is made
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to structure therapeutic process. Given the su- imizing the risk of client deterioration. Simi-
larly, when a mandated or involuntary clientperiority of both client ratings and allegiance

factors (e.g., therapist belief) over adherence to scores above the clinical cut off, the client’s
view of the referral source’s rating of them ona particular model in accounting for treatment

outcome, such process freedom can only work the outcome scale can be used to guide deci-
sions regarding scheduling and intensity ofto enhance therapeutic benefits.

One area where our outcome-informed ap- treatment (Duncan, Miller, & Sparks, 2004).
In such cases, the client and therapist wouldproach can exert significant influence on ther-

apeutic process is in the scheduling and dura- technically be working together to resolve the
problem that the referent has with the client.tion of treatment. With regard to frequency of

visits, for example, the research suggests meet-
ing clients on a more regular basis in the be-
ginning of treatment when the slope of change METHODS AND TECHNIQUES
is steep and then tapering contact as the pace
of change lessens (cf., Howard et al., 1986). An outcome-informed approach to clinical

work contains no fixed techniques, invariantOther outcome data strongly suggest that every
effort be made to minimize the amount of patterns in therapeutic process, definitive pre-

scriptions to produce good treatment outcome,time between scheduling and the first appoint-
ment. Multiple studies (e.g., Howard et al., and no causal theory regarding the concerns

that bring people into treatment. Literally1986; Lambert, Shapiro, & Bergin, 1986; Law-
son, 1994; Weiner-Davis, de Shazer, & Gin- any interaction with a client can be outcome-

informed in nature. This comes about whengerich, 1987) have documented the significant
percentage of clients that improve prior to the therapists purposefully use valid and reliable

assessments of the client’s experience of pro-formal initiation of treatment (15%, 40%, 60%,
and 66%, respectively). The longer the in- cess and outcome to guide treatment.

Using feedback from outcome and processterim, the greater the likelihood that the ex-
pected outcome will have reached a point of tools can be as simple as scoring and discussing

results together with clients at each session ordiminishing returns, thereby decreasing client
motivation for attending treatment. Because as complex as an automated, computer-based

data entry, scoring, and interpretation softwareavailable evidence indicates that therapy in-
creases both the magnitude and durability of program. Of course, the choice of approach

will depend on the needs, aims, and resourcessuch pretreatment change, client drop-out
while waiting for services—in spite of any mea- of the user. In general, the outcome scale is

given at the start of each session. As detailed insured improvement in functioning—is a
missed opportunity (Lambert & Ogles, 2004). the case example, the process begins by ex-

plaining the measures and inviting client par-Other outcome indices can inform deci-
sions regarding treatment intensity (e.g., outpa- ticipation. Meetings then conclude with a re-

view of the client’s scores on the alliance tool.tient vs. inpatient, treatment vs. education or
supportive care). For example, Brown et al. As to interpretation of the results, a single-

subject case design will suffice for most prac-(1999) and Miller, Duncan, Brown, Sorrell,
and Chalk (in press) found that as many as titioners. On the SRS, for example, scores of

36 or below are ordinarily considered cause forone-third of clients entering treatment started
with a score on the outcome tool that exceeded concern as they fall at the 25th percentile of

those who complete the measure. Because re-the clinical cutoff. Such clients, it turns out,
are at significant risk for worsening rather than search indicates that clients frequently drop

out of treatment before discussing problems inimproving during the course of treatment. En-
couraging therapists to adopt a strengths-based the alliance, a therapist would want to use the

opportunity provided by the scale to open dis-or problem-solving approach in lieu of depth-
oriented or other intensive treatment strategies cussion and remedy whatever problems exist

(Bachelor & Horvath, 1999).can serve to maximize engagement while min-
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In terms of using outcome scores to inform average. In fact, scores falling in the solid dark
area represent the 10th percentile of respond-practice, the research literature shows that an

absence of improvement in the first handful of ers. As a result, the therapist receives a “red”
signal, warning of the potential for prematurevisits could serve as a warning to the therapist,

signaling the need for opening a dialogue with drop-out or negative outcome should therapy
continue unchanged. An option button pro-the client regarding the nature of treatment.

Lebow (1997), for example, using the work of vides suggestions including talking with the cli-
ent about problems in the alliance or the typeHoward and colleagues as a guide, recom-

mends a change of therapists whenever a client and amount of treatment being offered, as well
as suggesting that the therapist seek consulta-deteriorates in the initial stages of treatment or

“is responding poorly to treatment by the tion or supervision.
Client responses on the SRS were plottedeighth session” (p. 87).

Though a single-subject design offers ease in a similar fashion at the end of each visit.
Scores falling below the 25th and 10th percen-and simplicity of use, it suffers in terms of pre-

cision and reliability. The broad guidelines for tiles triggered a yellow and red signal, respec-
tively. The program further encouraged ther-evaluating progress are based on data pooled

over a large number of clients. Because the apists to check in with their client, express
concern about their work together, and exploreamount and speed of change in treatment var-

ies depending on how an client scores at the options for changing the interaction before
ending the session.first session, such suggestions are likely to un-

derestimate the amount of change necessary
for some cases (i.e., those starting treatment
with a lower score on the outcome measure) PROCESSES OF CHANGE
while overestimating it in others (i.e., those
with a higher initial score). The history of psychotherapy can be character-

ized as the search for the specific mechanismsA simple linear regression model offers a
more precise method for predicting the score or processes that reliably produce change. Few

would debate the success of this perspective inat the end of treatment (or at any intermediate
point in treatment) based on the score at in- medicine where an organized knowledge base,

coupled with improvements in diagnosis andtake. Using the slope and an intercept, a regres-
sion formula can be calculated for all clients pathology, and the development of treatments

containing specific therapeutic ingredients, havein a given sample. Once completed, the for-
mula can be used to calculate the expected led to the near extinction of a number of once-

fatal diseases. Unfortunately, for all the claimsoutcome for any new client based on the in-
take score. and counterclaims, and thousands of research

studies, psychotherapy in general and the inte-Miller, Duncan, Brown, Sorrell, and Chalk
(in press) employed this method as part of a grative movement in particular cannot boast of

the development of treatments containing spe-computerized feedback system employed in a
large health care organization. Figure 4.3 de- cific therapeutic ingredients.

Reliable predictors of treatment outcome dopicts the outcome of treatment derived from
an ORS administered at the beginning of each exist but do not fit nicely within a medical con-

ceptualization of psychotherapy. For example,session of therapy with a sample client. The
dotted line represents the expected trajectory research indicates, that “who” the therapist

is much more important in terms of successof change for clients at this clinic whose total
score is 4 at the initial visit. In contrast, the than “what” treatment approach is employed—

accounting for six to nine times more variancesolid line plots the client’s actual score from
session to session. As can be seen in this case in outcome (Lambert, 1989; Luborsky et al.,

1986; Luborsky, McLellan, Diguer, Woody, &example, the two lines are divergent, with this
client reporting significantly less progress than Seligman, 1997; Wampold, 2001). Similar
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FIGURE 4.3 Outcome Feedback Screen

variations in results have been found between ture. Though having documented tremendous
improvements in cases at risk for a negative ordifferent treatment sites within studies employ-

ing the same approach (Miller, Duncan, & null outcome, Lambert (personal communica-
tion, July 3, 2003) has not found that the over-Hubble, 2002).

Such findings strongly suggest that the field all effectiveness of individual therapists im-
proves with time and feedback.would be better served by identifying effective

therapists and treatment settings than underly- Studies documenting a small but consistent
advantage in outcome for experienced thera-ing processes of change. To this end, Miller,

Duncan, Brown, Sorrell, and Chalk (in press) pists—especially with complicated cases—may
indicate that therapy is an activity that can bereported data from 22 therapists that had at

least 30 completed cases of treatment. Figure learned but not taught (Atkins & Christensen,
2001; Bergin & Lambert, 1978; Lambert &4.4 shows the range of outcomes for each clini-

cian in the sample. A therapist is statistically Bergin, 1994; Weisz, Weiss, Alicke, & Klotz,
1987). If confirmed, however, such findings,“above average” at a 90% confidence interval

when the bottom end of that range falls above when taken in combination with the weak his-
torical link between training and outcome inthe average effect size for the agency.

Naturally, the identification of reliable dif- psychotherapy (Lambert & Ogles, 2004), fur-
ther underscore the need to shift away fromferences between providers and treatment set-

tings invariably leads to the question of “why?” process and toward an outcome-informed ap-
proach to clinical practice. As Lambert et al.and a resumption of the search for specific pro-

cesses of change. Several research projects the (2003) note, “therapists’ confidence in their
own clinical judgment stands as a barrier toauthors have underway attempting to identify

differences in practice between the effective . . . modify[ing] their practices and . . . long
held beliefs about the nature of psychopathol-and ineffective providers and treatment settings

that might serve to inform therapy in the fu- ogy and psychotherapy” (p. 299).
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FIGURE 4.4 Range of Counselor Effectiveness

THERAPY RELATIONSHIP the relationship until they have already de-
cided to terminate (Bachelor & Horvath, 1999).
Taken together, such findings point to theClearly, the therapeutic relationship is a piv-

otal ingredient in successful psychotherapy. importance of routinely and systematically as-
sessing the client’s experience of the therapeu-Research on the power of the alliance is re-

flected in more than 1,000 findings (Orlinsky, tic relationship. As was the case with methods
and techniques, and processes of change, theGrawe, & Parks, 1994). Lambert (1986, 1992)

estimated that as much as 30% of client im- approach described in this chapter offers no
invariant patterns for or definitions of the ther-provement is attributable to variables inherent

in a good relationship (e.g., empathy, warmth). apeutic relationship. Rather, from an outcome-
informed perspective, soliciting and respond-Based on a review of the empirical literature,

Horvath (2001, p. 366) suggests, “a little over ing to client feedback regarding the alliance is
the pivotal component—much more impor-half of the beneficial effects of psychotherapy

. . . are linked to the quality of the alliance.” tant than any a priori notions a given therapist
or the field may have.The same body of research documenting

the importance of the alliance also shows that In many ways, therapists must simply begin
and then ask, on an ongoing and formal basis,(1) clients and therapists differ in their percep-

tion of the alliance (Gurman, 1977; Horvath “Can the client relate?” If the answer is yes,
and the client is improving, then the work can& Marx, 1990); (2) clients ratings of the rela-

tionship have a higher correlation with out- continue unaltered. If, on the other hand, the
answer is no, then every effort should be madecome than therapists (Bachelor & Horvath,

1999; Horvath & Symonds, 1991; Lambert & to accommodate the client. And finally, whether
good or not, termination and transfer shouldBergin, 1994); (3) a therapist’s ability to de-

velop productive alliances is not a “simple be made when alliances evince little or no evi-
dence of improvement in the time period es-function of training or experience” (Horvath,

2001, p. 370); (4) there is no single, invariably tablished by the norms for a particular context.
Recall, we found that clients of therapistsfacilitative type of relationship as clients differ

significantly in how they wish to relate and be who failed to measure the quality of the rela-
tionship were twice as likely to drop out ofrelated to (Duncan & Miller, 2000); and fi-

nally, (5) clients rarely report problems with treatment and three to four times more likely
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to have a negative or null outcome (Miller, other oversight procedures has exploded in re-
cent years, consuming an ever-increasing amountDuncan, Brown, Sorrell, & Chalk, in press).

In that same study, further improvement in of time and resources. Where a single HCFA
1500 form once sufficed, clinicians now have tooutcomes was realized when decisions about

whether to change or maintain a particular contend with a “paper curtain” made up of pre-
treatment authorization, intake interviews, treat-pairing of client and therapist were informed

by formal client feedback. Logically, clients ment plans, and ongoing quality assurance re-
views—procedures that add an estimated $200 tothat were already improving did significantly

better when encouraged to continue meeting $500 to the cost of each case (Johnson & Shaha,
1997). The addition of all this paperwork presum-with (75th percentile) rather than change ther-

apists (25th percentile). ably is based on the premise that controlling
treatment process will enhance outcomes. On a
positive note, two large behavioral health care or-
ganizations have recently eliminated virtually all
paperwork and automated the treatment authori-CASE EXAMPLE
zation process based on the submission of out-
come and process tools (Hubble & Miller, 2004).Robyn was a 35-year-old, self-described “agora-

phobic” brought to treatment by her partner Returning to the case, the therapist met Robyn
and Gwen in the waiting area. Following somebecause she was too frightened to come to the

session alone. Once an outgoing and energetic brief introductions, the three moved to the con-
sulting room where the therapist began scoringperson making steady progress up the career lad-

der, Robyn had during the last several years grown the outcome measure.
progressively more anxious and fearful. “I’ve al-

THERAPIST: You remember that I told you on the
ways been a nervous kind of person,” she said

phone that we are dedicated to helping our cli-
during her first visit, “Now, I can hardly get out

ents achieve the outcome they desire from treat-
of my house.” She added that she had been to

ment?
see a couple of therapists and tried several medi-

ROBYN: Yes.cations. “It’s not like these things haven’t helped,”
T: And that the research indicates that if I’m go-she said, “it’s just that it never goes away, com-
ing to be helpful to you, we should see signs ofpletely. Last year, I spent a couple of days in the
that sooner rather than later?hospital.”

In a brief telephone call prior to the first ses- R: Uh huh.
sion, the philosophy of our outcome-informed T: Now, that doesn’t mean that the minute you
approach to clinical practice had been described start feeling better, I’m going to say “hasta la
to Robyn and her partner, Gwen. As requested, vista, baby” . . .
the two arrived a few minutes early for the ap-

R AND GWEN: (laughing). Uh huh.pointment, completing the necessary intake and
T: It just means your feedback is essential. It willconsent forms, as well as the outcome measure
tell us if our work together is on track, or whetherin the reception area while waiting to meet the
we need to change something about the treat-therapist. The intake forms requested basic infor-
ment, or, in the event that I’m not helpful, whenmation required by the state in which services
we need to consider referring you to someone orwere offered. The outcome measure used was the
someplace else in order to help you get what youORS (Miller & Duncan, 2000b). In this practice,
want.the entire process takes about 5 minutes to com-

plete. R: (nodds).
One attractive feature of an outcome-informed T: Does that make sense to you?

approach is an immediate decrease in the pro-
R: Yes.

cess-oriented paperwork and external manage-
ment schemes that govern modern clinical prac- Once completed, scores from the ORS were

entered into a simple computer program runningtice. The number of forms, authorizations, and
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on a PDA. The results were then discussed with in the same way as the first one . . . (pointing at
the individual items) with low marks to the left tothe couple.
high to the right . . . rating in these different areasT: Let me show you what these look like. Um,
. . . .basically this just kind of gives us a snapshot of

how things are overall. R: (leaning forward). Uh huh.
R: Uh huh. T: It kind of takes the temperature of the visit,
T: . . . this graph tells us how things are overall how we worked today . . . if it felt right . . . work-
in your life. And, uh, if a score falls below this ing on what you wanted to work on, feeling un-
dotted line . . . derstood . . . .

R: Uh huh. R: All right, okay (taking the measure, complet-
ing it, and then handing it back to the therapist).T: Then it means that the scores are more like

people who are in therapy and who are saying (A brief moment of silence while the therapist
that there are some things they’d like to change scores the instrument)
or feel better about . . . T: Okay . . . you see, just like with the first one,
R: Uh huh. I put my little metric ruler on these lines . . . and

measure . . . and from your marks that youT: . . . and if it goes above this dotted line, that
indicates more the person saying, you know, “I’m placed, the total score is 38 . . . and that means

that you felt like things were okay today . . . .doing pretty well right now.”

R: Uh huh. R: Uh huh.

T: And you can see that overall it seems like T: That we were on the right track . . . talking
you’re saying you’re feeling like there are parts of about what you wanted to talk about . . . .
your life you’d like to change, feel better about R: Yes, definitely.
. . .

T: Good.
R: Yes, definitely.

R: I felt very comfortable.T: (setting the graph aside and returning to the
T: Great . . . I’m glad to hear that . . . at the sameORS form). Now, it looks like interpersonally,
time, I want you to know that you can tell me ifthings are pretty good . . .
things don’t go well . . . .R: Uh huh. I don’t know how I would have made
R: Okay.it . . . without Gwen. She’s my rock . . .

T: I can take it . . . .T: Okay, great. Now, individually and socially,
you can see . . . R: Oh, I’d tell you . . . .
R AND G: (leaning forward). T: You would, eh?
T: . . . that, uh, here you score lower . . . R: (laughing). Yeah . . . just ask Gwen . . . .
Both Robyn and Gwen confirmed the pres-

In consultation with Robyn, an appointment
ence of significant impairment in individual and

was scheduled for the following week. In that ses-
social functioning by citing examples from their

sion and the handful of visits that followed, the
daily life together. At this point in the visit, Robyn

therapist worked with Robyn alone and, on a
indicated that she was feeling comfortable with

couple of occasions, with her partner present,
the process. Gwen exited the room as the pair

to develop and implement a plan for dealing
had planned beforehand and the session contin-

with her anxiety. Recall that from an outcome-
ued for another 40 minutes.

informed perspective, the particulars of the plan
As the end of the hour approached, Robyn

are not important. Rather, the client’s early sub-
was asked to complete the SRS.

jective experience of the alliance and improve-
ment whatever the process.T: This is the last piece . . . as I mentioned, your

feedback about the work we’re doing is very im- Though Robyn’s fear was palpable during the
visits, she nonetheless gave the therapy the high-portant to me . . . and this little scale . . . it works
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est ratings on the SRS. Unfortunately, her scores clinical work of Anderson (1991) and is often use-
ful for generating possibilities and alternatives. Ason the outcome measure evinced little evidence

of improvement. By the fourth session, the com- Friedman and Fanger (1991, p. 252) summarize:
puterized feedback system was warning that the

The views offered are not meant to be judg-therapy with Robyn was “at risk” for a negative
ments, diagnostic formulations, or interpreta-or null outcome.
tions. No attempt is made to arrive at a team

The warning led the therapist and Robyn to
consensus or even to come to any agreement.

review her responses to each item on the SRS at Comments are shared within a positive frame-
the end of the fourth visit. Such reviews are not work and are presented as tentative offerings.
only helpful in ensuring that the treatment con-
tains the elements necessary for a successful out- As frequently happens, Robyn found one team

member’s ideas particularly intriguing. Here again,come but also provide another opportunity for
identifying and dealing with problems in the ther- the particular idea offered is unimportant. Rather,

client engagement is the issue. When the sug-apeutic relationship that were either missed or
went unreported. In this case, however, nothing gested change in approach had not resulted in

any measurable improvement by the eighth visit,new emerged. Indeed, Robyn indicated that her
high marks matched her experience of the visits. the computerized feedback system indicated that

a change of therapists was probably warranted.
T: I’m just wanting to check in with you . . .

Indeed, given the norms for this particular setting,
R: Uh huh . . . . the system indicated that there was precious little

chance that this relationship would result in suc-T: . . . and make sure that we’re on the right track
cess.. . . .
Clients vary in their response to an open andR: Yeah . . . uh huh . . . okay . . . .

frank discussion regarding a lack of progress in
T: And, you know, looking back over the times treatment. Some terminate prior to identifying an
we’ve met . . . at your marks on the scale . . . alternative, while others ask for or accept a refer-
about the work we’re doing . . . the scores indi- ral to another therapist or treatment setting. If the
cate that you are feeling, you know, comfortable client chooses, the therapist may continue in a
with the approach we’re taking . . . . supportive fashion until other arrangements can
R: Absolutely . . . . be made. Rarely, however, is there justification

for continuing to work therapeutically with cli-T: That it’s a good fit for you . . . .
ents who have not achieved reliable change in aR: Yes . . . .
period typical for the majority of cases seen by a

T: I just want to sort of check in with you . . . and particular therapist or treatment agency. In es-
ask, uh, if there’s anything, do you feel . . . or sence, clinical outcome must hold therapeutic
have you felt between our visits . . . even on oc- process “on a leash.”
casion . . . that something is missing . . . . In the discussions with the therapist, Robyn
R: Hmm. shared her desire for a more intensive treatment

approach. She mentioned having read about anT: That I’m not quite “getting it.”
out-of-state residential treatment center that spe-

R: Yeah . . . (shaking head from left to right). No
cialized in her particular problem. When her in-

. . . I’ve really felt like we’re doing . . . that . . .
surance company refused to cover the cost of the

this is good . . . this is right, the right thing for me.
treatment, Robyn and her partner put their only
car up for sale to cover the expense. In an inter-In spite of the process being “right,” both the

therapist and Robyn were concerned about the esting twist, Robyn’s parents, from whom she had
been estranged for several years, agreed to coverlack of any measurable progress. Knowing that

more of the same approach could only lead to the cost of the treatment when they learned she
was selling her car.more of the same results, the two agreed to orga-

nize a reflecting team for a brainstorm session. Six weeks later, Robyn contacted the therapist.
She reported having made significant progressBriefly, this process is based on the pioneering
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during her stay, as well as reconciling with her thus far, results in significant improvements in
outcome.family. Prior to concluding the call, she asked

whether it would be possible to schedule one Such results notwithstanding, more work re-
mains to be done. As noted previously, re-more visit. When asked why, she replied, “I’d

want to take that ORS one more time!” Needless search to date has focused largely on mental
health services delivered to adults in outpatientto say, the scores confirmed her verbal report. In

effect, the therapist had managed to “fail” suc- settings or via the telephone. Currently, work
is being done to determine the extent to whichcessfully.
the measures and results generalize to other
treatment populations and settings. For exam-
ple, studies on services delivered in group,
via case management, with child- and family-
related problems, and in residential treatment

FUTURE DIRECTIONS

Health care policy has undergone tremendous settings are underway. At the same time, efforts
are being made to expand and enhance thechange during the last two decades. Among the

differences is an increasing emphasis on out- technological interface. Given the importance
of the client’s view of and engagement in thecome that is not specific to any particular pro-

fessional discipline (e.g., mental health vs. feedback process—an aspect missing in the re-
search thus far—the feasibility and impact ofmedicine) or type of payment system (e.g.,

managed care vs. indemnity-type insurance or Web and e-mail based data-entry and retrieval
are being studied.out-of-pocket payment). Rather, it is part of a

worldwide trend (Andrews, 1995; Humphreys, Though we are skeptical, several projects
are underway to determine whether there are1996; Lambert, Okiishi, Finch, & Johnson,

1998; Sanderson, Riley, & Eshun, 1997). The any consistent qualities of reliably superior
therapists and treatment settings. Should anyshift toward outcome is so significant that

Brown et al. (1999, p. 393) argued, “In the be found, subsequent studies would examine
the impact of transferring the findings to oth-emerging environment, the outcome of the ser-

vice rather than the service itself is the product ers. Presently, the weak relationship between
professional training and outcome in psycho-that providers have to market and sell. Those

unable to systematically evaluate the outcome therapy raises serious questions about profes-
sional specialization, training and certification,of treatment will have nothing to sell to pur-

chasers of health care services.” reimbursement for clinical services, and, above
all, the public welfare (Berman & Norton,Currently, the most popular approach for

addressing calls for accountable treatment 1985; Christensen & Jacobsen, 1994; Clement,
1994; Garb, 1989, Hattie, Sharpley, & Rogers,practice has been to focus on organizing and

systematizing therapeutic process, molding the 1984; Lambert et al., 2003; Lambert & Ogles,
2004; Stein & Lambert, 1984).practice of psychotherapy into the “medical

model.” By contrast, the approach described in Of course, we believe that becoming out-
come-informed would go a long way towardthis chapter involves shifting away from process

and toward outcome. Evidence for this per- correcting these problems, at the same time of-
fering the first “real-time” protection to con-spective dates back 18 years, beginning with

the pioneering work of Howard, Kopte, Krause, sumers and payers. Instead of empirically sup-
ported therapies, consumers would have access& Orlinsky (1986) and extending forward to

Lambert, Shapiro, & Bergin (1996, 1998, to empirically validated therapists. Rather than
evidence-based practice, therapists would tailor2003), Johnson & Shaha (1996, 1997; Johnson,

1995), and our own studies (Miller, Duncan, their work to the individual client via practice-
based evidence. With that end in mind, we areBrown, Sorrell, & Chalk, in press). The ap-

proach is simple, straightforward, unifies the spending a significant amount of time and ef-
fort studying how best to communicate the ad-field around the common goal of change, and,

unlike the process-oriented efforts employed vantages of an outcome-informed perspective
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to therapists, third-party payers, and certifying and behavior change (2nd ed., pp. 217–270).
New York: Wiley.bodies. As Lambert et al. (2003) point out,

“those advocating the use of empirically sup- Berman, J. S., & Norton, N. C. (1985). Does profes-
sional training make a therapist more effective?ported psychotherapies do so on the basis of

much smaller treatment effects” (p. 296). Psychological Bulletin, 98, 401–406.
Bordin, E. S. (1979). The generalizability of the psy-

choanalytic concept of the working alliance.
Psychotherapy, 16, 252–260.
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Multimodal Therapy

ARNOLD A. LAZARUS

At the time when rival factions were dominat- range of potent strategies. Subsequently, in
addition to developing the multimodal ap-ing the field of psychotherapy, I was prompted

to write a brief note, “In Support of Technical proach to assessment and therapy (which will
be explicated in this chapter), I contributedEclecticism” (Lazarus, 1967). Specific schools

of thought were actively competing for domi- chapters to books on eclectic psychotherapy
and wrote at length about the pros of techni-nance and prominence—each claiming their

own superiority over all others. It seemed obvi- cal eclecticism and the cons of theoretical in-
tegration (Lazarus, 1986, 1987, 1989, 1992,ous that no one school could have all the an-

swers and that many approaches had some- 1995, 1996; Lazarus & Lazarus, 1987; Laza-
rus, Beutler, & Norcross, 1992; Lazarus &thing worthwhile to offer. I was influenced by

London’s (1964) observation that techniques, Beutler, 1993).
In 1983, the Society for the Exploration ofnot theories are actually used on people, and

that the “study of the effects of psychotherapy, Psychotherapy Integration (SEPI) was founded,
held annual international conferences, andtherefore, is always the study of the effective-

ness of techniques” (p. 33). Thus, I recom- launched the Journal of Psychotherapy Integra-
tion. It is my view that the much-needed em-mended that we cull effective techniques from

many orientations without subscribing to the phasis on eclecticism and integration has served
a useful purpose but that it is now passé. Thetheories that spawned them. I argued that to

combine different theories in the hope of creat- narrow and self-limiting consequences of ad-
hering to one particular school of thought areing more robust methods would only furnish a

mélange of diverse and incompatible notions, now self-evident to most. It seems that the cur-
rent emphases on empirically supported meth-whereas technical (not theoretical) eclecticism

would permit one to import and apply a broad ods and the use of manuals in psychotherapy
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research and practice (Wilson, 1998) have Clearly there are essential behaviors to be
acquired—acts and actions that are necessarymuch to commend them.

As I will now underscore, the multimodal for coping with life’s demands. The control
and expression of one’s emotions are also im-approach provides a framework that facilitates

systematic treatment selection in a broad- perative for adaptive living—it is important to
correct inappropriate affective responses thatbased, comprehensive, and yet highly focused

manner. It respects science and data-driven undermine success in many spheres. Untoward
sensations (e.g., the ravages of tension), intru-findings, and it endeavors to use empirically

supported methods when possible. Neverthe- sive images (e.g., pictures of personal failure
and ridicule from others), and faulty cognitionsless, it recognizes that many issues still fall into

the gray area in which artistry and subjective (e.g., toxic ideas and irrational beliefs) also play
a significant role in diminishing the quality ofjudgment are necessary and tries to fill the void

by offering methods that have strong clinical life. Each of the foregoing areas must be ad-
dressed in an endeavor to remedy significantsupport.
excesses and deficits. Moreover, the quality of
one’s interpersonal relationships is a key ingre-
dient of happiness and success, and withoutHISTORY OF THE MULTIMODAL

THERAPY (MMT) APPROACH the requisite social skills, one is likely to be
shortchanged in life.
The aforementioned considerations led toMy undergraduate and graduate training ex-

posed me to several schools of psychotherapeu- the development of what I initially termed
multimodal behavior therapy (Lazarus, 1973,tic thought—Freudian, Rogerian, Sullivanian,

Adlerian, and behavioral—but for several rea- 1976), which was soon changed to multimodal
therapy (see Lazarus, 1981, 1986, 1997, 2000a,sons, I became a strong advocate for behavior

therapy (Wolpe & Lazarus, 1966). Most of my 2000b). Emphasis was placed on the fact that,
at base, we are biological organisms (neuro-conclusions about the conduct of therapy were

derived from careful outcome and follow-up physiological/biochemical entities) who behave
(act and react), emote (experience affective re-inquiries. Twice a year I have made a point

of studying my treatment outcomes. I ask, in sponses), sense (respond to tactile, olfactory,
gustatory, visual, and auditory stimuli), imag-essence, “Which clients have derived benefit?

Why did they apparently profit from my minis- ine (conjure up sights, sounds, and other
events in our mind’s eye), think (entertain be-trations? Which clients did not derive benefit?

Why did this occur, and what could be done liefs, opinions, values, and attitudes), and in-
teract with one another (enjoy, tolerate, or suf-to rectify matters?”

Follow-up investigations have been espe- fer various interpersonal relationships). By
referring to these seven discrete but interac-cially pertinent. They led to the development

of my broad-spectrum outlook because, to my tive dimensions or modalities as behavior,
affect, sensation, imagery, cognition, interper-chagrin, I found that about one-third of my cli-

ents who had attained their therapeutic goals sonal, drugs/biologicals, the convenient acro-
nym BASIC I.D. emerges from the first letterafter receiving traditional behavior therapy

tended to backslide or relapse. Further exami- of each one.
nation led to the obvious conclusion that the
more people learn in therapy, the less likely they
are to relapse. There is obviously a point of di- THEORETICAL BASIS
minishing returns. In principle, one can never
learn enough; there is always more knowledge The BASIC I.D. or multimodal framework

rests on a broad social and cognitive learningand skills to acquire, but for practical purposes,
an end point is imperative. So what are people theory (e.g., Bandura, 1977, 1986; Rotter,

1954) because its tenets are open to verifica-best advised to learn to augment the likelihood
of having minimal emotional problems? tion or disproof. Instead of postulating putative
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complexes and unconscious forces, social B: What is this individual doing that is get-
ting in the way of his or her happiness of per-learning theory rests upon testable develop-

mental factors (e.g., modeling, observational sonal fulfillment (self-defeating actions, mal-
adaptive behaviors)? What does the client needand enactive learning, the acquisition of expec-

tancies, operant and respondent conditioning, to increase and decrease? What should he or
she stop doing and start doing?and various self-regulatory mechanisms). It

must be emphasized again that while drawing A: What emotions (affective reactions) are
predominant? Are we dealing with anger, anxi-on effective methods from any discipline, the

multimodal therapist does not embrace diver- ety, depression, combinations thereof, and to
what extent (e.g., irritation vs. rage; sadness vs.gent theories but remains consistently within

social-cognitive learning theory. As mentioned profound melancholy)? What appears to gener-
ate these negative affects—certain cognitions,at the start of this chapter, the virtues of techni-

cal eclecticism (Lazarus, 1967, 1992; Lazarus, images, interpersonal conflicts? And how does
the person respond (behave) when feeling aBeutler, & Norcross, 1992) over the dangers of

theoretical integration have been emphasized certain way? It is important to look for interac-
tive processes—what impact does various be-in several publications (e.g., Lazarus, 1989,

1995; Lazarus & Beutler, 1993). The major haviors have on the person’s affect and vice
versa? How does this influence each of thecriticism of theoretical integration is that it in-

evitably tries to blend incompatible notions other modalities?
S: Are there specific sensory complaintsand only breeds confusion.

The polar opposite of the multimodal ap- (e.g., tension, chronic pain, tremors)? What
feelings, thoughts, and behaviors are con-proach is the Rogerian or Person-Centered ori-

entation, which is entirely conversational and nected to these negative sensations? What posi-
tive sensations (e.g., visual, auditory, tactile, ol-virtually unimodal. Though, in general, the re-

lationship between therapist and client is factory, and gustatory delights) does the person
report? This includes the individual as a sen-highly significant and sometimes “necessary

and sufficient,” in most instances, the doctor– sual and sexual being. When called for, the en-
hancement or cultivation of erotic pleasure ispatient relationship is but the soil that enables

the techniques to take root. A good relation- a viable therapeutic goal. The importance of
the specific senses is often glossed over or evenship, adequate rapport, and a constructive

working alliance are “usually necessary but of- bypassed by many clinical approaches.
I: What fantasies and images are predomi-ten insufficient” (Fay & Lazarus, 1993; Laza-

rus & Lazarus, 1991a). nant? What is the person’s “self-image?” Are
there specific success or failure images? AreMany psychotherapeutic approaches are tri-

modal, addressing affect, behavior, and cogni- there negative or intrusive images (e.g., flash-
backs to unhappy or traumatic experiences)?tion—ABC. The multimodal approach pro-

vides clinicians with a comprehensive template. And how are these images connected to ongo-
ing cognitions, behaviors, affective reactions,By separating sensations from emotions, distin-

guishing between images and cognitions, em- and the like?
C: Can we determine the individual’s mainphasizing both intraindividual and interper-

sonal behaviors, and underscoring the biological attitudes, values, beliefs, and opinions? What
are this person’s predominant shoulds, oughts,substrate, the multimodal orientation is most

far-reaching. By assessing a client’s BASIC I.D., and musts? Are there any definite dysfunc-
tional beliefs or irrational ideas? Can we detectone endeavors to “leave no stone unturned.”
any untoward automatic thoughts that under-
mine his or her functioning?
I.: Interpersonally, who are the significantASSESSMENT AND FORMULATION

others in this individual’s life? What does he or
she want, desire, expect, and receive fromThe elements of a through assessment involve

the following range of questions: them, and what does he or she, in turn, give to
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and do for them? What relationships give him Bridging
or her particular pleasures and pains?
D.: Is this person biologically healthy and Let’s say a therapist is interested in a client’s

emotional responses to an event. “How did youhealth conscious? Does he or she have any
medical complaints or concerns? What rele- feel when you first discovered that your wife

was seeing another man?” Instead of discussingvant details pertain to diet, weight, sleep, exer-
cise, alcohol, and drug use? his feelings, the client responds with defensive

and irrelevant intellectualizations. “My wifeThe foregoing are some of the main issues
that multimodal clinicians traverse while as- was always looking for affirmation. It stemmed

from the fact that her parents were less thansessing the client’s BASIC I.D. A more com-
prehensive problem identification sequence is forthcoming with praise or affection.” It is of-

ten counterproductive to confront the clientderived from asking most clients to complete
a Multimodal Life History Inventory (MLHI) and point out that he is evading the question

and seems reluctant to face his true feelings.(Lazarus & Lazarus, 1991b). This 15-page
questionnaire facilitates treatment when con- In situations of this kind, bridging is usually ef-

fective. First, the therapist deliberately tunesscientiously completed by clients as a home-
work assignment, usually after the initial ses- into the client’s preferred modality—in this

case, the cognitive domain. Thus, the therapistsion. Seriously disturbed clients will obviously
not be expected to comply, but most psychiat- explores the cognitive content. “So you see it

as a consequence of your wife’s own lack ofric outpatients who are reasonably literate will
find the exercise useful for speeding up routine self-confidence and her excessive need for love

and approval. Please tell me more.” In thishistory taking and readily provide the therapist
with a BASIC I.D. analysis. way, after perhaps a 5- to 10-minute discourse,

the therapist endeavors to branch off into otherIn addition, there are three other important
assessment procedures employed in MMT: directions that seem more productive. “Tell

me, while we have been discussing these mat-Second-Order BASIC I.D. Assessments, a meth-
od called Bridging, and another called Tracking. ters, have you noticed any sensations anywhere

in your body?” This sudden switch from Cog-
nition to Sensation may begin to elicit more

Second-Order BASIC pertinent information (given the assumption
I.D. Assessments that in this instance, Sensory inputs are proba-

bly less threatening than Affective material).If and when treatment impasses arise, a more
detailed inquiry into associated behaviors, af- The client may refer to some sensations of ten-

sion or bodily discomfort at which point thefective responses, sensory reactions, images,
cognitions, interpersonal factors, and possible therapist may ask him to focus on them, often

with an hypnotic overlay. “Will you pleasebiological considerations may shed light on the
situation. For example, a client was making al- close your eyes, and now feel that neck ten-

sion. (Pause). Now relax deeply for a few mo-most no progress with assertiveness training
procedures. He was asked to picture himself as ments, breathe easily and gently, in and out,

in and out, just letting yourself feel calm anda truly assertive person and was then asked to
recount how his behavior would differ in gen- peaceful.” The feelings of tension, their associ-

ated images and cognitions may then be exam-eral, what affective reactions he might antici-
pate, and so forth, across the BASIC I.D. This ined. One may then venture to bridge into Af-

fect. “Beneath the sensations, can you find anybrought a central cognitive schema to light that
had eluded all other avenues of inquiry: “I am strong feelings or emotions? Perhaps they are

lurking in the background.” At this juncture, itnot entitled to be happy.” Therapy was then
aimed directly at addressing this maladaptive is not unusual for clients to give voice to their

feelings. “I am in touch with anger and withcognition before assertiveness training was re-
sumed. sadness. I feel betrayed.” By starting where the
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client is and then bridging into a different mo- my heart was beating rather fast and took my
pulse—it was over 90 beats per minute. Thendality, most clients then seem to be willing to

traverse the more emotionally charged areas I started feeling over heated, as if I had a tem-
perature. But when I took it, my thermometerthey had been avoiding.
showed that my temperature was below nor-
mal—98.3 degrees. Then I noticed that my

Tracking the Firing Order right knee was throbbing and felt painful, so I
started massaging it. Because I was scrutinizingA fairly reliable pattern may be discerned in

the way that many people generate negative af- and following my thoughts as you had recom-
mended, I immediately realized that I was pic-fect. Some dwell first on unpleasant sensations

(palpitations, shortness of breath, tremors), fol- turing myself in the rehab center right after my
knee replacement surgery, and dwelling onlowed by aversive images (pictures of disastrous

events), to which they attach negative cogni- how I had developed an infection that almost
killed me. Ever since then I know I have beentions (ideas about catastrophic illness), leading

to maladaptive behavior (withdrawal and avoid- panicky whenever I have a fever or whenever
my knee hurts. So I told myself not to be stupidance). This S-I-C-B firing order (Sensation, Im-

agery, Cognition, Behavior) may require a dif- because my temperature was in fact below nor-
mal, I had no fever, and I was actually creatingferent treatment strategy from that employed

with say a C-I-S-B sequence, a I-C-B-S, or yet fear out of nothing, and this calmed me down.”
This woman’s firing order appeared to fol-a different firing order. Clinical findings sug-

gest that it is often best to apply treatment tech- low a Sensory (becomes aware of nervous reac-
tion, develops tachycardia, feels overheated),niques in accordance with a client’s specific

chain reaction. A rapid way of determining Behavioral (measures her temperature), Sen-
sory (pain in her knee), Behavioral (massagessomeone’s firing order is to have him or her in

an altered state of consciousness—deeply re- her knee), Imagery (recalling her life-threaten-
ing postoperative infection), Cognition (turnslaxed with eyes closed—contemplating unto-

ward events and then describing their reac- to rational, self-calming thoughts). Many cli-
ents have reported that using this “tracking”tions. This tracking procedure can also have an

immediate positive effect. procedure tends to furnish them with a useful
self-control device.Thus, a 67-year-old woman who had re-

sponded well to a course of cognitive restruc- Another client who reported having panic
attacks “for no apparent reason” was able to putturing for depression nevertheless complained

that she was prone to what she termed “panic together the following string of events.
She had initially become aware that herattacks.” As she explained it, “I am inclined to

feel somewhat nervous and jittery at times, but heart was beating faster than usual. This brought
to mind an episode where she had passed outfor no reason at all, this often develops into a

massive sense of anxiety. I have no idea where after imbibing too much alcohol at a party.
This memory or image still occasioned a strongthis comes from.” She was asked to identify, if

possible, the thoughts that preceded and ac- sense of shame. She started thinking that she
was going to pass out again, and as she dwelledcompanied her next attack, and to jot them

down. on her sensations, this cognition only intensi-
fied and culminated in her feelings of panic.Subsequently, she outlined the following se-

quence: “I was waiting at home for my friend Thus, she exhibited an S-I-C-S-C-A pattern
(Sensation, Imagery, Cognition, Sensation, Cog-Betty to come over. I really like her and was

looking forward to her visit. Suddenly, I no- nition, Affect). Thereafter, she was asked to
take careful note whether any subsequent anxi-ticed that my nervous feeling was coming on.

I did what you said and asked myself what I ety or panic attacks followed a similar “firing
order.” She subsequently confirmed that herwas thinking, and how I was bringing it on.

But I drew a blank. I then became aware that two “trigger points” were usually Sensation and
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Imagery. This alerted the therapist to focus on stem from many somatic reactions ranging
from toxins (e.g., drugs or alcohol) to intracran-sensory training techniques (e.g., diaphrag-

matic breathing and deep muscle relaxation) ial lesions. Hence, when any doubts arise
about the probable involvement of biologicalfollowed immediately by Imagery training

(e.g., the use of coping imagery and the selec- factors, it is imperative to have them fully in-
vestigated. A person who has no untowardtion of mental pictures that evoked profound

feelings of serenity). medical/physical problems and enjoys warm,
meaningful, and loving relationships is apt toA Structural Profile Inventory (SPI) has been

developed and tested. This 35-item survey pro- find life personally and interpersonally fulfill-
ing. Hence, the biological modality serves asvides a quantitative rating of the extent to

which clients favor specific BASIC I.D. areas. the base and the interpersonal modality is per-
haps the apex. The seven modalities are by noThe instrument measures action-oriented pro-

clivities (Behavior), the degree of emotionality means static or linear but exist in a state of re-
ciprocal transaction.(Affect), the value attached to various sensory

experiences (Sensation), the amount of time A question often raised is whether a “spiri-
tual” dimension should be added. In the inter-devoted to fantasy, daydreaming, and “thinking

in pictures” (Imagery), analytical and problem- ests of parsimony, I point out that when some-
one refers to having had a “spiritual” or asolving propensities (Cognition), the impor-

tance attached to interacting with other people “transcendental” experience, typically their re-
actions point to, and can be captured by, the(Interpersonal), and the extent to which health-

conscious habits are observed (Drugs/Biology). interplay among powerful cognitions, images,
sensations, and affective responses.The reliability and validity of this instrument

has been borne out by research (Herman, 1992; A patient requesting therapy may point to
any of the seven modalities as his or her entryLandes, 1991). Herman (1991, 1994, 1998)

showed that when clients and therapists have point. Affect: “I suffer from anxiety and depres-
sion.” Behavior: “My skin picking habit andwide differences on the SPI, therapeutic out-

comes tend to be adversely affected. nail biting are getting to me.” Interpersonal:
“My husband and I are not getting along.” Sen-In multimodal assessment, the BASIC I.D.

serves as a template to remind therapists to ex- sory: “I have these tension headaches and pains
in my shoulders.” Imagery: “I can’t get the pic-amine each of the seven modalities and their

interactive effects. It implies that we are social ture of my mother’s funeral out of my mind,
and I often have disturbing dreams.” Cogni-beings who move, feel, sense, imagine, and

think, and that at base we are biochemical– tive: “I know I set unrealistic goals for myself
and expect too much from others, but I can’tneurophysiological entities. Students and col-

leagues frequently inquire whether any partic- seem to help it.” Biological: “I need to remem-
ber to take my medication, and I should startular areas are more significant, more heavily

weighted, than the others. For thoroughness, exercising and eating less junk.”
It is more usual, however, for people to en-all seven require careful attention, but perhaps

the biological and interpersonal modalities are ter therapy with explicit problems in two or
more modalities—“I have headaches that myespecially significant.

The biological modality wields a profound doctor tells me are due to tension. I also worry
too much, and I feel frustrated a lot of theinfluence on all the other modalities. Unpleas-

ant sensory reactions can signal a host of medi- time. And I’m very angry with my brother.” Ini-
tially, it is usually advisable to engage the pa-cal illnesses; excessive emotional reactions (an-

xiety, depression, and rage) may all have tient by focusing on the issues, modalities, or
areas of concern that he or she presents. Tobiological determinants; faulty thinking, and

images of gloom, doom, and terror may derive deflect the emphasis too soon onto other mat-
ters that may seem more important is only in-entirely from chemical imbalances; and unto-

ward personal and interpersonal behaviors may clined to make the patient feel discounted.



Multimodal Therapy 111

Once rapport has been established, however, it ior therapists. The cognitive-behavioral litera-
ture has documented various treatments ofis usually easy to shift to more significant prob-

lems. choice for a wide range of afflictions including
maladaptive habits, fears and phobias, stress-Thus, any good clinician will first address

and investigate the presenting issues. “Please related difficulties, sexual dysfunctions, depres-
sion, eating disorders, obsessive-compulsive dis-tell me more about the aches and pains you

are experiencing.” “Do you feel tense in any orders, and posttraumatic stress disorders. We
can also include psychoactive substance abuse,specific areas of your body?” “You mentioned

worries and feelings of frustration. Can you somatization disorder, borderline personality
disorders, psychophysiologic disorders, and painplease elaborate on them for me?” “What are

some of the specific clash points between you management. There are relatively few empiri-
cally supported treatments outside the area ofand your brother?” Any competent therapist

would flesh out the details. However, a multi- cognitive-behavior therapy.
Thus, Cognitive-Behavior Therpy (CBT),modal therapist goes farther. She or he will

carefully note the specific modalities across the more than any other approach, has provided
research-based data matching particular meth-BASIC I.D. that are being discussed and which

ones are omitted or glossed over. The latter ods to explicit problems. Most clinicians of any
persuasion are likely to report that Axis I clini-(i.e., the areas that are overlooked or ne-

glected) often yield important data when spe- cal disorders are more responsive than Axis II
personality disturbances. Like any other ap-cific elaborations are requested. And when ex-

amining a particular issue, the BASIC I.D. will proach, MMT can point to many individual
successes with patients diagnosed as schizo-be rapidly but carefully traversed.

There is a lot more to the multimodal meth- phrenic or with those who suffered from mood
disorders, anxiety disorders, sexual disorders,ods of inquiry and treatment, and the inter-

ested reader is referred to some of my other eating disorders, sleep disorders, sexual disor-
ders, and the various adjustment disorders. Butpublications that spell out the details (e.g., Laz-

arus, 1989, 1997, 2000a, 2001a, 2001b, 2002). there is no syndrome or symptoms that stand
out as being most strongly indicated for aIn general, it seems to me that narrow school

adherents are receding into the minority and multimodal approach. Instead, MMT prac-
titioners will endeavor to mitigate any clinicalthat competent clinicians are all broadening

their base of operations. The BASIC I.D. spec- problems that they encounter, drawing on the
scientific and clinical literature that shows thetrum has continued to serve as a most expedi-

ent template or compass. best way to manage matters. But they will also
traverse the BASIC I.D. spectrum in an at-
tempt to leave no stone unturned. Moreover,
they may refer out to an expert, a resource bet-APPLICABILITY AND STRUCTURE
ter qualified to treat the problematic disorder.
To reiterate, MMT is not a unitary or closedOne cannot point to specific diagnostic catego-

ries for which the MMT orientation is especially system. It is basically a clinical approach that
rests on a social and cognitive learning theorysuited. MMT offers practitioners a broad-based

template, several unique assessment procedures, and uses technical eclectic and empirically
supported procedures in an individualistic man-and a technically eclectic armamentarium that

permits the selection of effective interventions ner. The overriding question is mainly, “Who
and what is best for this client?” Obviously, nofrom any sources whatsoever. Yet, given the

emphasis placed on established treatments of one therapist can be well versed in the entire
gamut of methods and procedures that exist.choice for specific disorders and the weight

attached to using empirically supported meth- Some clinicians are excellent with children,
whereas others have a talent for working withods, in most instances, MMT typically draws

on methods employed by most cognitive-behav- geriatric populations. Some practitioners have



112 Integrative Psychotherapy Models

specialized in specific disorders (e.g., eating and bring it with him to the next session. Clients
who comply tend to facilitate their treatment tra-disorders, sexual dysfunctions, PTSD, panic,

depression, substance abuse, or schizophrenia). jectory because the questionnaire enables the
therapist rapidly to determine the salient issuesThose who employ multimodal therapy will

bring their talents to bear on their areas of spe- across the client’s BASIC I.D.
cial proficiency and employ the BASIC I.D. as
per the foregoing discussions and, by so doing, A Step-By-Step Inquiry
possibly enhance their clinical impact. If a
problem or a specific client falls outside their B:What is Matt doing that is getting in the way

of his or her happiness or personal fulfillmentsphere of expertise, they will endeavor to effect
a referral to an appropriate resource. Thus, (self-defeating actions, maladaptive behaviors)?

What does he need to increase and decrease?there are no problems or populations per se
that are excluded. The main drawbacks and ex- What should he stop doing and start doing?

A:What emotions (affective reactions) are pre-clusionary criteria are those that pertain to the
limitations of individual therapists. dominant? Are we dealing with anger, anxiety,

depression, combinations thereof, and to whatIt cannot be overstated that MMT is predi-
cated on the twin assumptions that most psy- extent (e.g., irritation vs. rage; sadness vs. pro-

found melancholy)? What appears to generatechological problems are multifaceted, multide-
termined, and multilayered, and that therefore these negative affects—certain cognitions, im-

ages, interpersonal conflicts? And how does Mattcomprehensive therapy calls for a careful as-
sessment of seven parameters or “modalities”— respond (behave) when feeling a certain way? We

discussed what impact various behaviors had onBehavior, Affect, Sensation, Imagery, Cogni-
tion, Interpersonal relationships and Biological his affect and vice versa and how this influenced

each of the other modalities.processes. The most common biological inter-
vention is the use of psychotropic drugs. The S: We discussed Matt’s specific sensory com-

plaints (e.g., tension, chronic lower back dis-first letters from the seven modalities yield the
convenient acronym BASIC I.D.—although it comfort) as well as the feelings, thoughts, and be-

haviors that were connected to these negativemust be remembered that the “D” modality
represents the entire panoply of medical and sensations. Matt was also asked to comment on

positive sensations (e.g., visual, auditory, tactile,biological factors.
olfactory, and gustatory delights). This included
sensual and sexual elements.
I:Matt was asked to describe some of his main

TWO CASE EXAMPLES fantasies. He was asked to describe his self-image?
(It became evident that he harbored several im-

CASE #1 ages of failure.)
C: We explored Matt’s main attitudes, values,

beliefs, and opinions and looked into his predom-Matt, 26, a single White male, was in an execu-
tive training program with a large corporation. He inant shoulds, oughts, and musts. It was clear that

he was too hard on himself and embraced a per-was raised in an affluent suburb, did well at
school, graduated from college, but tended to be fectionistic viewpoint that was bound to prove

frustrating and disappointing.rather obsessive-compulsive, prone to bouts of
depression, and conflicted about his career op- I.: Interpersonally, we discussed his significant

others, what he wanted, desired, and expected totions. After an initial session that consisted of the
usual exploration of the client’s current situation, receive from them, and what he, in turn, gave to

them. (He was inclined to avoid confrontationssome background information, and an inquiry
into antecedent events and their consequences, and often felt shortchanged and resentful.)

D.: Despite his minor aches and pains, MattMatt was asked to complete a Multimodal Life
History Questionnaire (Lazarus & Lazarus, 1991b) appeared to be in good health and was health
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conscious. There were no untoward issues per- needed to be. I’m just so selfish that I couldn’t
make her happy.”taining to his diet, weight, sleep, exercise, or to

alcohol and drug use. Out poured Ed’s miserable tale of being such
a terrible, worthless, incompetent, unfeeling hus-The foregoing pointed immediately to three is-

sues that called for correction: (1) His images of band that he not only deserved to have his wife
leave him but that he should burn in hell everfailure had to be altered to images of coping and

succeeding. (2) His perfectionism needed to be after because of his marital sins.
“And what is it exactly that you did to yourchanged to a generalized antiperfectionistic phi-

losophy of life. (3) His interpersonal reticence wife? Did you beat her?”
Ed shook his head.called for an assertive modus vivendi wherein he

would easily discuss his feelings and not harbor “Marital affairs then? You’ve been sleeping
with other women?”resentments. To achieve these ends, the tech-

niques selected were standard methods—positive Ed looked horrified. “Of course not!” he said
indignantly.and coping imagery exercises, disputing irrational

cognitions, and assertiveness training. “Well then, you abandoned her then? You
didn’t spend time with her and cherish her whenThis straightforward case has been presented

to demonstrate how the Multimodal Therapy ap- you were together?”
“Oh no, no,” Ed protested. “I did everything Iproach provided a template (the BASIC I.D.) that

pointed to three discrete but interrelated compo- could think of to make her happy.” Then in a
semi-whisper he added, “But it just wasn’t enough.”nents that became the main treatment foci. In a

sense, the term “Multimodal Therapy” is a mis- During the next few sessions, I heard the full
story of Ed’s marriage, and it did not come acrossnomer because while the assessment is multi-

modal, the treatment is cognitive-behavioral at all as he had first presented it. I found Ed to be
a most endearing fellow—charming, respectful,and draws, whenever possible, on empirically

supported methods. The main claim is that by and considerate in every way. Ed’s story about
being a neglectful, inattentive husband did notassessing clients across the BASIC I.D., one is

less apt to overlook subtle but important prob- make sense.
It was apparent, however, that his level of de-lems that call for correction, and the overall

problem identification process is significantly pression was such that formal multimodal assess-
ments were contraindicated. He felt so hopelessexpedited.
and overwhelmed that he would undoubtedly
find the task of filling out questionnaires or beingCASE #2
subjected to systematic behavioral evaluations
counterproductive. Nevertheless, working from aThe case of Ed will now be discussed to under-

score that flexibility is the sine qua non of effec- multimodal perspective, I jotted down some of
the salient problems across the BASIC I.D.tive therapy.

When 72-year-old Ed arrived for his first ses-
Behavior: Apathetic, withdrawn.

sion, he looked like a zombie. His eyes were half
Affect: Profoundly depressed.

closed, half focused on this shoes, his hands hung
Sensation: Anhedonia.

listlessly at his side. He exuded an aura of gloom,
Imagery: Pictures of gloom. Images of failure.

despondency, and despair. When he spoke, his
Cognition: “I am guilty.” “I deserve to be pun-

voice was soft and devoid of inflection. “All of
ished.”

this is my own fault. I’ve got nobody to blame but
Interpersonal: Loss of wife and adopted family.

myself for this fix I’m in.”
No network. No friends.

I asked: “What is it that you did that is suppos-
Biological: Taking Effexor. Losing weight.

edly so horrific that you deserve to be punished
in such a profound way?” The most obvious lacuna seemed to be his in-

terpersonal losses that had probably precipitated“It’s my wife,” he croaked in a hoarse voice.
“I just couldn’t take care of her the way she his major depression. “I wonder,” I ventured, “if
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your wife might consent to join us for a session She was referring to a psychiatrist who had
been treating Ed previous to his seeing me. Ap-or two? That way I could hear her version of

things.” What I was hoping to achieve was an op- parently, he had met with Ed and his wife a few
times. I had spoken to him, but he refused to sayportunity to assess their interactions and recon-

cile Ed’s perception of things with those of his much about the case except to mutter, “She’s
some piece of work. I’ll tell you that.”wife. I had a strong suspicion that the wife was a

demanding, self-centered, controlling person who “Well, I’ll certainly do that. But I was still
wondering if you might fill me in a little more onkept her husband firmly under her thumb. She

had apparently dumped him because she’d found what’s been going on. According to your hus-
band, it‘s all his fault that your relationship fella more obedient slave.

I realized, of course, that this impression was apart.”
“Look. I just don’t care. Is that clear? I’m donehardly fair. Each of the partners in most relation-

ships train one another to behave in a mutually with the guy. And good riddance to him! And to
you! Can I be any more clear than that?” Andantagonistic fashion. If I could get the wife to

come in for couples work, or at least to tell her then she hung up.
During my next session with Ed, I decided toversion of the story, this might enable me to help

Ed to move on. find out more about Ed’s background, because it
was clear I was not going to be getting any help“No,” Ed insisted. “She will absolutely refuse

to come in. She says she’s done with me.” As he from his wife, and Ed was not about to sit down
and fill out the Multimodal Life History Inventory.said these last words, he tucked his head down

in the most pitiful manner. He looked shrunken Sure enough, once we began to talk about the
safer past rather than the tumultuous present, Edand miserable.

Yet there were also times, now and then, proved to be an articulate, charming, animated
guy. He had been a successful corporate execu-when Ed would flash a most radiant smile. These

glimmers of his inner warmth were rare and fleet- tive and had previously been married. He had
discovered that his first wife was involved withing, but nevertheless powerful signs of what an

engaging person he could be. another man. “We have a daughter together. And
I was awarded custody of her when she wasFinally, I managed to reach the wife on the

phone at her place of work. I introduced myself eight. My ex-wife and I—we’ve always been on
good terms and all—we still keep in touch.”and said simply, “May I have a few words with

you about your husband?” Ed explained that he remarried 4 years after
his divorce and became the stepfather to his sec-“If you’re calling me to come in there, I told

him, and I’m telling you that. . . .” ond wife’s children, who were about the same
age as his own daughter. Her previous husband“No, no,” I interrupted, “there’s no need for

us to meet in person. I certainly respect your had died in a tragic accident, and Ed soon real-
ized that she had never really recovered from thiswishes on that score.” This was hardly the case,

but I could see no point in aggravating her fur- loss, as she was always comparing him unfavor-
ably to her departed spouse. Nevertheless, hether through increased pressure. I wanted her in-

put in some way just to get a better handle on worked as hard as he possibly could to be the
best husband and parent he could be even if hiswhat was going on. Ed was still insisting that all

their marital woes were the result of his own in- efforts always seemed to fall short.
Ed encouraged his wife to enroll in a graduateeptitude.

“I’ve got nothing to say,” she insisted. “I’m program and with his support and help—finan-
cially and emotionally—she completed her de-done with the man. I told him that. And I’m tell-

ing you. I just wish you’d all leave me alone so I gree and embarked on a new career. As she be-
came more and more involved and successful incan get on with my life.”

“Yes, but. . . .” her own profession, the marriage seemed to dete-
riorate further to the point where Ed felt like a“Why don’t you just talk to his other doctor,

that psychiatrist fellow? He’ll fill you in. Then you guest living in his own home—and a guest on
probation who might be evicted at any time.can stop pestering me.”
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Whenever he broached the subject of his sense more than anything else was some common
sense. Somebody had to talk straight to him.of distance or complained in any way about the

status of things, his wife unfailingly threatened: “If Someone had to challenge his crazy ideas that he
was 100% at fault for all his marital problems andyou don’t like it around there, then why don’t you

get the hell out?” that he deserved to suffer as a result. It seemed to
me that the attorney that Ed had retained was notIt was at this point that Ed felt so distraught

that he consulted a psychiatrist who prescribed pursuing the matter seriously enough, and with
Ed’s permission I called his attorney. I asked himantidepressants and saw him in individual ther-

apy once a week. After about a year, his wife ac- if he was aware that Ed’s wife had been earning
substantial sums of money, that she never repaidcompanied him to sessions on occasion, but they

just seemed to make things worse. She became him for all the money he had spent by sending
her to graduate school, and she never chipped ineven more antagonistic and abusive toward Ed.

Finally, she’d had enough of his sniveling and a dime toward household expenses but squirreled
all her funds away for herself. As I had suspected,sued him for divorce.

“I felt like I’d been hit by a stun gun,” Ed re- the lawyer knew none of this because, in his sub-
missive way, Ed had not provided him with thecalled, still immobilized by what he perceived as

an ambush. facts. I then impressed on Ed that he was best ad-
vised to spell out these details to his lawyer,“Okay,” I urged him to continue the narrative.

“Then what?” whereupon his attorney took a much more ag-
gressive stance on Ed’s behalf.“Well, she just moved out one day. She

wouldn’t tell me where she moved. I still don’t At this juncture, I received a call from Ed’s first
wife. I was delighted to talk with her, to finallyknow where she lives.” Since the separation, his

wife forbade any of her children to have any con- get some corroboration that Ed was a decent man
who had been mistreated. “He’s just about thetact with Ed whatsoever and this wounded him

deeply. It was as if he had lost not only his wife nicest man I’ve ever known,” she said with genu-
ine affection. “I can’t tell you how many timesbut his entire family and support system. On top

of this, his wife threatened their mutual friends I’ve regretted cheating on him.” I inquired if he
had ever been abusive or neglectful “Quite thethat if they continued their relationships with Ed

she would no longer have anything to do with contrary, she said. “He’s just a sweetheart. Surely
you know that about him if you’ve been workingthem. Finally, on the verge of suicide, he had de-

cided to see me at the insistence of a friend. with him?” “Well, sure,” I answered. She then
said: “How about his second wife, the bitch.“Can you see now why I deserve what I’ve

gotten?” Ed asked, feeling like he had made a Have you met her?” “Ah no,” I said, smiling to
myself, “I haven’t had that pleasure.” “Well, then,strong case. “Actually,” I replied, “I can’t see that

at all. What I see is a man who is profoundly de- consider yourself lucky and leave it at that.”
After conducting another quick mental BASICpressed, lonely, isolated, and is recovering from

long-term emotional abuse that he never de- I.D. scan, it became even more evident to me that
I had to keep challenging Ed’s insistent self-served. What I see is someone who has been un-

loved and betrayed. What I see is someone who blame. Each session he would come in with a
new list of things he could have done better andis beating himself up over crimes he never com-

mitted.” Ed went on to explain that the divorce things he should have done differently. “I just
don’t deserve anything better,” he continually in-was becoming quite messy. His wife was de-

manding virtually all of their assets, most of his sisted. “On the contrary,” I argued quite bluntly,
“you married a woman who never loved you,pension, nearly all the furniture in their home, in-

cluding pieces that had been in Ed’s family for who never even liked you. She never got over the
death of her previous husband and married youyears, and even his old Jaguar that he loved to

tinker with. out of convenience and desperation. She used
you. You put her through school. You took careAs already stated, I had abandoned any plan

to conduct a systematic multimodal assessment of her children. You gave her all the love you
could—she took the money but never let you getwith Ed. It seemed to me that what Ed needed
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close to her. Then, once she could support herself, cided to try the use of paradox, because direct
action was having only a temporary impact. “Allshe didn’t need you any more, and she moved on

with her life. And now that it’s all over, she still right,” I stated. “You’ve convinced me. You really
are a worthless piece of trash just as your wifewants to take you for every penny you’ve got.”

I waited a few seconds to see how Ed was tak- claims.” Ed seemed stunned for a moment.“And
furthermore,” I continued, “I also agree that youing this confrontation before I proceeded further.

I knew that it took some pretty strong statements aren’t entitled to be happy, and I have concluded
that you are a terrible person. Here you marriedto get Ed’s attention, much less make anything

stick. “You’ll just have to excuse me if I am being this perfect person, this goddess who never
makes mistakes and who was actually totally lov-too presumptuous,” I said, “but this lady you mar-

ried is no angel and you are no rogue.” Ed closed ing and accepting, and you absolutely screwed it
up all by yourself.” Ed had the most delicious,his eyes and shrugged his shoulders. Then he

nodded his head. I hoped he was thinking: “That hearty laugh, and when he launched into a conta-
gious bout, I couldn’t help but join him. “Okay,could very well be. Maybe there is some need in

me to punish myself needlessly and to glorify my okay,” Ed agreed in between his giggles. “I get
your point.” (When paradoxical statements fail towife. And maybe it’s perfectly true that I am not

this awful person.” elicit laughter, one is in serious trouble.)
At this point, yet another BASIC I.D. check-This was wishful thinking. It became clear that

it had not yet sunk into Ed that his wife had brain- point brought home the realization that Ed did
not have even one friend with whom he couldwashed him over the years into viewing himself

as pretty reprehensible. He had been poisoned, share pleasant times, let alone confidences. Clearly,
building a support system was where he wouldalmost to death, to believe that he was worthless

and perhaps not even worthy of being alive. I saw have to go next. “Have you thought about going
to one of those support groups in your area?” Imy job as providing an antidote to the poison and

kept administering measured doses again and asked him. “There are several such organizations
nearby that are designed for those going throughagain. At this juncture, I worked almost exclu-

sively in the cognitive modality. divorce or loss.” “Yeah, I went to one of those
meetings once,” Ed countered. “They were just aThe first sign of real progress was when Ed re-

ported that he had presented his lawyer with ad- bunch of losers.“ I smiled at Ed’s feistiness. A few
months earlier, he had been so compliant itditional facts and figures and he announced that

he intended to fight this divorce by negotiating would have been inconceivable that he could
have disagreed about anything. I stated: “The pur-for his fair share of the assets. His attorney re-

solved to take a much firmer stance. Ed was al- pose is not for you to meet dozens of scintillating
and fascinating people who would become yourmost cheerful as he reported the progress that had

been made with his attorney. For the first time, lifelong friends. You could go to a few meetings
just to get out of the house and get together withhe actually seemed open to the arguments that I

presented to him about the distorted ways that he a few people.” I had switched from Cognitive re-
structuring to Interpersonal interventions. Some-had been looking at the situation. “Look Ed, I

want you to fully recognize that it isn’t your fault. how, I had to break the cycle of Ed’s isolation and
loneliness. I decided to remain insistent about hisYou married a woman who never recovered from

the tragedy of her first husband’s death. She is bit- joining a support group. To get me off his back,
Ed agreed to attend several meetings. As luckter and twisted. There was no way that you could

rewrite that script because it was etched in steel, would have it, he met Kathy, a woman with
whom he formed a rapid bond because of theirgranite, and tungsten.”

At times, it seemed that I had finally managed mutual attraction and shared interests. Then on a
roll, he made another friend, Colin—a man whoto persuade him to stop perceiving himself as a

villain and victim. Unfortunately, the effects shared his love of tinkering with old cars.
Soon thereafter, Ed announced that he nowould not last long, and Ed would slip back into

old patterns of self-blame. That was when I de- longer needed therapy. “Thanks to you, and to
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my new friends Colin and Kathy,” he said, “I’ve plete the Multimodal Life History Inventory
(Lazarus & Lazarus, 1991b) are asked to de-come back from the dead. I feel like a young man

again!” Then with a warm and radiant smile he scribe their “Expectations Regarding Therapy”
(p. 4) including their views of the personaladded, “Viagra has taken over from Effexor.”

Several months later, when the divorce was fi- qualities of the ideal therapist. A client who
describes the ideal therapist as “a good lis-nal, I received an invitation from Ed to attend a

“Feeling Better Party.” This was a catered affair, tener” will probably respond to a different
treatment trajectory from a person who wantscomplete with a piano player. I had the chance

to meet Kathy, Ed’s new friend, his physician, his “a good teacher and coach.” Sometimes the
client’s expectancies leap out at one. Thus,lawyer, and even his first wife and their daughter.

There were even some friends there who had when I used the word “ephemeral” with a
client who was a philosophy professor, she im-chosen to ignore the edict from his second wife

and elected to remain friends with Ed. mediately said, “Ephemeral? Did you say
ephemeral? Or did you mean to say abstruse,
evanescent, transient, cursory, or illusive—and
do you know the difference?” She made it very
clear that she was uninterested in my advice orTHERAPY RELATIONSHIP
opinions but wanted a sounding board, an ac-
tive listener. This was one of the few cases inThe multimodal orientation is not yet another

system of psychotherapy to be added to the which a strictly Rogerian or person-centered
approach seemed indicated. MMT practitionershundreds already in existence. It is an ap-

proach that uses techniques that are likely to endeavor to provide what the client appears to
desire, especially the clinical ambiance fromprove helpful regardless of their point of origin

and contends that the larger the clinician’s rep- which he or she is most likely to benefit.
ertoire of methods and procedures, the more
likely treatment will prove to be effective. But
in addition to techniques of choice, the multi- EMPIRICAL RESEARCH
modal clinician is well aware that the relation-
ship between client and therapist is the sine Multimodal therapy is so broad, so flexible, so

personalistic and adaptable that tightly con-qua non of salubrious outcomes. Thus, empha-
sis is placed on trying to be an authentic cha- trolled outcome research is exceedingly diffi-

cult to conduct. Nevertheless, the Dutch psy-meleon who also selects relationships of choice
(Lazarus, 1993). Decisions regarding different chologist Kwee (1984) organized a treatment

outcome study on 84 hospitalized patients suf-relationship stances or styles include when and
how to be directive, supportive, reflective, cold, fering from obsessive-compulsive disorders and

extensive phobias, 90% of whom had receivedwarm, tepid, gentle, tender, tough, earthy,
chummy, casual, informal, or formal. prior treatment without success. More than

70% of these patients had suffered from theirHow does the clinician determine or arrive
at specific relationships of choice? By very disorders for more than 4 years. Multimodal

treatment regimens resulted in substantial re-carefully observing the client’s reactions to var-
ious statements, tactics, and strategies. One be- coveries and durable 9-month follow-ups. This

was confirmed and amplified by Kwee andgins neutrally by offering the usual facilitative
conditions—the therapist listens attentively, ex- Kwee-Taams (1994).

In Scotland, Williams (1988), in a carefullypresses caring and concern, exudes empathy—
and notes the client’s reactions. If there are controlled outcome study, compared multi-

modal assessment and treatment with less inte-clear signs of progress, one offers more of the
same; if not, the clinician may take a more ac- grative approaches in helping children with

learning disabilities. Clear results emerged intive or directive position and note whether this
proves effective. Moreover, those who com- support of the multimodal procedures. Although
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the multimodal approach per se has not be- BRIEF REITERATION
AND FUTURE DIRECTIONScome a household term, recently, the vast liter-

ature on treatment regimens has borrowed lib-
erally from MMT, with authors referring to Cost-effective multimodal therapy underscores

the notion that treatment should be “custom-multidimensional, multimethod, or multifacto-
rial procedures. made” for the client. The client’s needs come

before the therapist’s theoretical framework. In-Follow-up studies that have been conducted
since 1973 (see Lazarus 1997, 2000a) have stead of placing clients on a Procrustean bed

and treating them alike, multimodal therapistsconsistently suggested that durable outcomes
are in direct proportion to the number of mo- look for a broad but tailor-made panoply of ef-

fective techniques to bring to bear upon thedalities deliberately traversed. To reiterate an
important point made at the start of this chap- problem. The methods are carefully applied

within an appropriate context and delivered inter, although there is obviously a point of di-
minishing returns, it is a multimodal maxim a style or manner that is most likely to have a

positive impact.that the more someone learns in therapy, the less
likely he or she is to relapse. In this connection, Flexibility is the major impetus. Thus, as al-

ready indicated, if an assessment reveals thecirca 1970, it became apparent that lacunae or
gaps in people’s coping responses were respon- need to do little more than listen attentively

and reflect the client’s feelings, a multimodalsible for many relapses. This occurred even after
they had been in various (non-multimodal) therapist will do just that. If the situation calls

for a directive stance involving role-playing andtherapies, often for years on end. Follow-ups
indicate that teaching people how to cope with other active strategies, that is what will be im-

plemented. In searching for the best match inproblems across the BASIC I.D. ensures far
more compelling and durable results (Lazarus, terms of the therapeutic alliance and the spe-

cific treatment trajectory, a multimodal prac-2000a). MMT takes Paul’s (1967) mandate
very seriously: “What treatment, by whom, is titioner is quite willing to refer a client to some-

one else—a colleague who may be a moremost effective for this individual with that spe-
cific problem and under which set of circum- effective resource. This is in stark contrast to

many clinical schools of thought wherein thestances?” (p. 111). There are serious limita-
tions of group designs in comparative therapy client will receive what the therapist offers—

whether or not that is what is required.research, and a strong case can be made for
the idiographic analyses of individual cases It would seem that if a true scientific ethos

is maintained and more and more empirically(Davison & Lazarus, 1994). One cannot study
identical cases (because everyone is unique), supported methods are accumulated to treat

specific problem areas, and if these proceduresbut there are often sufficient similarities and
obvious dissimilarities to permit the evaluation are placed within a broad-based framework,

the victims of mental and emotional sufferingof treatment effects on the basis of various re-
lated and unrelated features. Be that as it may, may receive the help to which they are fully

entitled. And as a most relevant aside, I hopefrom a research perspective, the major thrust
in MMT is to attempt to unravel the complex that more therapists and members of licensing

boards will soon come to realize that by cross-interplay among personal biases, professional
allegiances, epistemological assumptions, theo- ing certain formal boundaries, the impact can

be most positive and healing. Thus, the em-retical preferences, and familiarity with the use
of certain bodies of data. A sustained and wide- phasis on good client–therapist relationships

tied to the notions of flexibility were exempli-spread emphasis on the documentation of clin-
ical research, with special reference to objec- fied by my attendance at Ed’s party—a move

that solidified his positive feelings about thetive ratings and a thorough account of the
course of a given patient’s treatment—in con- therapy and its outcome. Those who follow a

rigid rulebook of proscriptions as laid down bycrete and operational terms—may yet trans-
form psychotherapy into a clinical science. many licensing boards will often fail to provide
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the basic humanity from which their clients Lazarus, A. A. (1981). The practice of multimodal
therapy. New York: McGraw-Hill.can gain a sense of genuine acceptance and

self-affirmation (see Lazarus & Zur, 2002). Lazarus, A. A. (1986). Multimodal therapy. In J. C.
Norcross (Ed.). Handbook of eclectic psycho-
therapy (pp. 65–93). New York: Brunner/Mazel.
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Systematic Treatment Selection
and Prescriptive Psychotherapy:
An Integrative Eclectic Approach

LARRY E. BEUTLER, ANDRES J. CONSOLI,
AND GEOFFREY LANE

THE STS APPROACH The perennial search for new treatment
methods and the associated proliferation of
theories may be taken as a sign of both vi-Systematic Treatment Selection (STS) arose

from three converging observations: (1) an ex- brancy in the field and failure in that our theo-
ries and methods have failed to produce eitherponential growth in the number of psychother-

apies available as manuals and touted to be the levels of effect desired or the assurance
needed to direct the work of those who provide“empirically supported” (Chambless & Ollen-

dick, 2001), (2) evidence that most treatment those services. By focusing heavily on technical
interventions and diagnosis rather than on psy-packages produce equivalent effects suggesting

that the effects of treatment are heavily influ- chopathology and change, research on psycho-
therapy has often ignored important contribu-enced by nonprocedural factors such as the

treatment relationship (e.g., Castonguay, 2000; tors to change and has failed to capture the
complexity of effective treatment. Thus, con-Luborsky et al., 2002; Wampold, 2001), and

(3) the persistent disparity between what clini- temporary research using treatment manuals
and comparing treatment models has mini-cians consider to be important to effective

change and the predominant targets of re- mized the roles of patient, therapist, environ-
mental, and relationship factors that both cutsearch investigations (Beutler, Williams, Wake-

field, & Entwhistle, 1995). The foregoing sug- across theories and that form the context for
effective interventions (Lambert, 1992; Wam-gests that the factors that are most relevant to

psychotherapeutic change are broad ranging, pold, 2001). The result is a considerable dis-
cordance between what seems to work frominteractive, and are not yoked to specific theo-

ries or treatment models (Beutler, Clarkin, & the perspective of the clinician and the types
of variables that occupy the attention of the re-Bongar, 2000).
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searcher. These collective failures of research, and their associated procedures does not en-
hance either the likelihood or magnitude of pos-theory, and practice suggest a need for integra-

tive approaches, wherein specific interventions itive treatment outcomes (e.g., Lambert, 1992;
Luborsky et al., 2002; Wampold, 2001). Oncan be designed for specific purposes, patients,

populations, and conditions. A useful integra- the other hand, there is also a large body of
research that suggests that some treatments aretive approach, however, must account for the

universe of factors that contribute to psycho- more effective than others for particular kinds
of problems (e.g., Chambless & Ollendick,therapeutic change rather than focusing on the

limited variables associated with a single theo- 2001), a viewpoint that is supported by a pleth-
ora of news stories that provide a constant re-retical model.

Systematic Treatment Selection, as it has minder that some treatments are ineffective
and even place patients at risk (e.g., Beutler,evolved and expanded during the past decades

(see Beutler, 1979; Beutler, Arizmendi, Crago, 2000).
Responding to these disparate conclusions,Shanfield, & Hagaman, 1983; Beutler & Clark-

in, 1990; Beutler, Clarkin, & Bongar, 2000; the first author (L. E. B.) has led an effort to
uncover the conditions under which variousBeutler & Groth-Marnat, 2003; Beutler & Har-

wood, 2000; Gaw & Beutler, 1995), has its procedures do and do not work. We have sought
to gain this understanding by conducting a se-roots jointly planted in clinical practice and in

empirical research. From practitioners has ries of investigations that have targeted the role
of patient transient reactions and enduringcome an appreciation for the crosscutting na-

ture of the healing relationship and an aware- characteristics as factors that moderate the ef-
fects of almost any intervention (e.g., Beutler,ness of the need for a pragmatic form of eclec-

ticism. Also notable are the accompanying but 1991; Beutler & Clarkin, 1990). The result of
these efforts has been the development of Sys-usually implicit assumptions that different in-

terventions are effective for different types of tematic Treatment Selection, or STS (Beutler,
Clarkin, & Bongar, 2000), a model of treat-patients, and that the most effective interven-

tions are almost never captured within a single ment planning and patient-treatment matching
designed to address the ways that patient, thera-theory. These clinical observations have also

given us a degree of skepticism regarding the pist, relationship, treatment, and treatment fit
interact with one another. STS represents anvalue of traditional diagnoses for planning psy-

chosocial interventions (Beutler, 1989). This attempt to bridge the gap between the dispa-
rate views that have characterized science andskepticism has been shared by clinical scien-

tists, many of whom have observed the low re- practice. It does so by translating contemporary
research and effective practice into a list oflationship that exists between diagnosis and

treatment assignment and argued for a diagnos- working principles that lend themselves to se-
lecting interventions and guiding the develop-tic system that is predictive of treatment out-

come (Beutler & Malik, 2002; Carson, 1997). ment of common, healing qualities.
In other words, STS represents an effort toFrom researchers have come an apprecia-

tion of the power of controlled observations define relevant variables from which the differ-
ential effects of various treatments may be pre-and of the relative advantages of both efficacy

and effectiveness research. From research find- dicted. This effort began with an intensive and
comprehensive review of outcome literatureings, we have also become acutely aware of the

strangely contrasting and seemingly contradic- (Beutler, 1979) and proceeded to the construc-
tion of a model of treatment decision makingtory views about the contributors to psychother-

apy benefit. On one hand, respected scientists (Beutler, 1983; Beutler & Clarkin, 1990). STS
has also been subjected to prospective empiri-who have reviewed large bodies of research

have frequently reiterated the conclusion that cal tests (Beutler, Clarkin, & Bongar, 2000;
Beutler et al., 1991; Beutler & Mitchell, 1981;all of the various approaches to treatment yield

similar effects—training in specific therapies Beutler, Mohr, Grawe, Engle, & MacDonald,
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1991; Calvert, Beutler, & Crago, 1988) and peutic change? (2) What combination of pa-
tient and treatment qualities best predicts andhas led to a refinement of methods for applying

psychotherapy (e.g., Beutler & Harwood, 2000). facilitates benefits? And, (3) what are the rela-
tive contributions to improvement of patient,In doing so, the STS model has systematically

eschewed adopting a causal theory of change. treatment, relationship, and patient-treatment
matching factors? These are interrelated ques-Instead, STS provides the clinician with a de-

scriptive method for identifying, recognizing, tions, the answer to each serving as a founda-
tion for the next, but all requiring somewhatand facilitating the conditions that tend to be

present when therapeutic change occurs. different methodologies by which to derive
answers.Most psychotherapists identify themselves as

eclectic (Garfield & Kurtz, 1976; Norcross & The first question can be addressed by in-
specting available research, and for our pur-Prochaska, 1983), an orientation that would

seem to dictate the use of those procedures that poses was addressed by a series of comprehen-
sive literature reviews. The second questionfit the patient best, regardless of the theoretical

origins of those procedures. It is to this ideal requires a more complex methodology. To an-
swer it, one must both develop a means forthat STS aspires. Accordingly, the STS system

is based on three cardinal assumptions. First, it measuring the dimensions identified in the lit-
erature reviews and conduct a systematic pro-assumes that all or most psychotherapy ap-

proaches are beneficial for some individuals spective test to determine if these variables pre-
dict treatment benefits. Similarly, an answer tobut that none are effective for all. Second, it

assumes that therapists can implement various the third question requires an analysis of the
separate components of effective treatment andtherapeutic techniques quite independently of

their originating theories if one but knows the a determination of the amount of variance con-
tributed by these components.principles that determine when they should be

used. Finally, the STS system suggests that an In order to identify relevant predictors and
correlates of therapeutic change, our researchinordinate focus on problem etiology as well as

attempts to neatly fit each case within a partic- group initiated a series of reviews of the empiri-
cal literature (Beutler, 1983; Beutler & Clarkin,ular theory of patient change tends to be less

important than a focus on improving the qual- 1990; Beutler, Clarkin, & Bongar, 2000; Beu-
tler, Harwood, Alimohamed, & Malik, 2002;ity of clinical decision making used by individ-

ual therapists. Gaw & Beutler, 1995). Consistently, these re-
views pointed to a relatively small number of
recognizable and reliable variables that were
related either directly to therapeutic change orAPPLICABILITY AND STRUCTURE
that moderated the effects of some aspect of
treatment (i.e., differential treatment efficacy/The promise of any integrative or eclectic psy-

chotherapy generally, and STS specifically, is effectiveness). Initially, extensive lists of vari-
ables were identified based on these reviews,grounded in the conviction that research can

identify the patterns between beneficial out- with no effort to collapse or refine the list.
More recently, our research efforts reduced thecomes on the one hand and characteristics of

treatment, patients, and therapists on the other. redundancies among the identified variables in
the list in order to identify the most consis-This credo extends to the implicit belief that

doing so will allow one to make maximally ef- tently useful dimensions of treatment and par-
ticipants. Collectively, these reviews have re-fective, reliable, and discriminating decisions

about how to treat a particular patient. In order sulted in the identification of six patient
dimensions and a corresponding number ofto select and fit particular treatments to pa-

tients, three questions must be answered: (1) treatment qualities that predict treatment prog-
nosis or differential treatment effects. Thesewhat patient and treatment variables and

characteristics are related to beneficial thera- patient dimensions are problem complexity,
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chronicity, functional impairment, coping style, bance of life patterns, or acute disturbance in
one area of life, to those in which behavior isresistance level, and level of distress.
impaired in all areas of function.
Further along the dimension of impairment

Problem Complexity are behaviors that incapacitate a person or re-
duce their effectiveness in maintaining func-Problem complexity reflects the degree to which

the presenting problem is associated with other tional performance in a variety of areas, such
as self-care and intimate functioning, but thatareas in which problems are manifest (i.e., co-

morbidity), to the spread or overlap of dysfunc- leave other social activities (school, work, friend-
ships, support systems) relatively unaffected.tional behavior across environments, and to the

degree to which the observed disturbances are Even further along the dimension are those
cases in which disturbance extends to all orassociated with trait-like qualities of the patient

(for predicting distal effects, traits are more most social activities as well as interpersonal
and intimate functioning (e.g., reduced work,likely to be useful than situational reactions).

The diagnosis of a current personality disorder, limited friendships, loss of social support, im-
paired recreation, reduced sexual performance).for example, typically indicates the presence of

an enduring and cross-situational disturbance Such levels of impairment may require exten-
sive or frequent treatment and the applicationin interpersonal functioning that can be pre-

dictive of one’s long-term response to change of a variety of different technical interventions
in a variety of contexts.efforts.

Chronicity Coping Style

Coping styles reflect the patient’s efforts to ad-A related patient predictor of prognosis is
found in the degree to which a problem is ei- just to change. Though coping styles are trait-

like characteristics, they are not in themselvesther present over time or is recurrent. A prob-
lem of a longstanding or recurrent nature is indicative of a patient’s problems, including

self-defeating and inhibiting behaviors as wellless likely to respond to treatment than one
with a much shorter, acute course. Likewise, a as those that are undercontrolled and directed

toward others. With the intent of crafting a the-frequently occurring problem bodes more
poorly for achieving a positive response than ory-neutral definition, we have come to iden-

tify coping style in terms of trait-like behaviorsone that has been present on only one occa-
sion. that by definition cut across situations and tend

to be favored under stressful conditions. Cop-
ing styles are most easily conceptualized as rep-

Level of Functional Impairment resenting a continuum, although this idea is
not uniformly accepted among personality the-Though identified as a separate dimension, pa-

tient impairment level is related to both com- orists. For the sake of simplicity, we have come
to identify coping styles by their extremes, asplexity and chronicity. Functional impairment

expresses how successfully the patient is able either “internalizing” or “externalizing,” while
recognizing that within each are different lev-to adapt to the demands of the environment

and is related to prognosis. However, it is also els of adaptability and functioning.
A patient with an internalizing coping stylerelated in a differential way to both the inten-

sity of treatment and to the relative efficacy of is most often described as being self-blaming
and engaging in self-devaluation accompaniedspecific treatment formats.

Functional impairment is defined as the de- by compartmentalization of affect and idealiza-
tion of others. Internalizers attribute faults andgree to which social, interpersonal, and inti-

mate relationships are negatively affected by mishaps to their lack of skills or abilities and
then try to compensate by engaging in ritualis-the identified symptoms. Impairment ranges

from behaviors that reflect minimal distur- tic behavior that is initiated with the intention
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of undoing the faulty behavior. An internalizer Tolerance of external demands indicates
the level of therapist directiveness that will beis prone to be intrapunitive and to constrict his

or her emotional response to the point of being tolerated without eliciting oppositional resis-
tance. Those who are easily threatened by aconstrained and stilted in emotional expres-

sion. This style parallels some of the traits asso- perceived loss of autonomy respond more posi-
tively both to low levels of therapy directivesciated with diagnostic groupings of avoidant

and obsessive personality disorders. and to the use of paradoxical interventions
(e.g., prescribing the symptom or symptom ex-Externalizers, in sharp contrast to internal-

izers, attribute responsibility for their lack of aggeration), compared to those who have high
tolerance for such threats (Ollendick & Mur-well-being and discomfort to external objects

or to others. They seek constant stimulation phy, 1977; Shoham-Salomon, Avner, & Nee-
man, 1989). Mismatching the use of highly di-and tend to blame situations, their symptoms

themselves, and other people for their prob- rective procedures with patients who are prone
to reactance may result in worsening of symp-lems. They also tend to avoid taking responsi-

bility for change, leaving their future well- toms (e.g., Forsyth & Forsyth, 1982).
being in the hands of others or in the hands of
fate. Frequently associated traits among the

Distressmild to moderate externalizers and full-blown
diagnoses among the severe externalizers in- Affective arousal has both positive and negative

consequences. The relationship between affec-clude paranoid and antisocial personality, nar-
cissistic, and passive-aggressive personalities. tive level and productivity is usually described

as an inverted U. High and low levels tend toIn treatment, externalizers tend to respond
best to symptom-oriented procedures and those reduce performance levels, whereas midrange

arousal is conducive to effective problem solv-interventions that provide structure, feedback,
and enhance behavioral skills. In contrast, in- ing. In psychotherapy, arousal represents a situ-

ationally responsive and transitory quality, butternalizers tend to respond to evocative inter-
ventions, such as those that tend to promote it generally functions in the same way as in

other situations. Low levels are associated withinsight and awareness or those that facilitate in-
terpersonal sensitivity. poor motivation, whereas high levels are associ-

ated with difficulty concentrating and focusing.
Thus, in psychotherapy, patient level of distress

Resistance Level can be used, from moment-to-moment, as an
index of whether to provide support to the pa-Resistance is a concept that has widely been

applied, even too widely, to explain all types of tient or whether to confront them.
Support, reassurance, and structure tend totherapeutic and social behavior. A more nar-

row concept, reactance, has been applied by reduce excessive and disruptive levels of dis-
tress. On the other hand, confrontation, lack ofsocial psychologists and cognitive theorists to

explain both trait- and state-like behavior within structure, and withdrawal tend to evoke arousal
and may produce motivation to find comfort.the context of social persuasion theories (Brehm,

1976; Brehm & Brehm, 1981; Goldfried &
Davison, 1976). Reactance is seen as the ten-
dency to respond oppositionally to external de- ASSESSMENT AND FORMULATION
mands. Reactance has trait-like properties—an
attribute whose likely expression varies from Reliable and valid assessment of treatment-

relevant patient characteristics benefits by aperson to person and that is related to an indi-
vidual’s acquired sensitivity to perceived in- structured or semistructured intake battery of

standardized psychometric devices. However,terpersonal threats to one’s autonomy. React-
ance can be indexed by a given individual’s very few clinicians employ standardized assess-

ment in their intake procedures. Often, andability to comply with externally imposed de-
mands. potentially to the detriment of the patient, ther-
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apists rely solely on unstructured and unstan- level of treatment planning. Decisions by ther-
apists at this stage rely on at least four dimen-dardized clinical interviews to make their judg-

ments. This is unfortunate, as therapists are sions and related decision points.
The first decision point at this tier involvesoften called upon to make life-changing deci-

sions, such as whether to hospitalize a patient, selecting the optimal match of patient level of
functional impairment with treatment inten-to refer for medication consultation, and so forth.

We propose a systematic, multitiered method sity. Generally, the more severe the patient’s
impairment, the more intensive the desiredfor psychotherapists to interview psychotherapy

patients. The first tier of this system is decid- treatment should be. Functional impairment
can be related to the degree of social supportedly patient-focused. It includes an assessment

of patient problems, including Diagnostic and provided to the patient by family and reference
groups. Low levels of social support are indica-Statistical Manual of Mental Disorders (DSM)

diagnosis, the patient’s personality, and the pa- tive of the need to provide assistance in devel-
oping attachments and social outlets (Longa-tient’s living environment and their functional-

ity. Most importantly, this tier of decision-mak- baugh, Beattie, Noel, Stout, & Malloy, 1993).
In the latter case, referral of the patient toing looks at the major predisposing dimensions

set forth in the STS system; namely, problem group and family therapy may be useful to con-
sider.complexity, chronicity, functional impairment,

coping style, resistance level, and level of dis- The second decision point invokes match-
ing patients on the basis of coping style, withtress as prognostic indicators. In the following

paragraphs, we discuss each dimension, includ- those who manifest internalizing styles of ad-
justment being directed toward insight- anding some of the more important measurable

facets of these dimensions. emotion-focused interventions. Conversely, those
with externalizing coping styles are guided toThe second tier of a clinician’s decision-mak-

ing process involves looking at the overarching procedures that emphasize the development of
problem-solving strategies and direct behav-context of treatment. It involves adjusting treat-

ment setting (e.g., is the setting restrictive or oth- ioral change. These latter are symptom-oriented
strategies, for the most part.erwise), treatment intensity, treatment modality

(e.g., psychosocial, pharmacological, combined), The third decision point is based on patient
level of trait-like resistance. Those with highand treatment format (e.g., group, individual,

family). There is some evidence that patient propensities to resist the efforts of others to
change them are unlikely to benefit from di-diagnosis tends to be involved as a factor in

making decisions at this level; however, more rective interventions and goal-driven therapists.
These patients are more responsive to interven-often than not clinicians focus on variables

such as patient prior functioning, chronicity, tions that emphasize patient self-direction and
that de-emphasize therapist control and guid-and the patient’s cooperativeness.

The third tier of decision-making is enhanc- ance. The effective therapist in this instance is
more evocative than guiding and directive.ing relationship variables. Factors that may

need to be adjusted by the therapist in order to The exception to this rule is the use of para-
doxical procedures, which seem to be quite ef-facilitate the impact of the therapeutic relation-

ship and include the degree of correspondence fective among highly resistant patients. Patients
who are low on resistance find comfort in ther-between therapist’s and patient’s perspectives

and backgrounds (which are, admittedly, diffi- apists who assume directive and guiding func-
tions. These patients seem to experience goodcult variables for therapists to gauge and ad-

just); the kinds of interventions and treatment results, and surprisingly, to retain these effects
when treated by a structured and directive ther-models to employ; and the use of nonspecific

skills to pace the emerging therapeutic alli- apist using targeted goals, homework, and in-
struction.ance.

The fourth tier of decision-making involves The fourth decision point indexes patient
level of subjective distress and discomfort as atreatment fitting. This is the most finely tuned
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marker for assuming a supportive versus a con- regarding an individual’s available resources
for coping. Clinicians measure social supportfronting role with the patient. Low levels of dis-

tress fail to provide a platform of motivation to separately from other aspects of impairment. If
so, social support can be assessed either as anmove the patient forward and keep them fo-

cused on goals and tasks of treatment. Thus, estimate of quantity, such as the number of
family and friends within a proximal area (e.g.,emotion-focused interventions, including abre-

active (emotionally arousing) procedures are Ellicott, Hammen, Gitlin, Brown, & Jamison,
1990) or as patient self-report of support, re-often helpful. In contrast, among those with

very high levels of distress, focus is impaired by gardless of the number of people providing it
(e.g., Moos & Moos, 1986). Some instruments,patient distractibility and short attention span.

For these patients, cognitive control and stress such as the Social Support Questionnaire
(SSQ) (Sarason, Levine, & Basham, 1983),inoculation procedures are likely to be most

helpful. yield information about both the number of
available sources of social support and the pa-The STS system condenses the various con-

tributors to predicting outcomes and assigning tient’s satisfaction with the support received.
treatments into eight dimensions. Below, we
will review some of the instruments that may

Problem Chronicity and Complexitybe useful in identifying each of the STS pa-
tient dimensions. Functional impairment is related to problem

complexity and chronicity. Patients with com-
plex and chronic problems tend to respond

Impairment best to longer term and more intensive treat-
ments, with a therapeutic focus kept on inter-In clinical research, obtaining an accurate as-

sessment of patient impairment is crucially im- personal domains. Patients with highly com-
plex and chronic problems tend to respond theportant. The Global Assessment of Function-

ing (or GAF) in the DSM-IV is a commonly best to combined psychosocial and interper-
sonal treatment. Use of psychoactive medica-used indicator of impairment. There are also a

number of measures with more specificity, tion is recommended in cases of patients with
very high levels of problem complexity andsuch as the Anxiety Disorders Interview Sched-

ule (ADIS; DiNardo et al., 1983) and the chronicity (Beutler, Clarkin, & Bongar, 2000).
In the initial development of this construct,Hamilton Rating Scale for Depression (HRSD;

Hamilton, 1967). The severity of a given pa- we urged clinicians to evaluate many different
sources of information and have identifiedtient’s problem tends to be a very salient pre-

dictor of treatment response. McLellan, Woody, problem complexity as the presence of recur-
rent patterns that are manifest in the patient’sLuborsky, O’Brien, and Druley (1983) studied

treatment matching in substance abuse treat- life history, looking for unconscious needs and
wishes that might be represented symbolicallyment and found the dimension of functional

impairment highly predictive of treatment re- in these patterns (Beutler & Clarkin, 1990). As
it turns out, the complexity of a problem cansponse.

Social support is strongly and negatively cor- adequately be assessed much more directly and
simply. Problem complexity appears to be arelated with problem severity or impairment

level, and it moderates the optimal treatments function of the presence of multiple diagnoses
and is especially indicated when the patientof patients with chronic and complex prob-

lems. A competent analysis of support systems presents with a personality disorder in addition
to Axis I conditions. Structured interviews andand resources looks at both social resources

that hinder as well as facilitate the process of objective assessment procedures that identify
personality and Axis I disorders are useful tochange. An evaluation of the social resources

provides an indication of the likelihood that assess complexity.
In sum, problem complexity and chronicitythe patient will seek and use information or

advice from others and provides information are indexed by a history of long-standing and
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recurrent problems, by multiple symptoms and eclectic approach emphasizes the importance
of explicitly defining a theme or conflict, usingcomorbid conditions, by the presence of social

and interpersonal disturbances, and by the whatever terminology one finds compatible with
one’s own theory, and then using this theme topresence of family disruption.
maintain treatment consistency.
We find the empirically based methods of

Coping Style defining interpersonal themes elucidated by
psychodynamic theorists (e.g., Luborsky, 1984;The Minnesota Multiphasic Personality Inven-

tory (MMPI-2) (Butcher, Dahlstrom, Graham, Strupp, 1981b; Strupp & Binder, 1984) to be
helpful. The Core Conflictual RelationshipTellegen, & Kaemmer, 1989) and other omni-

bus personality measures are helpful in obtain- Theme (Bond, Hansell, & Shevrin, 1987; Lu-
borsky, McLellan, Woody, O’Brien, & Auer-ing an estimate of the patient’s coping style.

When the MMPI-2 is combined with clinical bach, 1985) encourages the therapist to make
a global judgment about the principal needshistory, a determination of reactance level is

also possible. We have found that the relative or wishes that guide the patient’s interpersonal
behavior. Once defined, the most frequentlyconstellation of scores described by Welsh

(1952) distinguishes among patients with exter- observed motive or behaviorally expressed
“want” is then considered along with other pa-nalizing and internalizing coping styles (Beu-

tler et al., 1991), typically done by generating tient qualities, such as coping style, reactance
against loss of autonomy, and expectations, toan Internalization Ratio (IR). The IR is gener-

ated by using linear combinations of MMPI complete a thematic formulation.
scales and also by making use of a variety of
clinical, patient-provided cues. An IR score is

Resistance/Reactancea measure of the relative contribution of exter-
nalizing scales (Hy, Pd, Pa, Ma) as compared A well-established measure of therapeutic resis-

tance is the Dowd Therapeutic Reactance Scaleto that of internalizing (Hs, D, Pt, Si) ones. IR
scores of 1.0 or below indicates that the patient (DOWD-TRS; Dowd, Milne, & Wise, 1991).

Also useful for this purpose are the TRT (nega-tends to exhibit an internalizing coping style,
whereas scores greater than 1.0 indicate an ex- tive treatment indicators) and TPA2 (competi-

tive drive) content component scales of theternalizing coping style.
Clinical signs that can indicate internaliza- MMPI. Also useful is the clinical subscale Pd2

(authority problems) or the supplementarytion include a greater tendency toward inter-
nalizing negative affect rather than expressing scale Do (dominance) from the MMPI-2. High

scores on these scales and subscales tend to in-outward anger, as well as timidity and introver-
sion. The range of clinical cues that one can dicate interpersonal defensiveness (Harwood &

Williams, 2003).expect to observe from those who are “external-
izers” includes gregariousness, sociability, sensa- More informal methods of detecting low pa-

tient resistance include aspects of patient his-tion seeking, and impulsiveness. Externalizers
tend to behave in a manner easily characterized tory and cues exhibited in the therapy session

that indicate a tendency to avoid confrontationas aggressive, they tend to actively avoid blame
or responsibility, and they tend to exhibit de- and to be obedient to authority. Highly resis-

tant individuals tend to express frequent resent-nial.
When one determines that an internalizing ment of others, tend to enjoy competition, and

are quick to look for ways to “get even” withcoping style is present and insight-oriented
treatment is indicated, the next major task is to others when slighted. In general, if low resis-

tance is detected, a therapist can be more com-define a focal theme to guide and organize the
relevant interventions. The exact framework by fortable employing directive techniques, such

as the use of confrontation, close-ended ques-which one formulates a dynamic focus, how-
ever, is not specifically dictated by STS. The tions and interpretations.
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Distress into a more manageable set of change princi-
ples. These change principles can be separatedPatient distress is subjective and any attempt to into two groups. Basic principles are those thatmeasure it must depend to some degree on apply to all treatments, and their application isself-report. Patient distress is also implicated as apparent from observing the structure, dura-a powerful motivator for patient change, with tion, format, and modalities of treatments.optimal levels of distress being invaluable to That is, they apply to the use of multiple per-maintain a patient’s personal investment in son therapy, different settings and levels oftreatment. An effective clinician will manage care, psychoactive medication, and to factorspatients’ arousal and distress levels without al- that reduce patient risk. Optimizing principles,lowing it to get too low or too high. Excessive on the other hand, identify the conditions thatdistress impairs focus, and insufficient distress take place within the treatment relationship tolowers motivation to change. maximize the fit between patient and therapist.For assessment, we recommend measures An assessment of compliance with these opti-that sample both trait and state indicators of mal principles requires direct observation anddistress, such as the State-Trait Anxiety Inven- measurement of the treatment processes.tory (STAI) (Spielberger, Gorsuch, Lushene, The most basic of principle resonates withVagg, & Jacobs, 1983). Therapists need to be the old adage that an informed consumermindful of cues exhibited in the therapy ses- makes for a better one. In other words, the like-sion that indicate an unhelpful turn in arousal lihood of positive psychotherapy outcomes islevels. Patients in high levels of (state) distress significantly increased when patients are prop-(say, in the 75th percentile) tend to be unable erly informed of how to make best use of theto exercise planful action and often fail to re- services offered to them. It is of particular im-spond positively to emotionally arousing or ab- portance to address issues related to expecta-reactive techniques (e.g., Litz, Gray, Bryant, & tions that patients bring to treatment and toAdler, 2002). spend time redressing any misperceptions orTypically, high levels of arousal tend to be unrealistic prospects while educating patientsindexed by patient reports of flashbacks and de- on the roles and activities to be expected ofrealization, signs of restlessness and inability to them.focus, evidence of distractibility, irritability, ag- The second basic principle affirms the im-itation, and anxiety. Also, high arousal is indi- portance of honoring patients’ degree of func-cated by marked changes in vocalizations (e.g., tional impairment by generating an amount oftense or jumpy vocalizations or sudden changes treatment intensity sufficient to make a differ-in pitch). A low level of arousal in patients is ence. Though we recognize that “too much ofindicated by an absence of typical signs of high a good thing is not necessarily better,” we havearousal levels; also, the patient may appear apa- encountered that not enough treatment inten-thetic, bored, or disinterested. sity is likely to make a wash and to further
erode the confidence and optimism of patients
(and therapists!).
Beyond these two basic principles, the opti-PROCESSES OF CHANGE

mizing principles work to facilitate change and
stability processes in patients. The first optimalAs we have pointed out, Systematic Treatment

Selection is a treatment planning model con- principle concerns important therapist charac-
teristics including but not limited to trust, ac-sisting of clinically and empirically informed

guidelines to assist practitioners in their deci- ceptance, acknowledgment, collaboration, sup-
port, and respect. These characteristics aresion-making process of how best to treat pa-

tients. likely to be present in most therapists, perhaps
many of who have chosen this “impossible pro-STS recognizes a vast spectrum of change

processes that can systematically be ordered fession” because of consistent praise they re-
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ceived precisely on these interpersonal abili- patience resistance is high, interventions most
likely to facilitate change are those that are theties. Therapists’ psychological well-being and

personality play important roles to the extent least directive or those that are paradoxical in
nature such as prescribing the continuation ofthat they are likely to significantly mediate

their capacity to resonate empathically with symptomatic behavior.
The sixth optimizing principle is predicatedtheir patients’ struggles and accomplishments.

Furthermore, therapists’ personal styles and on the importance of moderating a patient’s
emotional distress. Therapeutic change is max-match or mismatch with those of each of their

patients are also likely to influence signifi- imized when the distress experienced by pa-
tients is moderate. This principle describescantly the outcome of psychotherapy (Beutler,

Moleiro, & Talebi, 2002; Fernández-Alvarez, therapists as emotional managers who seek to
facilitate change by activating an optimal level2001).

Though the well-being of therapists plays an of emotional arousal. Therapists are called
upon to use therapeutic strategies that willimportant role in the quality of service provi-

sion, so do patients’ characteristics, particularly modulate emotional arousal such as structure
and support when emotional level is too high;with respect to the process and outcome of psy-

chotherapy. High problem complexity, marked confrontation, experiential, and open-ended/
unstructured procedures when emotional levelchronicity, significant functional impairment,

maladaptive coping styles, high reactance lev- is too low. A powerful heuristic that therapists
may want to systematically consider in honor-els, and extreme distress all are likely to have a

negative impact on treatment and perhaps ing patient differences in readiness is that of
stages of change (Prochaska & DiClemente,make difficult the therapists’ abilities to actual-

ize a caring relationship (Beutler & Consoli, 1983; Prochaska & Norcross, 2002): precon-
templation, contemplation, preparation, action,1993).

The second optimizing principle addresses maintenance, and termination. Put simply,
therapists may consider the question of whatthe importance and generality of exposure as a

process that brings about human change while the patient is a customer for, then tailor inter-
ventions that would move the patient along incurtailing the potentially harmful influence of

avoidance. Treatment success is likely to be the corresponding stages of change.
The seventh principle affirms the impor-brought about if patients can be persuaded to

expose themselves to objects or targets of be- tance of sustained emotional arousal until
problematic responses diminish. And finally,havioral and emotional avoidance.

The third optimizing principle is based on the last optimizing principle recognizes that
positive change is more likely to occur whenthe old adage, “different folks benefit from dif-

ferent strokes.” It distinguishes procedural em- the initial foci of interventions are to build new
skills and to alter disruptive symptoms.phasis in facilitating change among patients

whose coping style can be described as exter-
nalizing contrasted with internalizing ones.
For the former, the relative balance of inter- THERAPY RELATIONSHIP
ventions ought to favor the use of skill building
and symptom removal procedures, whereas for The therapeutic relationship occupies an im-

portant role in STS. The therapeutic relation-the latter, the balance should tip toward insight
and relationship-focused procedures. ship, or working alliance, has been described

as “the quintessential integrative variable” ofThe next two principles concern themselves
with patients’ resistance. The fourth optimal therapy (Wolfe & Goldfried, 1988, p. 449).

Much of what will happen in therapy as wellprinciple affirms that therapeutic change is
most likely when therapeutic procedures do as outside of therapy will be mediated by the

persuasive and influential qualities of not onlynot evoke patient resistance. The fifth principle
honors the importance of tailoring interven- the therapeutic relationship but also of those

relationships most significant in the patient’stions to redress the level of resistance. When
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life. Two of the therapeutic principles articu- practitioners are encouraged to assess of the
quality of the therapeutic relationship relyinglated in the preceding section frame the STS

contribution to the topic. The basic principles not only on their clinical impressions but also
on standardized measures such as the Workingemphasize the importance of the patient’s

preparation and role induction, and the opti- Alliance Inventory (WAI; Horvath & Green-
berg, 1989) completed by the patient, the ther-mal principles emphasize the therapist’s prepa-

ration and role activation; these principles are apist, and perhaps an authorized observer, such
as a supervisor. We make use of specific strate-most relevant to the development and facilita-

tion of the therapeutic relationship. Therapists gies to facilitate the working alliance. For ex-
ample, we acknowledge patient’s feelings andformally prepare the patients and themselves

for therapy, present and actualize therapy as a express an authentic understanding of these
feelings while seeking to comprehend patient’sprocess characterized by alliance, mutuality,

and collaboration, and ultimately seek to en- meanings and perceptions. Also, the use of col-
laborative language with words such as we, us,gage patients in change and stabilizing activi-

ties. and our that refer to patient–therapist dyad are
important relationship builders.Patient’s preparation begins even before the

first session and serves the purpose of not only At the same time, therapists using STS prin-
ciples refrain from criticizing or correcting theputting the patient at ease but also to begin

setting the stage for change. Preparation takes patient, making assumptions, interrupting, or
discounting or minimizing the patient’s per-the form of official procedural outlines describ-

ing role expectations, confidentiality and its spective. Therapists resort to strategies such as
acknowledgment, reassurance, and reflection,limitations, purposes and potential length and

outcomes of therapy, billing procedures, and particularly reflection of feelings.
Though possessing sound interpersonal abil-consent to treatment.

Therapist’s preparation for therapy involves ities is an important first step to having a pro-
ductive therapeutic relationship, the most cru-knowledge, training, and supervised experi-

ence. It also involves the development of what cial challenge is finding a way to put them into
action with any and every patient for the pur-Laing described as a “harmless, inviting, culti-

vated” state (Tougas & Shandel, 1989) refined pose of fostering a caring relationship. This car-
ing relationship is likely to engender a safe andnot only through personal therapy but also

through lifelong exercises that expand the ther- respectful environment that could be described
as “a secure base” (Bowlby, 1988). Such baseapist’s latitude of acceptance (Beutler, Consoli,

& Williams, 1995). is not an end itself but a sine qua non founda-
tion that will permit meaningful explorationThe actual therapeutic relationship has re-

ceived much focus recently in an effort to off- and important risk-taking by the patient, the
therapist, and their relationship. In partialset the lopsided emphasis on empirically sup-

ported treatments (Norcross, 2002). The task agreement with Rogers (1957), we view these
therapists and potentially therapeutic relation-force on empirically supported therapy rela-

tionships of Division 29 of the American Psy- ship characteristics as necessary though not, in
and of themselves, sufficient conditions forchological Association found strong support for

several elements of the therapeutic relationship change.
Incipient ruptures in the therapeutic alli-such as therapeutic alliance, cohesion, empa-

thy, goal consensus, and collaboration (Steer- ance flagged by signs of hostility, negativism,
criticism, intolerance, or anger are to be re-ing Committee, 2001). STS is congruent with

these findings as it emphasizes therapists’ char- dressed through reparative healing. Reparation
may require an active consultation with a su-acteristics of respect, kindness, caring, empa-

thy, and relationship characteristics of collabo- pervisor or colleague because, many times, pa-
tient hostility may drag therapists into negativeration and mutuality.

It is difficult for psychotherapists to assess complementary sequences expressed through
hopelessness, belittling, and criticism, whichthe quality of the relationship. Therefore, STS
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may prove quite difficult to overcome. In other ensure patients’ safety and relative stability. Im-
mediate behavioral targets listed in order of pri-words, coldness, distancing, counterhostility,

and rejection toward patients are the markers ority include physical violence toward self or
others; drug abuse, cravings, and withdrawalof serious potential disruptions to a collabora-

tive, fruitful therapeutic alliance. Unaddressed, symptoms; intolerance for stress; high-risk situ-
ations; social isolation; maladaptive cognitionsthese feelings are likely to evolve into small

and then possibly sizable ruptures in the alli- and interpersonal schemas; and marked distur-
bances in sleep, appetite, or sexual life. Thoughance (Safran, Muran, & Samstang, 1994).

Ultimately, establishing a warm and caring specific interventions for each of these behav-
ioral targets are beyond the scope of this chap-therapeutic relationship can be conceptualized

as a crucial principle of change. As Norcross ter, we would like to highlight here the main
elements in their application. All these inter-put it, in a spin off of Bill Clinton’s unofficial

presidential campaign slogan, “It is the econ- ventions involve self-monitoring, seeking to
make connections between actions and conse-omy, stupid!,” “It is the relationship, stupid!”

(2001, p. 347). Yet, with all its healing proper- quences. We address now the most salient pa-
tient dimensions.ties, the therapeutic relationship is not an end

to itself. As we see it, the therapeutic relation- The intensity of treatment should be deter-
mined by the patients’ level of functional im-ship ought to evolve from therapists’ actions re-

flecting acceptance and affirmation to those pairment. Treatment intensity is defined by the
frequency and length of sessions; the nature ofprocesses that expand the repertoire of emo-

tions experienced by patients and associated homework assignments, supplementary con-
tacts outside sessions, and the use of adjunctmeanings (Wachtel, 1997). In the context of

this “secure base,” patients are appropriately treatment or support sources; the treatment set-
ting and its restrictiveness; and the use of com-encouraged to take the necessary risks to face

avoided material, emotions, and circum- bined interventions (e.g., individual and group
therapy; psychosocial and pharmacological ap-stances. We now turn to the methods and

techniques involved in such risk-taking activi- proaches). For certain, marked difficulties such
as substance dependence and suicidality, theties.
intensity of treatment is likely to peak in order
to make a difference and meet the seriousness
of the circumstances.METHODS AND TECHNIQUES
Another important patient dimension we

would like to highlight is coping style, definedSTS methods and techniques are those that re-
spond to one or more patient dimensions that as “the typical and usual way an individual in-

teracts with others and responds to a threat-are deemed to be most relevant to treatment
and that operationalize one or more principles ened loss of safety and well being” (Beutler &

Harwood, 2000, p. 74). And as articulated pre-of change. In this section, we discuss the most
frequently used methods and techniques when viously, patients could be described as internal-

izers or externalizers based on their preferredaddressing the patient dimensions of functional
impairment/coping style, resistance level, and or dominant coping style while change princi-

ples guide clinicians to match patients to pro-distress. Before turning to these dimensions,
we would like to address some important cedures based on their coping style. Externaliz-

ers tend to benefit more from skill-buildingthings to consider at the point that treatment
gets underway. exercises and systematic feedback designed to

reduce their avoidance of blame and responsi-Most treatments should focus, at least at the
beginning, on direct change procedures re- bility and decrease their impulsivity and ag-

gression. Internalizers benefit from insight anddressing external symptoms. Therefore, the
methods and techniques that characterize this awareness methods that identify and activate

the emotions being avoided and that exposestage are those that facilitate initial changes to
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them to social environments previously nitive voice work, and cognitive-behavioral
procedures (Beutler & Harwood, 2000).shunned or endured.

A third consideration is patient resistance Of course, treatment methods do not exist
beyond the practitioners that use them, and pa-level. Highly resistant patients tend to respond

better to methods and techniques that are low tients are more than diagnoses and character
traits. It is as important to know the patientin the therapist’s use of directiveness and are

presented as suggestions. Highly resistant pa- who has a given disorder as it is to know the
disorder the patient has. Therefore, the effec-tients do best in the context of methods that

are evocative and self-directed and that gener- tiveness of treatment is predicated on therapist
skills to adapt treatment to the most salient pa-ate in the patient a sense of autonomy and self-

reliance. If such straightforward, first-order tient dimensions beyond diagnosis. Though
methods are important, even more importantchange strategies are not sufficient to catalyze

the necessary or desired changes, then thera- is the systematic selection of those interven-
tions that are most likely to make a differencepists are encouraged to use paradoxical or sec-

ond-order change strategies. These interventions for a given patient.
may take the form of, for example, prescribing
the symptoms or reframing the lack of progress
as lack of readiness to change. CASE EXAMPLE
Patients who are low in resistance tend to

H. G. was a 45-year-old, married male who vol-benefit more from guidance, assignments, and
interpretations. Therapists may resort to struc- untarily participated in a research study on the

treatment of comorbid stimulant abuse and de-tured homework including self-monitoring and
direct suggestions that redress presenting com- pression. He reported that he had been a poly-

drug abuser off and on for nearly 25 years. Hisplaints. They may also traditional cognitive-
behavioral methods such as cognitive attribu- preferred drug was heroin, but he also abused co-

caine, methamphetamines, alcohol, as well astional analyses, activity scheduling, and evi-
dence gathering and analysis. Other techniques various “downers.” He had been through rehabil-

itation several times, and on one occasion hadmay include interpersonal analysis, experien-
tial work facilitating emotional awareness, and remained drug-free for 5 years. At the time he

was referred, he was using heroine and cocainevoice therapy (Firestone, 1988).
A final dimension for consideration is pa- on a weekly basis, as well as engaging in daily

marijuana use. He was recently unemployed andtient’s distress or emotional intensity. Practi-
tioners assess and monitor patient distress, as was trying to support himself and his family (one

child) as a telephone solicitor. His work had beenits degree is an active index of motivation. The
quality of patients’ emotions is also likely to not negatively affected by frequent absenteeism; fi-

nally, he had been terminated because of drugonly modulate treatment but also be part of the
treatment’s process, goals, and objectives. Prac- use at work. His wife vowed support for him but

no longer trusted that he would be able to taketitioners can use a range of methods to modu-
late the patient’s level of distress and emotional care of the family or that he would stay chemical-

free as he promised.intensity. And while clinicians strive for an op-
timal, overall moderate level, they seek to facil- In the initial assessment, the patient presented

a chaotic family history in which both parentsitate some peak, in-session experiences of both
intense arousal and relaxation. The techniques were alcoholic and frequent drug users. The pa-

tient began drug use at age 13 under the tutelageused with apathetic patients, for example, seek
to bring motivation and engagement through of his older brother who supplied him with mari-

juana and heroin for the next 4 years until he wasconfrontation, abreaction, and cognitive disso-
nance. The techniques used with highly dis- arrested for the first time for possession.

Assessment with the STS computer-based sys-tressed patients seek to bring support, structure,
and relaxation through cathartic methods, cog- tem (Harwood & Williams, 2003) revealed the
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patient to have chronic problems, to have both a the patient demonstrated that he could not con-
trol his impulses. We anticipated that this pre-polysubstance abuse disorder and major depres-

sion, and to have a probable personality disorder. sentation might strengthen his resolve to be self-
controlling.Thus, problem complexity and chronicity were

both high. Finally, the patient was provided, within treat-
ment sessions, with training in anxiety and im-Likewise, functional impairment was high,

with impaired work, social, and intimate func- pulse control. Cognitive and self-monitoring skills
were the focus of training and homework assign-tioning. At the same time, but somewhat surpris-

ingly, H. G. felt social support was moderate, ments. Of special note, we encouraged the devel-
opment of social contacts, including ALANON,with the patient placing much reliance on the

support of his wife and one other friend. Collec- as ways of improving social support and facilitat-
ing monitoring. H. G. selected ALANON fromtively, the patient’s status on dimensions of chro-

nicity, complexity, impairment, and social sup- among a list of potential social reference and sup-
port groups provided by the therapist, again try-port suggested that treatment should be intense.

Inpatient care was considered but rejected be- ing to work with, rather than against, the patient’s
resistance tendencies. Thus, homework assign-cause of insurance coverage. Though the patient

was depressed, there were no indicators of cur- ments encouraged monitoring of abstinence, urges,
effective cognitive and behavioral coping strate-rent suicidality. This finding generally supported

outpatient care. A program of daily contact and gies, increased social activities, job-seeking be-
haviors, and support seeking from his wife.three times per week treatment sessions, occa-

sionally supplemented by collateral treatment Treatment proceeded for an initial 4-month
period, the initial contracted treatment length,with his wife was initiated. Weekly blood tests for

drugs complemented this work. and then was renewed for another 6 months. Ini-
tially, the patient frequently came to appoint-Assessment indicated that H. G. had a rela-

tively strong externalizing/impulsive tendency, ments late or did not show. Telephone contact
was made to encourage attendance, and eventu-was moderately resistant to external control, and

operated at a high level of subjective distress. ally a program that required him to call each
morning was instituted to ensure his continuingGiven these factors, the treatment targeted symp-

tom change and interpersonal skill development, focus. With this program, drug use began to de-
cline under the initial suggestion that he monitorespecially in the area of impulse control. The pa-

tient’s resistance level required that strong asser- urges and attempt only to delay use. As he gained
some control in delaying gratification, the task oftions and control on the part of the therapist and

the patient’s family be avoided. We emphasized withdrawal was instituted in collaboration of a
physician of his choice. Drug withdrawal wasself-control and were willing to compromise ther-

apist goals in the face of the patient’s need to complete by the end of the third month and he
remained substance-free through the duration ofmaintain a sense of control and direction.

Accordingly, the initial treatment focus was on the treatment and a 6-month, planned follow-up
period.achieving symptomatic change in drug use. Little

emphasis was placed on insight, given his impul-
sive and externalizing coping style. Thus, daily
monitoring, assisted by the patient’s wife, pro-
vided the degree of oversight needed to help him EMPIRICAL RESEARCH
transition off of drug use. His preferences for out-
patient care and self-monitored drug withdrawal Research on STS principles has been in two

fundamental areas. The first area has addressedwere accepted in order to fit the treatment to the
patient’s resistance. However, a contingency plan the matching of patients and therapists; the

second area has emphasized matching of pa-of involuntary hospitalization was presented in
the event that these initial self-care efforts were tients to therapeutic procedures.

Research on patient–therapist matching hasnot successful. This was presented paradoxically,
as a fall-back position that would be employed if emphasized the roles of similarities and dissim-
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ilarities in belief and value systems. Two re- 1991; Beutler, Arizmendi, Crago, Shanfield &
Hagaman, 1983; Talley, Strupp, & Morey,lated programs of investigation have been un-

dertaken in this regard. The first applies to 1990). However, there needs to be further so-
phistication and much more specificity in thissimilarities and dissimilarities between the be-

lief systems of patients and therapists. The sec- area before treatment outcomes can be sig-
nificantly enhanced by the systematic match-ond applies to the acceptability of belief systems,

a concept that is only indirectly associated with ing of patient to therapist (Beutler & Bergan,
1991).similarity. Both of these lines of research rely

in part on the demonstration that effective psy- A growing number of studies have been de-
voted to matching specific therapeutic technol-chotherapy is accompanied by attitudinal con-

vergence between the two participants. This ogies with patient dimensions (Shoham-Salo-
mon, 1991). There have been some earlierlatter point of view is supported by a large

number of research studies that have used a large-scale attempts to match certain theoreti-
cally driven patient dimensions with broadwide variety of personality, attitudinal, and

value concepts (cf., reviews by Beutler, 1981; therapeutic techniques, such as the Project
MATCH study and the National Institutes ofKelly, 1990; Tjelveit, 1986).

Our investigations have confirmed the ob- Mental Health Treatment of Depression Col-
laborative Research Program, which in combi-servation that initial (pretreatment) patient–

therapist dissimilarity on attitudinal value di- nation studied literally thousands of patients.
But in these, like many studies in this area, themensions is positively associated with productive

therapeutic processes (Beutler, 1971; Beutler, so-called Dodo Bird effect reigned supreme
(i.e., the application of manualized treatmentsArizmendi, Crago, Shanfield, & Hagaman,

1983). Its relation to therapy outcome is more appeared to produce equivalent effects). This
appears to be true for manualized psychothera-complex and difficult to assess. Attitudinal ac-

ceptability must be considered along with the pies, as well as drug therapy; this effect holds
even when drug therapy and psychotherapy aredimension of attitude similarity in order to un-

derstand therapeutic improvement. In our in- compared against each other (Antonuccio,
Danton, & DeNelsky, 1995; Elkin et al., 1989;vestigations of this issue, for example, we (Beu-

tler, 1971; Beutler, Jobe, & Elkins, 1974; McLean & Taylor, 1992).
However, when one looks closer at the re-Beutler, 1979) determined that if the thera-

pist’s attitudes were acceptable to the patient, sults of Elkin et al. (1989), we see that high
levels of functional impairment predictedthe patient was more likely to adopt the thera-

pist’s belief systems about sex, authority, and more positive response to a combined trial of
psychotherapy (specifically interpersonal ther-discipline. Not surprisingly, we also discovered

that if the therapist’s latitudes of acceptance apy) and antidepressants, whereas low func-
tional impairment tended to contraindicate thewere broad enough to encompass the patients’

preferred viewpoints, therapeutic process and use of medications. Even with its larger scale
failure to confirm their larger hypotheses re-outcome were facilitated even if the patient

found the therapist’s preferred viewpoint unac- garding the matching of broad treatments (e.g.,
different medications, different manualizedceptable.

Initial dissimilarity in values between pa- therapy models, etc.) to certain patient groups,
Project MATCH (Project Match Researchtient and therapist, accompanied by a subse-

quent convergence of therapist and patient val- Group, 1997) did find limited support for at
least one matching dimension: patients high inues, tends to predict later patient improvement

(Beutler, Arizmendi, Crago, Shanfield, & Haga- anger, which is a precursor to resistance, re-
sponded best to therapy that tended to avoidman, 1983). This notion, that the eventual

adoption of the therapist’s values throughout confrontation and emphasized self-control.
Work by our group on the STS dimensionstherapy can partially explain therapy outcome

seems a given at this point, given the weight of extracted have produced stronger yields, likely
because our research tends to go beyond gen-the empirical evidence (Beutler & Bergan,
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eral models of treatment and instead focuses These studies provided the foundation for a
larger and more tightly controlled randomizedon what therapists actually do in-session with

clients. clinical trial on patients with major depressive
disorder to which most of our attention hereKarno, Beutler, & Harwood (2002) studied

alcohol abuse treatment employing family- will be devoted.
A seminal study for the development of thesystems and cognitive-behavioral therapy (CBT).

In terms of the straightforward comparisons be- STS system (Beutler, Engle, Mohr, et al.,
1991) used three manualized treatments de-tween therapies and their effects on outcome,

it was found yet again that the two therapies signed to vary along two dimensions: The first
dimension was insight focused (focused expres-produced equivalent effects. However, built

into the study were a number of hypotheses sive psychotherapy [FEP] and supportive, self-
directed procedures, or S/SD) to symptom fo-relating to coping style, reactance levels, and

subjective distress and their relationships to cused (cognitive therapy, or CT). The second
dimension was directive (FEP and CT) to non-specific aspects of treatment. It was found that

high emotional distress predicted better re- directive (S/SD).
The differences in outcomes among thesponse when the therapy addressed emotional

experience and vice versa. Likewise, patients three therapy conditions (group cognitive ther-
apy, focused expressive psychotherapy, andhigh in reactance tended to do better when

therapy was less directive and vice versa. These supportive self-directed therapy) were relatively
small. Variables denoting the fit of treatmentresults highlight the deficiencies of focusing on

simply comparing broad treatments to one an- to patient were more important predictors of
outcome than the treatment model. The persis-other rather than focusing on proximal and rel-

evant patient dimensions and their interaction tently small or negligible differences in out-
comes among treatment models raise seriouswith treatment features.

Research is turning increasingly to specific questions about the value of inspecting treat-
ment outcomes solely through the models andprocedures rather than broad models and to

treatment fit rather than searching for a single theories used without making reference to cli-
ent mediators of treatment.treatment that is uniformly effective. The his-

tory of our own research illustrates this move- When outcome was looked at as a function
of patient coping style, broadly identifiablement and change over time.

There have been a number of foundational themes emerged. Among patients assigned to
CT, treatment outcomes were greater amongstudies, at least seven total (Beutler & Mitch-

ell, 1981; Calvert, Buetler, & Crago, 1988; patients whose initial MMPI configurations
consisted of high scores in sociopathic and im-Beutler, Engle, Mohr et al., 1991; Beutler,

Mohr, Grawe, Engle, & MacDonald, 1991; pulsive indices (externalization) as compared
to those whose scores indicated fewer of theseKarno, Beutler, & Harwood, 2002; Beutler,

Clarkin, & Bongar, 2000; Beutler, Moleiro, et qualities. Conversely, among patients seen in
the two insight-oriented treatments (FEP, S/SD),al., 2003) that have provided support for the

predictive utility of patient coping style and re- the reverse was true. Though mean outcomes
for this latter group were nearly identical tosistance potential as well-established predictors

of differential response to various psychotherapy those in CT, it was those whose MMPI indica-
tors of externalizing patterns were relativelyprocedures. These studies have demonstrated

significant patient characteristic by treatment in- low who experienced the greatest amounts of
symptom reduction.teraction effects, one of which comprised a

cross-validation on an international sample The results also indicated that patients who
were initially assessed to have high levels of(Beutler, Mohr, Grawe, et al., 1991). Two of

these studies (Beutler & Mitchell, 1981; Cal- anxious defensiveness (high reactance poten-
tial) did better when assigned to the nondirec-vert, Beutler, & Crago, 1988) used naturalistic

designs and heterogeneous outpatient samples. tive treatment (S/SD) than when assigned to



Systematic Treatment Selection and Prescriptive Psychotherapy 137

either of the other, directive treatments. Con- tler, 1995). Each of these dimensions were
thought to interact with patient dimensions suchversely, those with low levels of initial defen-

siveness, as assessed at intake, performed com- as problem severity, subjective distress, and cli-
ent coping style.parably and well when assigned to the two

treatments, which employed a relatively fre- This latter study found limited main effects
of treatment (namely, CT was found to be gen-quent amount of therapist directives (Beutler,

Engle, Mohr et al., 1991). erally superior to FT, an unexpected result not
generally seen in the literature), and no inter-The patterns of results for both patient vari-

ables and both types of treatment were subse- actions between patient attributes and therapy
effectiveness. However, the interactions be-quently cross-validated in a subsequent study,

which used several different measures of cop- tween process variables and therapy techniques
was striking: patients assessed as being high ining style and resistance potential. In this study,

a sample of anxious and depressed patients reactance improved more when therapy was
nondirective, and those low in reactance re-from the Bern (Switzerland) Psychotherapy Re-

search program (Beutler, Mohr, Grawe, Engle, sponded the best with nondirective therapy
techniques. Similar results were found regard-& MacDonald, 1991) was studied using a ran-

domized clinical trial design. Coping style sig- ing emotional distress levels within session: pa-
tients with high emotional distress appeared tonificantly predicted the differential value of

symptom focused (behavior therapy) and in- respond best to emotion-focused techniques,
whereas patients low in emotional distress dis-sight focused (client-centered therapy) inter-

ventions. Likewise, resistance potential was dif- played the opposite pattern.
Beutler, Moleiro, Malik et al. (2003) con-ferentially predictive of the use of these directive

and nondirective procedures. structed an even more fine-grained study of
therapy–client matching within the context ofKarno, Beutler, & Harwood (2002) repli-

cated the above studies by conducting a ran- a pilot test conducted within a larger random-
ized clinical trial. Forty stimulant-dependent,domized clinical trial wherein they pitted cog-

nitive therapy (CT) and family therapy (FT) comorbidly depressed patients were offered ei-
ther CT, narrative therapy (NT), or prescrip-against each other in their sample of alcoholic

clients. STS dimensions of the clients were as- tive therapy (PT). The choice of CT and NT
were made deliberately as they were thought tosessed, and the expectation again was that pa-

tient coping style and level of distress would be the most in contrast to each other in terms
of therapy process variables (such as focus, di-interact with the level of directiveness and the

level of emotional focus. rectiveness, and level of arousal). The data
were subjected to hierarchical multiple regres-However, this particular study took the pre-

vious results to an additional level. As opposed sion, considered superior to the typical analyses
conducted in randomized clinical trials. Into looking at techniques broadly classified as

“directive” and “nondirective,” Karno, Beutler, spite of the small sample size, results indicated
that although all psychotherapies appeared to& Harwood (2002) applied a fine-grained anal-

ysis of process variables across both therapies as exert similarly powerful effects, STS-based PT
produced significantly superior outcomes.they were being conducted, using the Therapy

Process Rating Scale (TPRS). The TPRS ana- The application of STS principles in ther-
apy has successfully been extended to such di-lyzes the therapy process according to relevant

STS dimensions, including (1) the extent to verse clientele as psychotherapy clients with
clinical depression in adults and older adultswhich the therapist is attempting to increase or

decrease emotional arousal, (2) the extent to (Beutler, Clarkin, & Bongar, 2000), and to
those who are dually diagnosed (Beutler, Mo-which the therapist is focusing on insight- or

behavior-oriented change, and (3) the extent leiro, Malik et al., 2003), Research has pro-
gressed to the point where it has successfullyto which therapy is directive or nondirective

(Fisher, Karno, Sandowicz, Albanese & Beu- been extended to the treatment of couples
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where alcoholism is a problem with one of the tiveness and low levels of patient impairment
were also positive predictors of patient change,members (Beutler & Harwood, 2000).

In the latter case, the Couples Alcoholism independent of their fit with corresponding pa-
tient qualities. However, when these two inde-Treatment (CAT) project was designed to test

the collective contributions of several match- pendent variables were added to the analysis,
they accounted for an impressive 82% of uniqueing dimensions discussed in this chapter. Two

manualized therapies were employed, namely, variance contributing to drinking outcomes.
Regarding treatment guidelines, Beutler,cognitive therapy (CT; Wakefield, Williams,

Yost, & Patterson, 1996) and family systems Clarkin, and Bongar (2000) describe guidelines
as following a series of steps, which generallytherapy (FST; Rohrbaugh, Shoham, Spungen,

& Steinglass, 1995). Both therapies were de- are in the order (1) identification and measure-
ment of prognostic indicators, (2) assigning thesigned to contrast as much as possible in terms

of therapy process dimensions. Namely, CT fo- context of treatment, and (3) managing risk.
None of these steps can possibly be followedcused on symptoms, whereas FST focused on

systems. Also, CT was designed to be therapist properly by a therapist without thorough, ongo-
ing assessment of the client. Below, we sum-directed, whereas FST was designed to be pa-

tient directed. By chance, our therapies dif- marize the findings extracted from the STS lit-
erature and cross-validated with 284 patients,fered in intensity as well (i.e., FST tended to

take more sessions than CT). who consisted of males and females ranging
from ages 17 to 79 and who presented with aBecause this was a project focused on sub-

stance abuse treatment, outcome measures variety of problems and a range of functional
impairment levels. These patients were givenwere focused on providing indicators of contin-

ued alcohol consumption or substance use. a variety of treatments that varied in context,
intensity, format, and modality. All subjectsOutcome data was modeled using growth curve

procedures, which revealed a steady, expected were assessed via process ratings that coded
subjects by treatment intensity. Relevant STSdecline of symptoms throughout treatment, in-

dependent of treatment type or level of fit be- dimensions were assessed in all subjects via
standardized tests (e.g., EPI, MCMI, MMPI).tween patient and treatment qualities. Indi-

cated at the 6-month follow-up interview, three First, regarding prognosis: The likelihood of
clinical improvement in a given patient wasof the four matching dimensions proved to be

related to desirable changes in alcohol usage. found to be positively related to social support
and negatively related to functional impair-Mismatch on the following dimensions tended

to lead to the worst outcomes. Specifically, pa- ment. Clinical improvement was less likely as
problem complexity/chronicity increases andtients with high functional impairment had

improved outcome as therapy intensity was in- also as subjective distress decreases.
Second, regarding treatment context: Medi-creased (which was operationalized as the

amount of actual therapy time it took to com- cation was found to be best applied to patients
high in functional impairment and high inplete 20 weeks of treatment). Patients high in

resistance reduced their alcohol intake to a problem complexity/chronicity. High complex-
ity/chronicity was best matched with treatmentgreater degree when therapy was nondirective,

whereas patients low in resistance reduced contexts involving multiple persons (e.g., fam-
ily therapy, group therapy, or couples therapy).their alcohol intake to the greatest degree when

therapy was directive. Also, patients with low Also, the greater the level of functional impair-
ment in a given patient, the greater the corre-levels of distress treated with emotional activat-

ing procedures and those whose high level of sponding treatment intensity required to in-
duce change.distress was treated with emotional reduction

procedures were more likely to benefit. Third, regarding risk management: Treat-
ment necessitates the assessment of high-riskCollective analysis of the contribution of

the matching dimensions alone accounted for situations in the context of diagnosis and clini-
cal history. This speaks to the basic duty of a76% of abstinence outcome. Therapist direc-
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therapist to have concrete plans in place to cific therapy procedures. Systematic research is
needed in order to determine if the proceduresmanage (as an example) suicidal risk in de-

pressed patients. currently available are sufficiently broad and
flexible to encompass most patient patterns.Risk is reduced (and patient compliance in-

creased) if treatment context includes family There is also the question of what to do to
enhance outcome when therapist and patientmembers. Risk is also reduced if patients are

fully informed about their treatment (such as are incompatible and referral is not possible.
Are there behaviors and methods that will helpprobable duration, costs and benefits, and proba-

ble length of treatment) and are routinely ques- the therapist to enhance the quality of thera-
peutic contacts in those cases where patientstioned about suicidal feelings, intent, and plans.

Finally, ample documentation and consulta- and therapists cannot suitably be matched?
Finally, a great deal of research is stilltion with at least one other professional through-

out the course of treatment is a mainstay of needed on training effective therapists. The
questions of whether one can become equallyreasonable and basic risk-management prac-

tice, as well as being highly advisable from a or minimally proficient in employing the vari-
ety of therapeutic strategies proposed by thelegal and ethical perspective.
STS is yet to be answered. Of equal concern
is the question of the degree to which profi-
ciency-based training enhances therapeuticFUTURE DIRECTIONS
outcome. Chiefly, what are the methods that
will best teach therapists to apply therapeuticThe most pressing needs in STS, as in psycho-

therapy generally, are the validation of thera- procedures in ways that include both common
and specific variables that enhance outcome?peutic efficacy and the delineation of the pro-

cesses that portend therapeutic changes. The Similarly, much work is needed to specify the
relevant components of therapists’ cultural com-past 7 years have seen a substantial increase in

the number of empirical studies on therapy– petence as well as the value of culturally con-
gruent interventions (Sue, 1998).patient–therapist matching. Yet, much needs

to be done in extracting, from the hundreds Beyond these research questions, it is ex-
pected that the future will see a continuationof variables that have been touted as matching

dimensions, those that do serve as indicators of interest among therapists in the clinical ap-
plication of eclectic methods. As researchand contraindicators. Our own research has

successfully moved from correlational demon- questions are addressed, the methods for assist-
ing clinicians directly in developing effectivestrations of the efficacy of various matching di-

mensions to prospective studies. Work is needed treatment plans are likely to become available.
Ultimately, if any eclectic approaches to psy-to operationalize concepts of problem com-

plexity and severity, as well as further work on chotherapy prove to be more beneficial than
the theories they attempt to integrate, theydeveloping measures for assessing reactance,

coping style, and motivational distress. must stand the empirical as well as the clinical
test. The concepts derived must be useful toSTS suggests that the concepts of treatment

matching should generalize across diagnostic the clinician, verifiable to the scientist, accept-
able to a diversity of practitioners, and relevantgroups. However, no research is currently avail-

able to support this contention. Hence, re- to a pluralistic society.
search is sorely needed to see how well the re-
lationships that have been observed between
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7

The Transtheoretical Approach

JAMES O. PROCHASKA AND CARLO C. DICLEMENTE

Impetus for the transtheoretical approach Analysis (Prochaska & Norcross, 2002) repre-
sents the culmination of this journey. The mapcame from several different sources. First and

foremost was a discontent with the state of af- used for the journey indicated that theories of
psychotherapy can be summarized by 10 sepa-fairs in psychotherapy theory, research, and

practice. The narrowness and frequent dogma- rate processes of change. Although the frame-
work used in this analysis appeared to havetism of the proponents of many therapies and

the consistent research findings of few dif- face validity, it remained a theoretical con-
struct with no empirical basis. Since that initialferences in outcome between therapy systems

encouraged a search for alternatives. Each work, we and a number of collaborators ap-
plied The Transtheoretical Model, expandedtherapy system focused more on theories of

psychopathology and single mechanisms of its scope, and explored its limitations in studies
of intentional change, surveys of practitionerschange than on an exploration of the process

of change. Positive regard, authenticity, living and patients, and in the creation of assessment
instruments. This research supported our modelin the here and now, confrontation of beliefs,

social interest, conditioning, and contingencies and encouraged us to continue the develop-
ment of what we have called The Transtheoreti-are valuable rules for human functioning but

are not sufficient to explain psychotherapy cal Approach: Crossing the Traditional Bound-
aries of Therapy (1984). As our applicationschange.

In 1977 Prochaska, with the help of his expanded beyond office-based psychotherapy
of psychiatric disorders in individuals to a pro-graduate students, embarked on a journey

through the various systems of therapy to seek active treatment of health problems in entire
populations, we have expanded the model.the commonalities across the rigid boundaries

of the most popular theories of psychotherapy. Changing for Good (Prochaska, Norcross, &
DiClemente, 1994) is an apt title for helpingSystems of Psychotherapy: A Transtheoretical
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individuals and populations progress across the 5. Generate a systematic approach: a struc-
ture or set of principles and constructsstages of change.

A final impetus for our work was found in that are comprehensive enough to in-
clude the crucial dimensions of psycho-the zeitgeist among psychotherapy practitioners

and theorists. We heard clearly the pleas of the therapy and, at the same time, that are
adequately flexible to promote collabora-participants of those who called for a more in-

tegrated and comprehensive approach to psy- tion, creativity, and choice.
chotherapy. Needed was an approach that
would take into account the differences in the The transtheoretical approach attempts to

meet these goals by means of four crucial di-experiences of therapists and clients. More-
over, in our thinking, an integrative approach mensions: the processes of change, the stages

of change, the pros and cons of change, andshould be able to account for how individuals
change on their own (unaided by psychother- the levels of change. Below we review these

four dimensions and their crucial interconnec-apy) as well as how individuals change as the
result of psychotherapy. tions.

Processes of Change
TRANSTHEORETICAL APPROACH An analysis of the 24 most popular theories of

psychotherapy (Prochaska & DiClemente, 1979)
The proliferation of psychotherapy systems re- yielded the first of the four basic dimensions of
flects the complex, interactive nature of psy- the transtheoretical approach: the processes of
chotherapy. The daily dilemma facing the cli- change. Transtheoretical therapy began with
nician is what to do, when, with whom, in the assumption that integration across a diver-
what way, with which problem. Both in the re- sity of therapy systems most likely would occur
search literature and in clinical experience, it at an intermediate level of analysis, between
has become clear that no one system of therapy theory and techniques. Coincidentally, Gold-
addresses adequately all these questions. fried (1980, 1982) in his well-known call for a
From our perspective, an integrative per- rapprochement, independently suggested that

spective will accomplish the following goals: the principles of change were the appropriate
starting point at which rapprochement could
begin.1. Preserve the valuable insights of major

systems of psychotherapy. Trying to re- The processes of change, then, may best be
understood as a middle level of abstraction be-duce all therapy systems to their least com-

mon denominator removes their richness. tween the basic theoretical assumptions of a
system of psychotherapy and the techniques2. Provide some practical answers to the

questions faced by clinicians. However proposed by the theory. A process of change
represents types of activity initiated or experi-theoretically elegant it might be, an im-

practical, overly simplistic, or irrelevant enced by an individual in modifying thinking,
behavior, or affect related to a particular prob-integration will never be adopted.

3. Bring some order to the chaotic diversity lem. Although there are a large number of cop-
ing activities, there appear to be a finite set ofin the field of psychotherapy. But merely

throwing an assorted collection of tech- processes that represent the basic change prin-
ciples underlying coping activities. In a similarniques into the toy box will only hide the

chaos. manner, techniques of therapy can be ana-
lyzed to see which type of process they would4. Offer a researchable alternative to single

system and comparative types of research. draw upon or promote. Thus, confrontation by
the therapist would provide new information,Explanation without experimentation will

not silence the critics of both integration challenge current thinking about the problem,
and offer feedback. All these therapist activitiesand psychotherapy.
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would enable the individual to engage in more precontemplation, contemplation, preparation,
action, and maintenance.accurate information processing. From a trans-

theoretical perspective, these activities repre- A stage of change represents both a period
of time and a set of tasks needed for movementsent the process of change named conscious-

ness raising. to the next stage. Though the time spent in
each stage may vary, the tasks to be accom-Subsequent modifications of our original

formulation through research yielded 10 dis- plished in order to achieve successful move-
ment to the next stage are assumed to be in-tinct processes of change: (1) Consciousness

Raising; (2) Self-Liberation; (3) Social Libera- variant. In the move from precontemplation to
contemplation, an individual must becometion; (4) Counterconditioning; (5) Stimulus

Control; (6) Self-Reevaluation; (7) Environ- aware of the problem, make some admission
or take ownership of the problem, confront de-mental Reevaluation; (8) Contingency Man-

agement; (9) Helping Relationships; (10) Dra- fenses and habitual aspects of the problem that
make it difficult to control, and see some ofmatic Relief.

Our studies indicate that people in the nat- the negative aspects of the problem in order to
move to the next stage of seriously contemplat-ural environment generally use these 10 differ-

ent processes of change to modify problem be- ing change.
One of the most helpful findings to emergehaviors. Most major systems of therapy, however,

theoretically employ only two or three pro- from our research is that particular processes
of change are emphasized during particularcesses (Prochaska & Norcross, 2002). One of

the assumptions of the transtheoretical ap- stages of change (Prochaska & DiClemente,
1983). The integration of stages and processesproach is that therapists should be at least as

cognitively complex as their clients. They should of change can serve as an important guide for
therapists. Once a client’s stage of change isbe able to think in terms of a more compre-

hensive set of processes and be able to apply clear, the therapist would know which pro-
cesses to apply in order to help the client prog-techniques to engage each process when ap-

propriate. ress to the next stage of change. Rather than
apply change processes in a haphazard or trial-
and-error approach, integrative therapists can

Stages of Change begin to use change processes much more sys-
tematically.A second basic element of the transtheoretical

approach is the stages of change, which reflect Table 7.1 presents a diagram showing the
integration that was revealed from our explora-the temporal and intentional aspects of change.

Intentional change is not an all or none phe- tion of the stages and processes of change (Pro-
chaska & DiClemente, 1983; DiClemente,nomenon, but a gradual movement through

specific stages (cf. Beitman, 1987; Egan, 1986). 2003). During precontemplation, individuals
use change processes significantly less thanLack of awareness of the stages led some theo-

ries of therapy to assume that all clients pre- people in any other stage. Precontemplators
process less information about their problems;senting for therapy are in the same stage of

change and are ready for the same change pro- spend less time and energy reevaluating them-
selves; experience fewer emotional reactions tocesses.

Studies of various outpatient populations the negative aspects of their problems; are less
open with significant others about their prob-(McConnaughy, DiClemente, Prochaska, &

Velicer, 1989; McConnaughy, Prochaska, & lems; and do little to shift their attention or
their environment in the direction of overcom-Velicer, 1983; DiClemente & Hughes, 1990;

Carbonari & DiClemente, 2000) have found a ing their problems. In therapy these are clients
who are labeled resistant.variety of profiles on the Stages of Change Scale.

Clearly, all individuals who come to therapy What can help assist people from precon-
templation to contemplation? Table 7.1 sug-are not at the same stage of change. We have

been able to identify five basic stages of change: gests several change processes are most helpful.
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TABLE 7.1 Processes of Change Emphasized at Particular Stages of Change

Precontemplation Contemplation Preparation Action Maintenance

Consciousness Raising
Dramatic Relief
Environmental Reevaluation

Self-Reevaluation
Self-Liberation

Contingency Management
Counterconditioning
Stimulus Control

First, consciousness-raising interventions, such templation stage, involves increased use of cog-
nitive, affective, and evaluative processes ofas observations, confrontations and interpreta-

tions, can help clients become more aware of change. To better prepare individuals for ac-
tion, changes are required in how people thinkthe causes, consequences, and cures of their

problems. To move to the contemplation stage, and feel about their problem behaviors and
how they value their problematic lifestyles.clients have to become more aware of the neg-

ative consequences of their behavior. Often, Preparation indicates a readiness to change
in the near future and acquisition of valuablewe have to help clients become more aware of

their defenses before they can become more lessons from past change attempts and failures.
They are on the verge of taking action andconscious of what they are defending against.

Second, the process of dramatic relief provides need to set goals and priorities accordingly.
They often develop an action plan for howclients with helpful affective experiences (e.g.,

psychodrama or the Gestalt empty chair), they are going to proceed. In addition, they
need to make firm commitments to followwhich can raise emotions related to problem

behaviors. Life events, such as the disease or through on the action option they choose. In
fact, they are often already engaged in pro-death of a friend or lover, can also move pre-

contemplators emotionally. cesses that would increase self-regulation and
initiate behavior change (DiClemente et al.,As clients become increasingly more aware

of themselves and the nature of their problems, 1991). People typically begin by taking some
small steps toward action.they are freer to reevaluate themselves both af-

fectively and cognitively. The self-reevaluation During the action stage, it is important that
clients act from a sense of self-liberation. Theyprocess includes an assessment of which values

clients will try to actualize and which they will need to believe that they have the autonomy
to change their lives in key ways. Yet, they alsolet die. The more central problems are to their

core values, the more will their reevaluation need to accept that coercive forces are as much
a part of life as is autonomy. Self-liberation isinvolve changes in their sense of self. Contem-

plators also use environmental reevaluation to based in part on a sense of self-efficacy (Band-
ura, 1977, 1982), the belief that one’s own ef-reevaluate the effects their behaviors have on

their environments, especially the people they forts play a crucial role in succeeding in the
face of difficult situations.care most about. Addicted individuals, for ex-

ample, may ask, “How do I think and feel Self-liberation, however, requires more than
just an affective and cognitive foundation. Cli-about living in a deteriorating environment

that places me and my family in increasing risk ents must also be effective enough with behav-
ioral processes, such as counterconditioningof disease, death, poverty and/or imprison-

ment?” and stimulus control, to cope with those exter-
nal circumstances that can coerce them intoMovement from precontemplation to con-

templation, and movement through the con- relapsing. Therapists can provide training, if
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necessary, in behavioral processes to increase tive or evaluative. They do clearly differentiate
the pros from the cons.the probability that clients will be successful

when they do take action. Most importantly, there are clear and con-
sistent relationships between the stages of changeJust as preparation for action is essential for

success, so too is preparation for maintenance. and the pros and cons of changing across all
types of problems. Hall and Rossi (2003) per-Successful maintenance builds on each of the

change processes that has come before and formed a meta-analysis of the relationships of
pros and cons and stages of change across 43also involves an open assessment of the condi-

tions under which a person is likely to be co- behaviors in more than 60,000 people from 9
nations with 7 languages. The problem behav-erced into relapsing. Clients need to assess the

alternatives they have for coping with such co- iors included depression, stress, anorexia, alco-
hol abuse, heroin addiction, cocaine abuse,ercive conditions without resorting to self-

defeating defenses and pathological responses. obesity, smoking, partner abuse, and more.
Figure 7.1 demonstrates how clear integrationPerhaps most important is the sense that one is

becoming more of the kind of person one can be even in the face of so many differences.
Across 43 behaviors, the cons of changingwants to be. Continuing to apply countercon-

ditioning and stimulus control is most effective outweigh the pros by .7 standard deviations
(SD) for people in precontemplation. The op-when it is based on the conviction that main-

taining change maintains a sense of self that is posite is true for people in maintenance where
the pros of changing are .7 SD higher than thehighly valued by oneself and at least one sig-

nificant other. cons. The pros of changing are clearly higher
in contemplation than in precontemplation.
Here the pros and cons are equal, reflecting
the profound ambivalence that characterizes

Pros and Cons of Changing the contemplation stage. The pros and cons
cross over for people in the preparation stageA third basic element of the transtheoretical

model is the pros and cons of changing, which who are more convinced that the huge efforts
needed during the action stage are likely to berepresent the decisional and motivational as-

pects of change. Our original work on the pros worth it. The further along people are in the
stages, the more convinced they are that theand cons of changing was inspired by Janis and

Mann’s (1977) model of decision-making. struggles to change are worthwhile.
Let’s briefly apply these change dynamics toJanis and Mann identified from interviews four

types of pros or benefits of decisions: instru- people’s decision to participate in treatment.
We need to keep in mind that the weighingmental benefits to self, instrumental benefits to

others, approval from self, and approval from of the pros and cons of changing is not fully
conscious or rational. The clear patterns inothers. They also identified four types of cons

or costs: instrumental costs to self, instrumental Figure 7.1 only emerge if standardized scores
rather than raw scores are used. If raw scorescosts to others, disapproval from self, and disap-

proval from others. were used, the pros of changing would out-
weigh the cons at each stage. It is much easierIn our work with quantitative question-

naires, we always included items to represent for people to endorse the pros of getting free
from depression, addiction, anorexia, or part-each of these eight constructs. Principle com-

ponents analyses consistently demonstrated that ner abuse than it is to enhance the cons.
Imagine clients in the precontemplationdecision-making could be reduced to two core

constructs: the Pros and Cons of changing stage who are prescribed psychotherapy or
medication for depression. Their cons of treat-(Velicer, DiClemente, Prochaska, & Branden-

burg, 1985). When weighing important life ment would clearly outweigh the pros. So if
they started treatment, they would likely bechanges, people do not differentiate benefits to

self from those for others nor do they clearly among the 40% to 50% who would discon-
tinue treatment quickly and prematurely. Thisdifferentiate instrumental benefits from affec-
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FIGURE 7.1 Integration of Pros and Cons by Stages of
Change Across 43 Behaviors

is exactly what we found in predicting more resents a hierarchical organization of five dis-
tinct but interrelated levels of psychologicalthan 90% of premature termination from psy-

chotherapy: those in precontemplation were problems that can be addressed in psycho-
therapy:highly likely to discontinue. Those in the ac-

tion stage were likely to finish therapy quickly
but appropriately, as judged by their therapists • Symptom/Situational Problems

• Maladaptive Cognitions(Brogan, Prochaska, & Prochaska, 1999).
Faced with clients who recently took action • Current Interpersonal Conflicts

• Family/Systems Conflictsby quitting an addiction, the clinical plan for
most clinicians would be relapse prevention. • Intrapersonal Conflicts.
But would relapse prevention be appropriate
for patients in precontemplation? Here, our Historically, systems of psychotherapy have

attributed psychological problems primarily toclinical plan would be dropout prevention.
Fortunately, there are a growing number of one or two levels and focused their interven-

tions on these levels. Behavior therapists havestudies that indicate that by matching pro-
cesses of change to stage of change, patients focused on the symptom and situational deter-

minants; cognitive therapists on maladaptivein precontemplation can complete a treatment
program at the same high rates as those in cognitions; family therapists on the family/sys-

tems level; and analytic therapists on intraper-preparation (e.g., Prochaska, Velicer, Fava,
Rossi, & Tsoh, 2001; Prochaska, DiClemente, sonal conflicts. It is crucial to us that both ther-

apists and clients agree as to which level theyVelicer, & Rossi, 1993; Prochaska et al., 2001).
attribute the problem and at which level or lev-
els they are willing to target as they work to

Levels of Change change the problem behavior.
In the transtheoretical approach, we preferAt this point in our analysis, it appears that we

are discussing only how to approach a single, to intervene initially at the symptom/situational
level because change tends to occur morewell-defined problem. However, as all of us re-

alize, reality is not so accommodating, and hu- quickly at this level, which often represents the
primary reason for which the individual en-man behavior change is not so simple. Although

we can isolate certain symptoms and syn- tered therapy. The farther down the hierarchy
we focus, the farther removed from awarenessdromes, these occur in the context of complex,

interrelated levels of human functioning. The are the determinants of the problem, and the
more historically remote and more interrelatedfourth element of the transtheoretical approach

addresses this issue. The Levels of Change rep- the problem is with the sense of self. Thus, we
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predict that the “deeper” the level that needs Three basic strategies can be employed for
intervening across multiple levels of change.to be changed, the longer and more complex

therapy is likely to be and the greater the resis- The first is a shifting levels strategy. Therapy
would typically focus first on the client’s symp-tance of the client (Prochaska & DiClemente,

1984). toms and the situations supporting the symp-
toms. If the processes could be applied effec-These levels, it should be emphasized, are

not independent: change at any one level is tively at the first level and the client could
progress through each stage of change, therapylikely to produce change at other levels. Symp-

toms often involve intrapersonal conflicts; and could be completed without shifting to a more
complex level of analysis. If this approach weremaladaptive cognitions often reflect family/sys-

tem beliefs or rules. In the transtheoretical ap- not effective, therapy would necessarily shift to
other levels in sequence in order to achieve theproach, the complete therapist is prepared to

intervene at any of the five levels of change, desired change. The strategy of shifting from a
higher to a deeper level is illustrated in Tablethough the preference is to begin at the highest

most contemporary level that clinical assess- 7.2 by the arrows moving first across one level
and then down to the next level.ment and judgment can justify.
The second strategy is the key level strategy.

If the available evidence points to one key level
Integrating Levels, Stages, of causality of a problem and the client can
and Processes effectively be engaged at that level, the thera-

pist would work almost exclusively at this keyIn summary, the transtheoretical approach sees
therapeutic integration as the differential appli- level.

The third alternative is the maximum im-cation of the processes of change at specific
stages of change according to identified prob- pact strategy. With many complex cases, it is

evident that multiple levels are involved as alem level. Integrating the levels with the stages
and processes of change provides a model for cause, an effect, or a maintainer of the client’s

problems. Interventions can be created to ef-intervening hierarchically and systematically
across a broad range of therapeutic content. fect clients at multiple levels of change in or-

der to establish a maximum impact for changeTable 7.2 presents an overview of the integra-
tion of levels, stages, and processes of change. in a synergistic rather than a sequential manner.

TABLE 7.2 Interaction of Levels, Stages, and Processes of Change

Stages

Levels Precontemplation Contemplation Preparation Action Maintenance

Symptom/ Consciousness raising
Situational Dramatic relief

Environmental reevaluation
Self-reevaluation
Self-liberation

Contingency management
Counterconditioning
Stimulus Control

Maladaptive
cognitions

Interpersonal
conflicts

Family Systems
conflicts

Intrapersonal
conflicts
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Each system of psychotherapy has distinc- most effective if patient and therapist were
matched and working at the same stage andtive strengths within the transtheoretical model.

Table 7.3 illustrates where leading systems of level of change. The joining of the patient and
therapist is centered around the structure andtherapy fit best within the integrative frame-

work of the transtheoretical approach. The process of intentional change. The therapist’s
role is one of maximizing self-change efforts bytherapy systems included in Table 7.3 have

been the most prominent contributors to the facilitating neglected processes, de-emphasiz-
ing overused processes, correcting inappropri-transtheoretical approach. Depending on which

level and at which stage we are working, differ- ately applied processes, teaching new pro-
cesses, and redirecting change efforts to theent therapy systems will play a more or less

prominent role. Behavior therapy, for example, appropriate stages and levels of change.
Clinical assessment of the stages, levels, andhas developed specific interventions at the

symptom/situational level for clients who are processes requires some modification of the
traditional interview. Knowledge of both the at-ready for action. At the maladaptive cognition

level, however, Ellis’s rational-emotive therapy titude toward a problem, as well as the actions
taken with regard to it, are needed for assess-and Beck’s cognitive therapy are most promi-

nent for clients in the contemplation and ac- ment of the stages of change. It is important to
know that an individual stopped drinking 1tion stages.

By definition, we have not excluded any week ago when his wife left him. However,
equally important is knowing whether this istherapy systems from the transtheoretical ap-

proach. Our approach is an open framework the first step in taking significant action toward
intentional change of his drinking or an at-that allows for integration of new and innova-

tive interventions, as well as the inclusion of tempt to change his wife’s behavior. Another
method of assessing the current stage of changeexisting therapy systems that either research or

clinical experience suggest are most helpful for is to evaluate both time and energy used in
accomplishing the tasks of any prior stage ofclients in particular stages at particular levels

of change. change. If someone has contemplated chang-
ing only casually or for a couple of weeks, for
example, then that person would not be pre-
pared to take action.ASSESSMENT AND FORMULATION
Assessment of the levels of change requires

a clinical interview that addresses each of theAccurate assessments of the clients’ stage, level,
and processes of change are crucial to the levels. In a case of vaginismus, we must know

the symptomatic expression and situational de-transtheoretical approach. Therapy would be

TABLE 7.3 Integration of Psychotherapy Systems Within the Transtheoretical Framework

Stages

Levels Precontemplation Contemplation Preparation Action Maintenance

Symptom/ Motivational interviewing Behavior therapy
situational Exposure therapy

Maladaptive Adlerian therapy Rational emotive therapy
cognitions Cognitive therapy

Interpersonal Sullivanian therapy Interpersonal therapy
conflicts Transactional analysis

Family/systems Strategic therapy Bowenian therapy Structural therapy
conflicts

Intrapersonal Psychoanalytic therapies Existential therapy Gestalt therapy
conflicts
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terminants of the sexual dysfunction but should ity has been found to relate to therapist
theoretical orientation (Prochaska & Norcross,also explore self-statements, the couple’s inter-

personal functioning, family-system involve- 1983), client activity in the various stages of
change, and to be predictive of successful move-ment, and any possible intrapersonal conflicts

regarding identity, self-esteem, and so on. In ment through the stages of change.
A Level of Attribution and Change (LAC)this assessment, it would be important to estab-

lish at which level or levels the patient per- Scale contains four or more questions repre-
senting each of the five levels of change usedceives the problem, as well as the levels that

the clinician assesses are integrally involved in in the transtheoretical model. In addition, five
other levels are assessed because people do notthe problem.

Evaluating the processes of change being attribute their problems only to psychosocial
sources. The other levels include bad luck,employed by the patient can be a rather exten-

sive task. Therapists should explore what the spiritual determinism, biological determinants,
insufficient effort, and preferred lifestyle (Nor-patient is currently doing with regard to the

problem, how often these activities are occur- cross, Prochaska, & Hambrecht, 1985; Nor-
cross & Magaletto, 1990).ring, and what has been done in the past in

attempts to overcome the problem. An obses-
sive patient may be relying heavily on con-
sciousness raising as the most important pro- APPLICABILITY AND STRUCTURE
cess while neglecting more action-oriented
processes. We are attempting to develop a transtheoreti-

cal framework applicable to all clinical prob-In our research, we developed assessment
instruments to evaluate the stages, levels, and lems of psychological origin. The levels of

change represent a means of categorizing pa-processes of change. The University of Rhode
Island Change Assessment Scale (URICA), or tient problems that is compatible with Diag-

nostic and Statistical Manual of Mental Disor-Stages of Change Questionnaire, is a 32-item
questionnaire with 4 scores: precontemplation, ders (DSM) diagnoses but is somewhat more

comprehensive, as it includes systems and in-contemplation, action, and maintenance.
Several forms of a questionnaire to assess terpersonal types of problems. Thus, we envi-

sion the framework as appropriate for all typesthe processes of change have also been devel-
oped. The questionnaires typically contain two of psychopathology and health-related prob-

lems. In addition, the framework can be usedto four questions about activities that would
represent each of the processes, and clients are to categorize treatment delivery systems ac-

cording to the types of clients and problemsasked to indicate how frequently each activity
occurs on a five-point, Likert-type Scale (1 = they primarily address.

Because we often intervene first at thenot at all; 5 = very frequently). Because change
process activity is somewhat different for di- symptom/situational level, the transtheoretical

approach can be used in both a short-term andverse problems, we have attempted to adapt
this basic format to a variety of problems, such a long-term format. Ideally, length of therapy,

setting, and modality would be determinedas alcoholism, overeating, distress, and smok-
ing. These questionnaires have shown remark- more by the stage of change, level of problem

involvement, and type of change processes em-able consistency across problem areas (Pro-
chaska & DiClemente, 1986), and principal ployed rather than a predetermined set on the

part of the therapist. But, in reality, length ofcomponent analyses have yielded 10 or more
consistent components in their use with both therapy is determined most often by managed

care. When possible, a family interventionclients and therapists. These Processes of
Change Scales can be used to assess change that brings family members together to make

an effective intervention with the patient canprocesses used before and during therapy to ex-
amine how therapy interventions affect the uti- be used for a precontemplative alcoholic. In-

dividual and couples therapy can be used tolization of the processes. Change process activ-
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work through contemplation issues and achieve The goal of our clinical and research work
on intentional change is to identify the vari-effective action when working with sexual dys-

functions. Group Therapy can be tailored to pa- ables that are most effective in helping clients
move through the stages of change with regardtients in all stages of change (Velasquez, Gaddy-

Maurer, Crouch, & DiClemente, 2001). to a particular problem. In this context, treat-
ment selection is too generic a term. The moreBecause our approach concentrates on in-

tentional change, contraindications for the use specific issue is to identify which process would
be most effective in helping to move an indi-of the transtheoretical approach would be a set-

ting or problem where intentional change was vidual from one particular stage of change to
the next with regard to a certain level or levelsnot the primary goal. In a correctional setting

or in managing the self-destructive behavior of change. The decision to use a particular pro-
cess is multiply determined. Rather than stat-of a child, control, not intentional change,

may be the primary goal. In this context, be- ing a priori that counterconditioning is the treat-
ment of choice for phobic problems, we prefering aware of the stages and levels of change

may nonetheless be desirable. However, exter- to analyze first the stages and levels of change
before making prescriptions.nal behavioral control appears to be the treat-

ment of choice using the processes of contin- We realize that this approach places a siz-
able burden on the therapist. However, in thegency control and stimulus control. Once the

immediate threat to self or others has been case of psychotherapy, we believe that simplic-
ity can be a source of mediocrity and confu-managed, therapists can work to bring the

problem behaviors under intentional self-con- sion. We have found, for example, that insuf-
ficient use of consciousness raising in thetrol rather than external control. In fact, this

should be an important secondary goal if treat- contemplation stage forces individuals to rely
excessively on self-liberation or willpower inment or incarceration goals are to be main-

tained after the individual is released into the their efforts to change and opens the way to
what Janis and Mann (1977) have called “post-community.

In working with intentional change, the decisional regret.” The overuse of self-reevalua-
tion during maintenance, on the other hand,transtheoretical approach is quite compatible

with the traditional treatment structure of psy- is predictive of relapse (DiClemente & Pro-
chaska, 1985). Thus, matching patients withchotherapy (Connors, Donovan, & DiCle-

mente, 2001). Weekly, hour-long sessions can processes requires both a general knowledge of
the stages, processes and levels of change asbe used to implement the treatment process.

Because we envision psychotherapy as an ad- well as specific knowledge about individual cli-
ents and what they have been doing to effectjunct to self-change, what occurs between ther-

apy sessions is as important as what happens changes in their lives.
Though matching is a complex process thatwithin therapy sessions. A longer, more intense

therapy session with the inclusion of significant has not yet been adequately researched, mis-
matches from our perspective are more readilyothers may be needed for an individual in pre-

contemplation to overcome defenses. Less fre- apparent. A therapist committed to conscious-
ness raising and exploration of all the levels ofquent sessions can be used for individuals in

contemplation and maintenance. For the for- change prior to taking action will frustrate a
client ready to take action at the symptomaticmer, more time between sessions can allow in-

dividuals time to use the processes of con- level. An action-oriented therapist will be con-
stantly disappointed by precontemplative cli-sciousness raising and self-reevaluation in the

service of decision-making. For the latter, time ents who drop out quickly or fail to implement
the suggested behavioral techniques. The fam-between sessions can be used to monitor temp-

tation levels and encounter any obstacles to ily therapist, who insists that change take place
at the family systems level with the whole fam-continued action or maintenance that occur

less frequently. Thus, in effect, therapy sessions ily present, may be unable to engage a system
with a member in precontemplation.become booster sessions.
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Treatment matching should not simply fo- pists must become aware of how frightening
and anxiety provoking the prospect of changecus on disorders, which amounts to a continua-

tion of the medical model. From our perspec- can be. With this shift in perspective, the thera-
pist can take on the role of a concerned advisortive, the problem with using this model in

psychotherapy is it is not applicable to inten- or nurturing parent who can help the individ-
ual explore the problem (DiClemente, 1991).tional change. Even with physical problems

that require some health behavior modifica- The therapist becomes an ally rather than an-
other person attempting to coerce change.tion, the medical model has been problematic.

Medication compliance, diet control, and exer- For a person contemplating change, the
therapist should take care not to be too impa-cise all require intentional change and are ex-

tremely difficult problems for a medical model tient. Contemplation can be a lengthy, frustrat-
ing stage of change. Though therapists shouldthat relies on processes of change like surgery,

which are invasive, externally applied proce- not support chronic contemplation, they must
also avoid blame, guilt, and premature action.dures. Disorder is an important concept for de-

veloping a taxonomy that enables us to bring In order to make a decision to change a prob-
lem behavior, individuals must see that changetogether certain symptoms and syndromes for

classification. Though this information is im- is possible and in their own best interests. The
therapist, like a Socratic teacher, can challengeportant in understanding a problem, knowl-

edge of a disorder by itself has limited value in clients by making explicit the pros and cons
of both the problem behavior and the change.prescribing therapy interventions (Beutler, 1983).
Support, understanding, and a relationship that
would enable the therapist to make explicit the
fears and concerns of the client is needed dur-THERAPY RELATIONSHIP
ing this time.
During the action stage, the therapist canAlthough psychotherapists have not struggled

with all the particular problems faced by differ- assume a more formal teaching relationship.
During these stages, the client is likely to ideal-ent clients, all therapists have had some experi-

ence with the processes of change. This is the ize the therapist. When initiating action, the
client needs the support of a helping relation-common experiential ground that forms the

basis of the relationship between therapist and ship and may need to lean on the confidence of
the therapist rather than a self-generated senseclient. In general, the therapist is seen as the

expert on change; not in having all the an- of efficacy. Initial efforts are likely to be tenta-
tive, and seeing the therapist as the expert onswers, but in being aware of the crucial dimen-

sions of change and being able to offer assis- change can be comforting. However, as soon as
is feasible, it is important to have the client de-tance in this regard. Clients have potential

resources as self-changers that must be used in velop more self-confidence and independence
from the therapist. For therapists who need toorder to effect a change. In fact, clients need

to shoulder much of the burden of change and be needed, this can pose a difficult problem.
In the maintenance stage, the therapist be-look to the therapist for consultation on how

to conceptualize the problem and ways to free comes an occasional consultant—preventing re-
lapse, consolidating gains, and identifying po-themselves to move from one stage to another.

As with any interactive endeavor, rapport tential trouble spots. Letting go and helping
the client assume ownership of the change aremust be built to accomplish the work. How-

ever, the type of relationship will vary with the the final tasks of the therapy relationship.
stage and level of change being addressed. Ini-
tiation of therapy with a precontemplation cli-
ent, for example, takes on a different flavor. A PROCESSES OF CHANGE
client’s unwillingness to see or own a problem
is not viewed as resisting the therapist or being As already noted, transtheoretical approach

identified the processes that are most impor-uncooperative but as resisting change. Thera-
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tant in producing change at different stages. Usually, we begin therapy by talking about the
problems that bring people to therapy, but theThe mechanisms that move someone from

precontemplation to contemplation are differ- first problem at hand in this case was Tom’s resis-
tance to therapy. Confronting the problem di-ent from the processes that move someone

from preparation to action (Velasquez, Gaddy- rectly communicates to the client that we are
going to try to deal with problems in a straight-Maurer, Crouch, & DiClemente, 2001).

The important issue here is that intentional forward and direct manner. It communicates that
the therapist cares about the client’s resistancechange, such as occurs in psychotherapy, is

only one type of change that can move people. and the client need not be defensive about it. It
also communicates the therapist’s hope thatDevelopmental and environmental changes

are other events that can cause people to alter maybe there is something the client and/or thera-
pist can do to make it easier for the client to be atheir lives. The transtheoretical approach fo-

cuses primarily on facilitating intentional change, more willing participant. Many spouses have said
that their partners would never come to therapy,but it recognizes and, at times, relies on other

types of change when working with clients. It and if they did, they wouldn’t stay. And yet, we
have found clinically that almost all reluctantis assumed, however, that unless develop-

mental or environmental changes produce in- partners would come in for at least one session if
the therapist asked, and most would continue intentional change as well, clients can feel co-

erced by forces not of their choosing and will therapy.
likely revert to previous patterns once the coer-

Tom said, “I don’t believe therapy is worthwhile.cion is removed.
My wife has been going to therapy for a year, and
she’s still always lying and spending money like
it’s going out of style.”

CASE EXAMPLE
“Sounds like you might be angry at her therapist,”
the therapist responded.By its very nature, an integrative therapy cannot

be illustrated by a single case. Rather, it would “You’re damn right! He just feeds into her wast-
take a long series of cases to reflect the full range ing money,” said Tom.
of stages, levels, and processes of change used

“Have you let him know you’re angry?” the thera-
with a diversity of clients. Thus, if the reader were

pist asked.
looking over the shoulder of a transtheoretical

“No, he doesn’t want to talk to me,” Tom said.therapist, the therapist’s interventions would vary
tremendously depending on the needs of particu- “Would you like me to let him know you’re
lar clients. Nevertheless, we will try to illustrate angry?” the therapist asked.
some of the richness of our approach through the “Yeah, I would appreciate that,” said Tom.
treatment of a psychologically distressed client,
partially with the context of couples therapy. So we’re off and running. Tom’s resistance to

therapy is being addressed, if only at the situa-Tom was a 50-year-old schoolteacher who
was referred for marital therapy by a colleague tional level. But at least he does not have to be

defensive about his defensiveness. He may bewho had been working with Tom’s wife, Barbara,
in individual therapy for about a year. Barbara’s able to experience the therapist as someone who

cares about his defensiveness and is trying to un-therapist did not believe that Tom would stay in
treatment for more than three sessions, even derstand it. He may, to his surprise, experience

the therapist as being helpful in dealing both withthough he was quite distressed. Barbara’s thera-
pist actually thought that Tom needed individual his resistance and with his anger.

At the same time, the therapist has to be con-therapy, but he agreed to go to therapy only if
they went as a couple. cerned with Barbara experiencing the therapist as

Tom’s ally. The therapist could have addressedTom and Barbara were seen together in the
first session to assess their problems and their Tom’s anger toward his wife for what he labels

“lying and wasting money.” But this would haveability to work together at the interpersonal level.
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risked putting Barbara on the defensive, and if she and possessive lover married to a compulsive liar
and an impulsive spender. We may have classiccounterattacked, the couple could slip into the

blame game that involves partners quickly shift- personality disorders who have trouble managing
their own lives, let alone managing marriage ef-ing from the offensive to the defensive position.

“It must be hard to have your husband accus- fectively. Personality disorders often do not stay
in therapy or they stay forever.ing you of lying and wasting money.” I said this

to Barbara, knowing I was still risking the blame From the transtheoretical perspective, it ap-
peared that Tom was in the precontemplationgame but feeling that I wanted to empathize with

her as well as with Tom. I also wanted to commu- stage in regard to most of his problems. The
exception was his gambling, which Tom hadnicate that I appreciated that there are two sides

to every marital conflict, and that her perspective changed on his own to relatively controlled gam-
bling. Barbara, on the other hand, was preparedwas as important as Tom’s.

These opening segments of therapy indicate to take action. She had been contemplating
changes in her marriage for the past year in ther-that treatment usually begins immediately. There

usually is not a formal assessment period, although apy. The problem was that the action she most
likely was going to take—although she did notassessment occurs right from the start. In the

course of the first two sessions, the following in- say so directly—was divorce. Unfortunately, few
couples present asking for divorce therapy. Mostformation was shared. Tom’s mood was usually

depressed; he couldn’t relax; he was having trou- couples present asking for marital therapy. As-
sessing whether a couple is likely to be a divorceble sleeping; he was irritable and often verbally

abusive; he felt lousy about himself; and he was case rather than a marital case can make a con-
siderable difference in therapeutic outcomes.having trouble relating to his students, his col-

leagues, and the customers that sought his ser- Elsewhere, we present in detail the subtle and not
so subtle signs of impending divorce that we usevices in his after-school job. Tom’s distress in-

creased whenever he approached Barbara to be to assess a couple’s case (Prochaska & DiCle-
mente, 1984).sexual and she refused, which happened at least

once a day. In the current case, some of the obvious signs
included the fact that Barbara had been contem-Barbara was really angry at Tom. She was angry

about his constant accusations about her lying, plating divorce for some time. More importantly,
she had told some of her family and friends thatspending money behind his back, and having af-

fairs when she went out on Friday night with her she was contemplating a divorce. When people
go public with their contemplations, they arefemale friends. He would check the phone bill to

see whom she had been calling; he would open moving much closer to action. Barbara had also
lost her excess weight and engaged in other self-mail addressed to her to see what money she

owed; and he would sometimes follow her out improvement activities. Making oneself more
marketable is preparatory action for people head-with her friends to see if she was seeing other men.

How could she want to make love when they were ing for divorce. Barbara had also been in individ-
ual treatment for a year, with the theme being in-so embroiled in a game of “cops and robbers.”

Tom had coerced her into having sexual inter- creased independence and autonomy.
Tom, on the other hand, was psychologicallycourse a couple of times, and she resented it.

Barbara also resented Tom’s preoccupation distressed. He had not been contemplating di-
vorce, although he knew that Barbara was. Onwith money. If he wasn’t preoccupied about her

spending money, he was preoccupied with his the contrary, he was obsessed with trying to con-
trol Barbara’s actions to prevent losing her. Tomcompulsive gambling. Tom denied that his gam-

bling was no longer a problem. If they lost every- was resistant to change, as if he knew the ulti-
mate change in their marriage was going to bething on his gambling, it would come to $1,000

a year, and between the two of them, they were divorce. He was also distressed by the prospect
of having the drastic change of divorce imposedmaking more than $80,000.

What is a psychotherapist to believe? At worst, upon him. The imposition of change is one of the
most common causes of psychological distress.we have a compulsive gambler and an obsessive
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Psychological distress caused by imposed expressing set off opposite needs and values in
Barbara. The blame game is based on our prefer-change is likely to lead to people resisting change.

Change can be experienced as a threat not an op- ence for linear causality—she acts and I react.
Circular causality, on the other hand, can helpportunity, and people may defend against any

awareness of needs to change as they dig more couples appreciate that they both act and react—
that their behavior is both a cause and an effectdeeply into the precontemplation stage. More-

over, they have trouble contemplating change as of their ongoing relationship (cf. Wachtel, Kruls,
& McKinney, this volume).they become cognitively impaired by distress (Mel-

linger, Balte, Uhlenhuth, Cisin, Manheimer, & Tom and Barbara were becoming more con-
scious of what they personally contributed toRickles, 1983) and have trouble making decisions

and trouble taking action, even action that could their control struggles. They were going beyond
the blame game. They were also able to reevalu-lead to self enhancement.

What do we do when we have spouses in two ate their partner’s behavior to some extent. To-
getherness is somewhat more positive than de-different stages of change, which is common in

couples therapy? What do we do when we have pendence. Separateness is something different
from selfishness. With the help of the therapist’sspouses in two different stages of divorce, which

is even more common in divorce therapy? mini-lectures based on his experience with family
life education (Prochaska & Prochaska, 1982),The most common pattern is to have one

spouse in precontemplation and one who is Tom and Barbara became aware that a more ma-
ture relationship includes both togetherness andready for action, like Tom and Barbara. When we

are treating psychological distress precipitated by separateness. They were taught that individuals
mature in their relationships from dependence toan impending and imposed divorce, we need to

slow down the spouse who is ready for action independence to interdependence, with interde-
pendence being the caring and sharing of two in-and speed up the spouse who is resisting change.

Barbara was willing to spend some time trying to dependent individuals.
The problem was that Tom was entirely inresolve their interpersonal problems. The psycho-

therapist made it clear that they were going to charge of togetherness and Barbara was only
standing for separateness. They were, however,work at the interpersonal level to improve their

relationship whether they stayed together or got willing to risk acting differently. The therapist rec-
ommended that Tom be in charge of separate ac-divorced. Either way, they were going to have a

long-term relationship, in part because they tivities and Barbara be in control of shared activi-
ties. Tom was going to liberate himself from ashared two lovely daughters.

The couple needed to become more con- vicious circle by acting more like Barbara and
vice versa. The longer they could continue suchscious of the interactive nature of their conflicts.

Tom and Barbara agreed that their struggles over reversal of roles, the more they would condition
themselves to respond with new alternatives.control produced the most conflict. The therapist

presented feedback based on his assessment of This action worked, for a while. Tom took
charge of recording on the calendar Barbara’swhat was transpiring at the interpersonal level.

Tom’s actions appeared to be based on his inten- nights out with her friends and his golfing dates.
Barbara recorded their dates together on the cal-tion to keep the marriage going, and his actions

were based on values of closeness and together- endar and was in charge of initiating shared activ-
ities. They were communicating better and feel-ness. Barbara, on the other hand, had developed

an increased need for independence; her actions ing better. Tom’s chief complaint was that Barbara
was not initiating sex.were based on values of individualness and sepa-

rateness. The problem was the more Tom tried to Because they were doing better, the therapist
recommended that gradual involvement in sexualcontrol their being together, the more Barbara felt

a need to be apart. Barbara agreed. Conversely, relating could help them overcome anxieties
about sexual performance. They had been avoid-the more Barbara pulled apart, the more Tom felt

the need to control her to keep them together. ing sex for quite a while, and the first steps of
sensate focusing (Masters & Johnson, 1970) mightTom agreed. The needs and values that Tom was



The Transtheoretical Approach 161

give Barbara, in particular, a chance to deal with business and did not have the financial resources
to care for him. Tom had gone to live with anher feelings about gradually getting close again.

They agreed with the idea and agreed that they aunt and uncle who had no children. They weren’t
particularly loving, but they did give him a lot ofwould start with light massage.

Tom came alone to the next session. “Barbara money. After a couple of years, Tom’s parents
were on their feet again and were able to haveis not coming back again. She said she knows she

just wants out of the relationship.” The therapist him back. Tom recalled not wanting to go back
and not wanting to give up all that money. Heprobably had made a mistake in too quickly en-

couraging the couple to move to action in their had forgotten how rejected he had felt as a child.
The therapist suggested that perhaps he had sub-sexual relationship. After the session, the therapist

called Barbara and expressed his concern that he stituted the money for the love he had lost. Yes,
maybe that was why money had come to meanmight have made a mistake and inquired if she

would be willing to come in to talk about how so much to him. Gambling was fun but he also
felt more lovable when he won. And when heshe was feeling.

Barbara came in for a couple of sessions. She lost? Well, maybe he was getting used to losing
love.said that the only thing the therapist’s recommen-

dation had done was force her to realize that she After that early separation, Tom had closed off
his relationship with his parents or maybe it hadjust did not want to be close to Tom anymore.

The fact that their relationship had improved always been too closed. The therapist took a lead
from Bowen (1978) and encouraged Tom to actmade her even more aware that she just did not

feel the same about Tom. She still was concerned on his emerging feelings. He encouraged Tom to
talk to each of his parents individually about howthat Tom wouldn’t be able to handle a divorce,

but she wanted out. they had experienced that time in their lives.
Tom’s mother was especially pleased with theTom was distressed but not devastated. Fortu-

nately, psychotherapy had become a place where opportunity to talk. She had never told Tom how
much it had hurt her to give him up and howhe could be open about his feelings. He was not

all alone as he had feared. He allowed himself to much it hurt when he didn’t want to return home.
She felt that Tom was always angry at her afterrelive the memories of losing his first love. He

had felt more rejected then than he felt now. He that. Tom began to realize that his hurt and his
anger had caused him to close off close contacthad so many regrets about not having tried harder

in that relationship. But this time he had been try- with others. But now Tom was risking new ways
of relating—with his parents, his daughters, anding. Back then, he withdrew from everyone. He

stayed in his room. He wasn’t able to eat. He his friends. He was communicating more sponta-
neously and openly and felt more sensitive to thecouldn’t work. His parents, were concerned but

they left him alone. needs of others. He was asserting himself more at
work without having to get angry.No wonder he avoided contemplating di-

vorce. He never, ever wanted to go through such Tom was making many self changes after a to-
tal of 22 therapy sessions but was puzzled by hisemotional hell again. He didn’t think he would

make it. He thought he couldn’t handle another reluctance to take action and move out and get a
place of his own. He told himself that it was be-rejection, but now realized he didn’t have to go

through it alone this time. Not only was therapy cause he wanted to be close to his daughters, but
he knew he was really afraid that Barbara mightavailable, but he had other helping relationships.

But now, Tom could talk more openly and rely turn them against him. He also realized that he
was still concerned about money and didn’t wantmore on the social supports in his natural envi-

ronment. to spend the money on an apartment if he could
help it. Furthermore, staying in the house was aThe therapist encouraged Tom to explore fully

why that rejection as a young man had been so safe way of expressing his resentment at Barbara
for rejecting him. At a deeper level, Tom becamedistressing. Eventually, Tom focused on the rejec-

tion he had experienced from his parents. When aware that leaving his home stirred up painful
feelings about when he had to leave his family’sTom was about 7 or 8, his parents had lost their
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home. And at an intrapersonal level, Tom be- Therapy was already terminating when Tom
met a special woman. Ironically, she too had justcame aware that he really did have unresolved

dependency problems. He had, for example, come out into the world in the past few years.
She had hidden in a nunnery while Tom had hid-never lived alone.

The therapist helped Tom to appreciate that den within himself and his home. She had had
several years of psychotherapy struggling with in-moving out and living on his own was a maxi-

mum impact action that could facilitate further trapersonal conflicts both before and after leaving
the nunnery; Tom was terminating after 9 monthsprogress at each level of his life. At a situational

level, Tom would be moving into a new environ- of therapy.
Tom had made a remarkable transformationment that would reflect the new era of his life,

free from all the reminders that elicited so many from a distressed and defensive individual preoc-
cupied with a small portion of his existence to apainful thoughts and feelings. At a cognitive level,

Tom would be challenging his “awfulizing” tend- growth-oriented person able to function more
freely and fully at each level of life. What processencies that added to his distress, such as his belief

that it was awful that he was the one to have to or processes account for such rewarding changes?
First, Tom had been facing turning 50, and hemove when he didn’t want the divorce in the first

place (cf. Ellis, 1973). probably had the benefit of developmental
changes urging him on to a new stage of life. Sec-At the interpersonal level, Tom could further

let go of his desire to remain in control of his rela- ond, he faced dramatic but distressing environ-
mental changes being imposed upon him. Third,tionship with Barbara. As long as Barbara wanted

him out and he refused to leave, Tom felt in con- psychotherapy had helped Tom shift from a re-
sentful and resistant position in the precontem-trol. But he could let go of this need to control

and accept that Barbara was getting the house. At plation stage to becoming more conscious of and
committed to the self-liberating qualities of inten-the family level, Tom was very tempted to move

back with his parents. Moving on his own, how- tional change. And fourth, Tom, the gambler,
would also attribute some of his good fortune toever, would enable Tom to separate further from

his parents without rejection or resentment. And lady luck. The last time the therapist talked to
Tom, not only was he doing well with his womanat the intrapersonal level, Tom could experience

himself as becoming more fully adult. He would friend, his family, his daughters, his friends, and
himself; he also had just won $750 in the lotterybe moving beyond dependence to independence

and would be better preparing himself for an in- 2 weeks in a row. Tom was on a roll!
terdependent relationship.
After a couple of months of encouragement in

therapy and additional harassment at home, Tom
was ready to leave the nest. This was a major EMPIRICAL RESEARCH
move in his life. It evoked a variety of counter-
transference feelings in his psychotherapist, who Considerable care has been taken to operation-

alize and validate each of the core constructsfelt like a parent watching his 50-year-old son go-
ing off to college. Would he be distressed by of the transtheoretical approach. The stages of

change, for example, have been identified andloneliness and homesickness or would he spread
his wings and fly? Needless to say, Tom soared. validated with a questionnaire applied to a

range of patients entering psychotherapy (Mc-He felt more fully connected to life than he had
ever known. For the first time in his life he began Connaughy et al., 1983; 1989; Brogan, Pro-

chaska, & Prochaska, 1999), alcoholics enter-to appreciate activities like concerts and plays.
He asserted himself and found women respond- ing treatment (DiClemente & Hughes, 1990),

and obese patients entering behavior therapying rather than rejecting. Certainly he felt lonely
at times, but never alone. He even felt a spiritual (Prochaska, Norcross, Fowler, Follick, & Ab-

rams, 1992). Brief algorithms have been usedawakening for which his empiricist therapist takes
no credit whatsoever. to validate stages of change for a broad range
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of problems (see Prochaska & DiClemente, 1998). Baseline motivation predicted outcomes
when treatment type did not. Moreover, there1992). The processes of change also have been

replicated and validated across a broad range was a clear relationship between clients’ initial
motivation to change and their acknowledge-of problems. These include smoking (Pro-

chaska & DiClemente, 1983; Prochaska, Vel- ment of consequences and problems with
drinking. Client motivation at baseline also re-icer, DiClemente, & Fava, 1988), psychologi-

cal distress (Prochaska & DiClemente, 1985; lated to how individuals engaged with the ther-
apist (working alliance) and how active theyProchaska & Norcross, 1983), weight control

(Prochaska & DiClemente, 1985; Prochaska, were in using the processes of change and
other external resources to modify their drink-Norcross, Fowler, Follick, & Abrams, 1992),

alcoholism (Snow, Prochaska, & Rossi, 1992), ing (DiClemente, Carroll, Miller, Connors, &
Donovan, 2003). Finally, indicators of the pro-cocaine abuse (Rosenbloom, 1991), heroin

abuse (Tejero, Trujols, Hernandez, Perez de cess of intentional behavioral change (experi-
ential and behavioral coping activities, readi-los Cobos, & Casas, 1991), exercise acquisition

(Marcus, Rossi, Selby, & Niaura, 1992), and a ness to change, and self-efficacy) varied during
the course of treatment and were significantlymixture of mental health disorders. The levels

of change have received less empirical atten- related to the changes in drinking behavior
throughout the 1-year follow-up period (Car-tion but have been replicated and validated

with such problems as alcohol abuse (Begin, bonari & DiClemente, 2000).
The importance of process of change is1988), cocaine abuse (Rosenbloom, 1991), smok-

ing (Norcross, Prochaska, Guadagnoli, & Di- highlighted by the fact that individuals who at-
tended different treatments in Project MATCHClemente, 1984), and a mixture of DSM disor-

ders (Penny, 1987; Brogan et al., 1999). reported remarkably similar process activity
both during treatment and at the posttreatmentThe systematic relationship between the

stages and processes of change has been well assessment. Process of change activities during
treatment, particularly behavioral process activ-supported across problem areas. In fact, a re-

cent meta-analysis of 47 cross-sectional studies ity, predicted drinking outcomes (Carbonari &
DiClemente, 2000). These results indicate that(Rosen, 2000) examining the relation between

the stages and processes found moderate to outcomes are much more a function of what
clients do than what therapists do.large effect signs: .70 for variation in cognitive-

affective processes by stage and .80 for variation In a longitudinal analysis of subjects who
progressed, regressed, and remained the samein behavioral processes by stage.

Another line of research has examined the during a 6-month period, discriminant func-
tions predicted movement for the groups repre-stages and processes of change in substance

abuse treatment (DiClemente, 2003). Individ- senting the precontemplation, contemplation,
action, and relapse stages. Predictors includeduals entering alcohol and substance abuse

treatment have very different profiles on the the 10 processes, pros and cons, and measures
of self-efficacy and temptation, all variablesstages of change (Carney & Kivlahan, 1995;

DiClemente & Hughes, 1990). Using a moti- that are open to change (Prochaska, DiCle-
mente, Velicer, Ginpil, & Norcross, 1985).vational readiness score based on the second-

order factor structure of the stages of change When more static variables such as age, educa-
tion, smoking history, withdrawal symptoms,scales, Project MATCH investigators found

that baseline readiness scores were one of the reasons for smoking, and health problems were
used as predictors, the results were much lessstrongest predictors of posttreatment drinking

outcomes for the 952 outpatients in this large significant (Wilcox, Prochaska, Velicer, &
DiClemente, 1985). The point is that dynamicmultisite alcoholism treatment matching trial

(DiClemente, Carbonari, Zweben, Morrell, & measures are much better predictors of change
than are the more commonly used static mea-Lee, 2001; DiClemente, Carroll, Miller, Con-

nors, & Donovan, 2003; Project Match, 1997, sures, like client characteristics.
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At least five longitudinal studies have found weight control, the stages and processes of cli-
ents early in therapy were the best predictorsthat the amount of progress individuals make

after intervention is directly related to the stage of both premature termination and progress at
follow-up (Prochaska, Norcross, Fowler, Fol-they are in prior to intervention. During an 18-

month follow-up, smokers who were in the pre- lick, & Abrams, 1992).
During the past dozen years, we have con-contemplation stage initially were least likely

to progress to the action or maintenance stages ducted a series of clinical trials from a transthe-
oretical perspective. In our first clinical trial,following intervention. Those in the contem-

plation stage were more likely to make such we randomly assigned 770 smokers in Rhode
Island by stage to one of four treatment condi-progress, and those in the preparation stage

made the most progress (DiClemente et al., tions: standardized, individualized, interactive,
and personalized (Prochaska, DiClemente, Vel-1991; Prochaska, Velicer, Prochaska, & John-

son, 2004). In an intervention study with smok- icer, & Rossi, 1993). The standardized treat-
ment involved the best self-help program cur-ers with heart disease, Ockene and her col-

leagues (1989) found that 22% of the smokers rently available; namely, the American Lung
Association’s action and maintenance manuals.who were in the precontemplation stage prior

to treatment were not smoking at a 6-month The individualized self-help manuals were in-
dividualized to the stage of change of each par-follow-up. Of those who were in the contem-

plation stage, 44% were not smoking at 6 ticipant. The interactive condition (ITT) in-
volved computer-generated progress reportsmonths and approximately 80% of those in

preparation or in action were not smoking at 6 that included feedback about the participant’s
stage of change, decisional balance measuresmonths. With a household sample of Mexican

Americans in Texas who smoked, Gottlieb, regarding the pros and cons of quitting smok-
ing (Velicer, DiClemente, Prochaska, & Bran-Galavotti, McCuan, and McAlister (1990) rep-

licated most of the cross-sectional relationships denburg, 1985), up to six processes of change
that were being underutilized, overutilized, orbetween stages and processes and other dy-

namic variables like decisional balance and utilized appropriately (Prochaska, Velicer, Di-
Clemente, & Fava, 1988), temptations andself-efficacy. Furthermore, during a 12- to 18-

month follow-up, they found that smokers who self-efficacy across the most important smoking
situations (Velicer, DiClemente, Rossi, & Pro-were originally in the contemplation stage pro-

gressed to the action and/or maintenance chaska, 1990), and techniques for coping with
specific situations. The personalized conditionstages four times as frequently as smokers who

were originally in the precontemplation stage. (PITT) included the stage-based manuals,
computer reports, and four counselor calls.The amount of progress head-injury adults

made in rehabilitation was directly related to The calls were proactive, initiated by the coun-
selors rather than reacting to calls from the par-their stage of change prior to treatment (Lam,

McMahon, Priddy, & Gehred-Schultz, 1988). ticipants. Except for one call, counselors had
the computer reports to help counsel clientsDropout is major problem for psychother-

apy patients in general and for addictive pa- about changes they were making on key pro-
cess variables.tients in particular. In some studies for addic-

tive problems, as many as 80% of participants The results were revealing. The two man-
ual conditions basically replicated each otherdrop out (Prochaska et al., 1992). In a study of

psychotherapy dropouts using such variables as through the 12-month follow-up. At the 18-
month follow-up, however, the individualizedsocio-economic status (SES), age, and gender,

we were unable to predict the 40% of patients transtheoretical manuals (TTT) (18.5% ab-
stained) appeared to be performing better thanwho terminated prematurely. Using the stages-

of-change questionnaire, however, we were the standardized (ALA) manuals (11%). The
interactive (ITT) computer reports outper-able to predict these dropouts with 93% accu-

racy (Brogan, Prochaska, & Prochaska, 1999). formed both manual conditions at each of the
four follow-ups. The computer reports pro-In a cognitive-behavior therapy intervention for
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duced more than twice as much quitting at with low participation rates of much more se-
lected samples of smokers. The implication iseach follow-up than did the gold standard ALA

manual (e.g., 25.2% vs. 11% at 18 months). that, once expert systems are developed and
show effectiveness with one population, theyThe personalized counselor call condition

about doubled the quit rates of the two manual can be transferred at much lower cost and pro-
duce replicable changes in new populations.conditions up to the 12-month follow-up. By

the 18-month follow-up, effects from the PITT The next challenge was the extension of the
assessment-based expert systems to providecondition appeared to have plateaued (18%).

At 18-months, the PITT condition only outper- treatments for populations with alternative
problems, like stress. With a national sampleformed the ALA manuals, whereas the trans-

theoretical manual condition seemed to have suffering from stress symptoms, we proactively
recruited more than 70% (N = 1,085) to a sin-caught up with the counselor call condition.

These results suggest that interactive com- gle behavior change program (Evers, Johnson,
Padula, Prochaska, & Prochaska, 2002). Theputer feedback on stage-related variables has

the potential to outperform the best self-help Transtheoretical Model (TTM) program in-
volved assessments on each of the TTM con-program currently available. These results indi-

cate that the field may now have self-help pro- structs to derive three expert system tailored
communications during 6 months and a stage-grams that are appropriate and effective for the

vast majority of smokers who are not prepared based self-help manual. At the 18-month fol-
low-up, the TTM group had more than 60%to take action. Providing smokers interactive

feedback about their stages of change, deci- of the at-risk sample reaching action or mainte-
nance compared to 42% for the control group.sional balance, processes of change, self-effi-

cacy, and temptation levels in crucial smoking Compared to studies on smoking cessation,
this study produced much more effective ac-situations can produce greater success than just

providing the best self-help manuals currently tion at 6 months in the TTM group, and this
outcome was maintained during the next 12available.

The next test was to demonstrate the effi- months.
In recent benchmarking research, we havecacy of the expert system when applied to an

entire population recruited proactively. With been trying to create enhancements to our ex-
pert system to produce even greater outcomes.more than 80% of 5,170 smokers participating

and fewer than 20% in the preparation stage, In the first enhancement in our HMO popula-
tion of smokers, we added a personal handheldwe demonstrated significant benefit of the ex-

pert system at each 6-month follow-up (Pro- computer designed to bring the behavior un-
der stimulus control (Prochaska et al., 2001).chaska, Velicer, Fava, Rossi, & Tsoh, 2001).

Furthermore, the advantages over proactive as- This commercially successful innovation was
an action-oriented intervention that did not en-sessment alone increased at each follow-up for

the full 2 years assessed. The implications here hance our expert system program on a popula-
tion basis. In fact, our expert system alone wasare that expert system interventions in a popu-

lation can continue to demonstrate benefits twice as effective as the system plus the en-
hancement. There are two major implicationslong after the intervention has ended.

In the next clinical trial, we showed remark- here: (1) more is not necessarily better; and (2)
providing interventions that are mismatched toable replication of the expert system’s efficacy

in an HMO population of 4,000 smokers with stage can make outcomes markedly worse.
Another important aim of the HMO project85% participation (Prochaska et al., 2001). In

the first population-based study, the expert sys- was to assess whether interactive interventions
(computer-generated expert systems) are moretem was 34% more effective than assessment

alone; in the second it was 31% more effective. effective than noninteractive communications
(self-help manuals) when controlling for num-Though working on a population basis, we

were able to produce the success normally ber of intervention contacts (Velicer, Pro-
chaska, Fava, Laforge, & Rossi, 1999). The in-found only in intense clinic-based programs
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teractive programs require assessments at each received up to three expert system reports at 0,
6, and 12 months. At 24-month follow-up, theintervention point and therefore are more

costly and demanding than noninteractive in- smoking cessation rate was significantly greater
in the treatment group (22% abstinent) thanterventions. It is essential, therefore, that such

assessment-driven interventions be more effec- the controls (17%). The parents did even better
on diet with 33.5% progressing to the action ortive to justify the additional costs and demands.

At 6, 12, and 18 months for groups of smokers maintenance stage and going from high-fat to
low-fat diets compared to 25.9% of the con-receiving 1, 2, 3, or 6 interactive versus nonin-

teractive contacts, the interactive interventions trols. With sun exposure, 29.7% of the at-risk
parents had reached action or maintenance(expert system) outperformed the noninterac-

tive manuals in all four comparisons. In three stages compared to 18.1% of the controls.
With a population of 5,545 patients fromof the comparisons (1, 2, and 3), the differ-

ences at 18 months were at least five percent- primary care practices, we proactively recruited
65% for a multiple behavior change project.age points, a difference between treatment

conditions assumed to be clinically significant. This represents one of our lowest recruitment
rates and appeared to be due to patient con-Those results clearly support the hypothesis

that interactive interventions will outperform cerns that project leaders had received their
names and phone numbers from their man-the same number of noninteractive interven-

tions. aged care company, which many did not trust.
With this population, mammography screen-Those results support our assumption that

the most powerful behavior change programs ing was also targeted, but most of the women
over 50 were in the action or maintenancefor entire populations will be interactive. In the

reactive clinical literature, it is clear that inter- stages, so relapse prevention was targeted. Of
the targeted behaviors, significant treatment ef-active interventions like behavioral counseling

produce greater long-term abstinence rates (20% fects were found for all four. At 24 months, the
smoking cessation rate for the treatment groupto 30%) than do noninteractive interventions

such as self-help manuals (10% to 20%). It was 25.4% compared to 18% for the controls.
With diet, 28.8% of the treatment group hadshould be kept in mind that these traditional

action-oriented programs were implicitly or ex- progressed from high-fat to low-fat diets com-
pared to 19.5% of the control group (Reddingplicitly recruiting for populations in the prepa-

ration stage. The implications are clear. Provid- et al., 2002). With sun exposure, 23.4% of the
treatment groups were in action or mainte-ing assessment-driven interactive interventions

via computers are likely to produce greater out- nance compared to 14.4% of the controls. And,
with mammography screening, twice as manycomes than relying on noninteractive commu-

nications, such as newsletters, media or self- in the control had relapsed (6%) compared to
the treatment group (3%).help manuals.

In one of our recent clinical trials we ac- With a population of patients in Canada
with Type 1 or Type 2 diabetes, we proactivelytively recruited populations of patients with mul-

tiple health problems. Applying the best prac- recruited 1,040 patients to a multiple behavior
change program for diabetes self-managementtices of a stage-based multiple behavior manual

and three assessment-driven expert system feed- (Jones, Edwards, Vallis, Ruggiero, Rossi, Rossi
et al., 2001, 2003). With this population, self-back reports, we proactively intervened on a

population of parents of teens who were partici- monitoring for blood glucose (SMBG), diet,
and smoking were targeted. Patients were ran-pating in parallel projects at school (Prochaska

et al., 2002). First, the study had to demon- domly assigned to standard care or TTM. The
TTM program involved monthly contacts thatstrate that it could proactively recruit a high

percentage of parents if impacts were to be included three assessments, three expert system
reports, three counseling calls, and three news-high. This study recruited 83.6% (N = 2,460)

of the available parents. The treatment group letters targeted to the participant’s stage of
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change. At 12-month assessments, the TTM than traditionally reported and for producing
unprecedented impacts.group had significantly more patients in action

or maintenance for diet (40.6% vs. 31.8%) and
for SMBG (38% vs. 25%). With smoking, 25%
of the TTM group were abstinent compared to FUTURE DIRECTIONS
15% of usual care. This was not significant due
to statistical power, but the abstinent rate fell Health care systems are either collapsing or

have collapsed. The health of our nation andwithin the 22% to 25% rate for single and mul-
tiple behavior change programs for disease pre- the health of our health care systems cannot

wait 25 years for the dissemination of psycho-vention.
With a population of patients in Hawaii therapy integration. The top priority for the

Transtheoretical Approach is the rapid dissemi-with Type 1 or Type 2 diabetes, we proactively
recruited 400 patients to a multiple behavior nation of available science and systems. The

first problems that are likely to be treated on achange program for diabetes self-management
(Rossi et al., 2002). The same three behaviors population basis are high-cost conditions such

as depression, addiction, and stress. Popula-were targeted as in the Canadian study. The
TTM program, however, did not include tions with multiple behavior problems are also

high-risk and high-cost and are major candi-counselor contacts but did have monthly con-
tacts. At the 12-month assessment, the TTM dates for population-based treatments. We are

working with health care systems, employees,group had significantly more patients in action
or maintenance for diet (24.1% vs. 11.5%) and governments, and other organizations to bring

the most effective and cost-effective therapiesfor SMBG (28% vs. 18%). There were too few
smokers to do statistical comparisons, but the to these populations.

One clinical strategy that we are studying isabstinence rates were 25.9% for TTM versus
15.9% for the controls. a step-care approach, where we begin with the

least intensive and least costly of treatments,We believe that the future of behavior
change programs lies with stage-matched, pro- such as computer-based TTM programs. Par-

ticipants who are progressing with these pro-active, and interactive interventions driven by
sensitive assessments. Much greater impacts grams would continue with them. Those who

are not progressing would be stepped up to acan be generated by proactive programs be-
cause of much higher participation rates, even more intensive treatment such as proactive

telephone counseling. Those not progressingif efficacy rates are lower. But we also believe
that proactive programs can produce compara- with this help would then be stepped up to

face-to-face psychotherapy with TTM-trainedble outcomes to traditional reactive programs.
Empirical research has been highly support- therapists.

We also need to test the limits on how manyive of the core constructs of the transtheoretical
approach and the hypothesized integration of behavior problems can be treated simultane-

ously without reducing effectiveness. To date,the stages and processes. Longitudinal studies
have supported the relevance of these con- we have been able to treat three or four behav-

iors on a population basis with no decreasedstructs for predicting premature termination
and short-term and long-term outcomes. Com- efficacy but with increased impacts on health

and health care costs. Even single behavioralparative outcome studies indicate stage-matched
interventions outperform the best alternative targets such as smoking could benefit from

multiple behavior therapies that can treat ma-treatments available. Population-based studies
support the importance of developing interven- jor barriers to successful cessation such as

stress, depression, alcohol abuse, and weighttions that match the needs of individuals at all
stages of change. These same studies suggest gain.

The future for TTM is to continue to pro-the relevance of this approach for generating
participation rates that are dramatically higher duce innovative interventions that can produce



168 Integrative Psychotherapy Models

breakthroughs in the impacts we can have on Morrel, T., & Lee., R. E. (2001). Motivation
hypothesis causal chain analysis. In R. Longa-the most deadly, disabling, and costly of behav-

ioral conditions. baugh & P. W. Wirtz,, (Eds.), Project MATCH:
A priori matching hypotheses, results, and medi-
ating mechanisms (pp. 206–222). National In-
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Cyclical Psychodynamics and Integrative
Relational Psychotherapy

PAUL L. WACHTEL, JASON C. KRUK,
AND MARY K. MCKINNEY

Cyclical psychodynamics is the theoretical ba- by selecting from among the various compet-
ing perspectives those aspects of each that cansis for an integrative relational therapy that seeks

to synthesize key facets of psychodynamic, be- be put together in a new synthesis. Each of the
theoretical perspectives that cyclical psychody-havioral, and family-systems theories. The first

statements of this theoretical point of view ap- namics draws upon is attuned to a different,
and only partially overlapping, set of observa-peared in 1977 (Wachtel, 1977a, 1977b), and

significant revisions and additions were incor- tions and clinical interventions. Cyclical psy-
chodynamics attempts to forge a new, more in-porated in several later books (Wachtel, 1987,

1993, 1997; Wachtel & Wachtel, 1986). clusive conceptualization that can encompass
the full range of observations addressed by itsCyclical psychodynamics seeks to provide

an internally consistent theoretical approach to contributory sources and that provides a con-
text for as wide a range of clinical interventionspersonality functioning, as well as a way of pro-

ceeding clinically within the therapy hour. In as can be coherently employed.
As the name implies, cyclical psychodynam-contrast to a technically eclectic approach, in

which techniques are selected probabilistically ics, although drawing upon multiple contribu-
tions and perspectives, has been most influ-because they have worked with patients pos-

sessing similar characteristics, cyclical psycho- enced by the psychodynamic point of view. It
can thus be seen not only as an instance ofdynamics seeks to develop a coherent theoreti-

cal structure to guide clinical decision-making. theoretical integration but also as an exemplar
of assimilative integration. The psychodynamicCyclical psychodynamic theory approaches

the issue of compatibility between putatively core of the theory draws on traditional Freud-
ian ideas such as the emphasis on unconsciouscompeting theories and techniques by probing

beneath the differing terms and vocabularies to processes, inner conflict, and the importance
of transference in the patient’s relationshipfind the actual core observations of each and

172
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with the therapist. But it also builds upon the promote new insights and such insights in turn
generate increased motivation to try new be-interpersonal conceptualizations of Horney and

Sullivan, the social and cultural explorations of haviors (see, in this connection, Frank, 1999;
Wachtel, 1997; Weiss & Sampson, 1986).writers such as Fromm and Erikson, the clini-

cal insights about the impact of new relational
experience introduced by Alexander and French
(1946) and later modified and elaborated by THE APPROACH
writers such as Weiss and Sampson (1986), Ko-
hut (1977), and Frank (1999), and the rela- In order to avoid awkward locutions and refer-

ring to oneself in the third person, this sectiontional synthesis in psychoanalytic thought in-
troduced by writers such as Mitchell (1988, of the chapter, written by the first author, will

be in the first person singular: I was originally1993) and Aron (1996). The current version of
cyclical psychodynamics can best be under- trained in the psychodynamic tradition. My

doctoral training, at Yale, emphasized psycho-stood as one of a number of partially overlap-
ping models that constitute the relational point analytic ego psychology, complemented by a

strong dose of Hullian learning theory, as me-of view in psychoanalysis.
In contrast to most psychodynamic models, diated by the work of Dollard and Miller (1950).

My psychoanalytic training, in the New Yorkcyclical psychodynamics places its primary em-
phasis not on the notions of fixation or develop- University postdoctoral program in psychoanal-

ysis and psychotherapy, combined a furthermental arrest but rather on the vicious circles
set in motion by early events and relationships grounding in classical psychoanalytic theory

and ego psychology with a strong exposure toand on the ways those cyclical patterns persist
into the present (see, for example, Wachtel interpersonal and existential-phenomenologi-

cal models. These experiences were seminal[1982, 2003], Zeanah, Anders, Seifer, & Stern,
[1989], and the discussions of empirical re- for me; I have remained strongly interested in

and committed to psychoanalytic ideas to thissearch on vicious circles and self-fulfilling
prophecies later in this chapter). Its analyses day. As my psychoanalytic training proceeded,

however, I became increasingly dissatisfied withshow how problematic patterns are sustained
and strengthened not in spite of, but precisely a number of prominent features of psychoana-

lytic thought, which seemed to me both im-because of, our current reality.
Complementing (but functioning compati- pediments to clinical practice and far less es-

sential to the psychoanalytic point of view thanbly with) the psychoanalytic perspective of cy-
clical psychodynamic theory, behavioral and is commonly assumed.
family-systems traditions have attuned us to the
importance of detailed inquiry into how and

Overemphasis on Early Experiencewhen neurotic patterns are evoked and into the
patient’s current social and cultural context. One of the most significant sources of dissatis-

faction with standard psychodynamic accountsFrom the perspective of cyclical psychodynam-
ics, the distinction between the person’s “inner was what I experienced as an excessive empha-

sis on very early experiences, and in particularworld” and his or her “external” reality breaks
down, and they are seen as continually defin- an emphasis on early experience formulated in

a way that made it seem as if those early experi-ing and redefining each other in recursive
fashion. Both behavioral and systemic models ences remained lodged in the psyche as a for-

eign body, unchanged by later experience (seeprovide therapeutic change techniques to com-
plement the psychoanalytic emphasis on insight Wachtel, 1977, 2003). Such an emphasis leads

the therapist to pay insufficient attention to theand examination of the transference. Rather
than assuming that change will follow insight influence of ongoing events in the person’s life,

and indeed places theoretical obstacles to fullrather automatically, the cyclical psychody-
namic therapist views change as a synergistic consideration of such influences. Both daily

personal observation and my reading of the re-process in which new behaviors and feedback
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sults of empirical research (see below) per- in the person’s daily life offered a useful com-
plement to the more psychoanalytic emphasissuaded me of the powerful and continuous im-

pact of ongoing life events. Both our behavior on corrective experiences with the therapist.
Even today, when behavior therapy has largelyand our experience vary greatly in different

contexts, and a theory that did not fully and evolved into cognitive-behavioral therapy, I
view traditional behavioral interventions as areadily accommodate this obvious fact was un-

necessarily limited. I sought an alternative that more useful complement to the psychoanalytic
method than I do the methods of more cogni-could retain the important insights and sur-

prising observations deriving from the psycho- tive-behavioral approaches. This is largely due
to the fact that my interest in moving beyondanalytic tradition, yet could integrate into its

account of personality development and psy- exclusively psychoanalytic ways of working was
prompted in part by my view that psychoanaly-chological distress the important role of envi-

ronmental context (cf. Mischel, 1968, 1973; sis, with its overvaluation of insight, was itself
too cognitive in its approach to therapy, andWachtel, 1973a,b).
that what was needed as a corrective were in-
terventions that brought people closer to affec-

Overemphasis on Insight tive and experiential contact with what they
had been warding off. In recent years, I haveAround the same time, I began to be skeptical

that knowing something about oneself was the become clearer that my reservations about the
cognitive therapies derive as well from the ten-major source of change. The idea of insight

seemed an inexorably cognitive notion, and al- dency for some versions to try to persuade the
patient that he or she is being irrational (andthough the distinction between intellectual and

emotional insight was clearly rooted in sound to the implicit message contained thereby that
the therapist is the one who knows what is ra-clinical observation, it was conceptually prob-

lematic. It seemed to me that judgments about tional). As cognitive and cognitive-behavioral
therapists have themselves increasingly articu-whether an insight was intellectual rather than

emotional were frequently post hoc decisions lated differences between “rationalist” and “con-
structivist” approaches to cognitive therapy (Arn-that reflected rather circular reasoning. With

hindsight, insights were accorded the status of koff & Glass, 1992; Neimeyer & Mahoney,
1999), I have found myself increasingly inter-merely intellectual insights if not followed by

clinical change and of emotional insights if the ested in the convergences between the con-
structivist branch of cognitive therapy and theresults were more favorable. This made the

theory relating insight to change invulnerable, relational approaches to psychoanalysis (Wach-
tel, 1997).but not very useful.

The basically negative attitude of the psy-
choanalytic community toward Alexander’s no-

Unclarity About the Changetion of the corrective emotional experience (e.g.,
Process and Insufficient ExploitationAlexander & French, 1946) seemed to me un-
of Freud’s Revised Anxiety Theoryfortunate. In my own clinical experience, it

seemed that the experiential component was a Having been trained at Yale during the days
when John Dollard and Neal Miller were therecrucial one and that not only new experiences

in the relationship with the therapist but also (see Dollard & Miller, 1950), I was alerted
early to the possibilities of understanding thenew experiences more generally that discon-

firmed neurotic expectations were of greater observations of Freud and later analysts in ways
that differed somewhat from standard psycho-import than insights that were of a more cogni-

tive sort. analytic language and that opened up new pos-
sibilities. In particular, I began to feel that theMany of the methods used by behavior ther-

apists seemed to me valuable alternative ways concept of extinction of anxiety as a major
source of change captured the implications ofof providing such corrective experiences, and

their frequent focus on corrective experiences Freud’s (1926) late insights into the role of anx-
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iety in neurosis better than most of the stan- singular flashes of insight are unlikely to lead
to permanent change, that something more ar-dard psychoanalytic literature did.

The extinction concept was closely linked duous and less dramatic was usually required.
This observation has been confirmed so readilyto an important procedural variable—exposure

to cues that were previously avoided as a conse- in clinical practice by others that therapists
reading or talking about working through feelquence of fear. Avoidances resulting from fear

prevent new encounters that might demon- they know precisely what is being referred to.
But though the experience of working throughstrate that the fear is no longer warranted. Dol-

lard and Miller’s analysis, rooted in psychoana- is a familiar one, the process that is represented
is not nearly as clear. Psychoanalytic accountslytic observations as well as those deriving from

the laboratory, suggested that the cues being tend to discuss it in terms of examining the
newly discovered thoughts, feelings, and expe-avoided were not limited to external cues of

the sort typically emphasized by behavior ther- riences from a variety of different perspectives
until it is fully understood. The emphasis, inapists. They could include as well what Dollard

and Miller called “response-produced cues”— other words, is again often cognitive.
The extinction concept, together with Freud’scues associated with the person’s own thoughts

and affective reactions. Thereby, Dollard and revised theory of anxiety, suggests another ex-
planation. Working through is needed becauseMiller forged a link between psychoanalytic

concepts of repression and the avoidances ad- what is most essential in therapeutic change is
the overcoming of anxieties learned early indressed by more behaviorally oriented thera-

pists. As implied in a different but related way life that are no longer appropriate (if they ever
were). Fears and inhibitions resulting from thein Freud’s notion of signal anxiety, when the

individual begins to perceive cues that are even cognitive and motor limitations of children,
their misunderstanding and overgeneralizationmarginally associated with a thought that has

become a source of anxiety, there is a strong of parental prohibitions, and the restrictions
placed on children that are not applied toinclination to avoid those cues. Whether de-

scribed in terms of “repression” or “defense” in adults (for example, about sexuality) must be
unlearned. The unlearning of these fears, how-traditional psychoanalytic terminology, in terms

of “selective inattention” in Sullivan’s (1953) ever, is impeded by the avoidance they engen-
der, which makes impossible the needed expe-terminology, or in terms of the response of

“not-thinking” in Dollard and Miller’s concep- rience of encountering the source of fear and
discovering it is no longer a danger. And oncetualization, what is being addressed is a ten-

dency to not notice, to reinterpret, to change the therapist does manage to bring about expo-
sure to the previously avoided cues, repeatedthe subject, or in other ways to avoid or attenu-

ate the experience of the forbidden. exposure to them is necessary. In the case of
formulations guided by psychoanalytic thought,Everything we know about extinction of

anxiety associated with more overtly observable this implies bringing the patient back into con-
tact with the thoughts and affects that havecues suggests that what is crucial is repeated

exposure to the frightening stimulus in circum- been repressed—that is, avoided. Thus, it is not
enough merely to “see” what you have blindedstances where the expected harmful conse-

quence does not occur. Almost always, this ex- yourself to; it is essential to see it again and
again—in other words, to undergo repeated ex-posure must occur on many occasions, and the

reduction of anxiety occurs only gradually. If tinction trials for the anxiety associated with
these cues or, in psychodynamic terminology,the reader is following the logic of the argu-

ment being developed here, it will be apparent to participate in working through.
From this perspective, one of the key func-that what is being described is another perspec-

tive on what in psychoanalytic terms is referred tions of “interpretations” is that they are com-
ments that either interrupt the person’s way ofto as “working through.”

Psychoanalytic accounts of working through avoiding cues associated with the feared thought
(defense interpretations) or, by stimulating as-are often rather vague. Freud sensed early that
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sociations and/or saying out loud the thought many ways be a highly skilled participant in
social interactions, showing just a few odd la-that can’t be spoken, increase the likelihood

that the patient will begin to be exposed to the cunae in an otherwise general picture of com-
petence. The lacunae in each case would betherapeutically relevant cues. When psychoan-

alytic treatment is successful, it is likely that a related to specific areas of anxiety and avoid-
ance, but the relationship is not necessarily agood deal of its success is due to its effective-

ness in bringing the patient into contact with simple one-to-one. Many dimensions of life ex-
perience—including just where one is forcedthoughts and images that have theretofore

been fearfully avoided. The process of working to sink or swim despite one’s anxiety and where
in contrast well rationalized avoidance is possi-through, however, may be approached ineffi-

ciently if it is primarily conceptualized as a ble—will influence where reasonable skillful-
ness develops and where avoidance takes itsquasicognitive process of exploration and un-

derstanding rather than as a reflection of the toll.
need for repeated exposure in order for mal-
adaptive anxiety to be extinguished. Rather
than looking for “new material” or new per- ACTIVE INTERVENTION

AND THE INCLUSIONspectives or new understanding, the therapist
might more deftly accomplish the therapeutic OF A BEHAVIORAL VIEW
task by helping the patient to be exposed to
the same cues over and over until an efficient, These and other considerations led me to be-

lieve that much more active intervention intofocused extinction process is effected.
people’s difficulties was both possible and de-
sirable than I was taught by my psychodynamic

Insufficient Attention to the Role teachers. I began to be struck by the possibili-
of Social Skills ties inherent in the interventions developed by

behavior therapists, whose conceptions did notA further important consequence of the anxi-
ety and avoidance so regularly associated with prevent them from intervening actively. As I

began to be more familiar with their work, itpsychological disorders is that it generally leads,
in the course of development, to bypassing seemed to me that behavior therapy was partic-

ularly strong in some key areas where the psy-or truncating important developmental experi-
ences. The complex social skills required of ev- chodynamic tradition was relatively weak. Be-

havior therapists, for example, had available toery adult in an advanced society take many
years to learn, and their effective learning re- them a variety of active intervention methods

for which there was impressive evidence ofquires both careful observation of others and
much practice and honing of one’s interac- their capacity to bring about changes desired

by the patient. The psychoanalytic tradition, intional style. That much of this observation and
practice goes on automatically, without self- contrast, had few specific interventions. The

process of exploration was forced to serve dou-consciousness or even awareness that one is do-
ing such things, does not in any way diminish ble duty as both a diagnostic procedure and

the intervention to which the emerging diag-its ubiquity or importance. If anxieties make
it more comfortable to avoid certain kinds of nostic picture necessarily and almost inevitably

seemed to point.experiences early in life, and the countless
practice sessions that life offers are not encoun-
tered, there will be an impact on one’s ability

Variability and Contextto negotiate the shoals of social interaction.
This does not necessarily mean that the in- A second area of strength for behavior therapy

that filled (and highlighted) a gap in the psy-dividual will be grossly inappropriate or a so-
cial outcast. To begin with, the deficits are of- choanalytic approach was its considerably

greater attention to the role of context in hu-ten quite focused, showing up only in very
specific contexts. Thus, the patient might in man behavior and, pari passu, to the variability
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of our behavior and experience in different memory seemed to me greatly underestimated
by the psychoanalytic community at the time,contexts. This seemed to me consistent with

my own experience, both in observing others and the possibility of adding techniques that
were being seriously evaluated by strenuousand in observing myself, of substantial fluctua-

tions and vicissitudes in functioning—both in methods was very appealing.
In more recent years, psychoanalytic investi-specific behavior and in the “level” of organi-

zation or maturity—depending on the situation gators have taken major steps in correcting this
deficiency in the psychoanalytic literature andand the other people involved. Such a recogni-

tion of variability with context need not lend in the psychoanalytic community (see, for ex-
ample, Luborsky, 1996; Luborsky, Barber, &itself to what Bowers (1973) has called “situa-

tionism”—an overemphasis on the determining Crits-Christoph, 1990; and the series, now in
its eighth volume, of Empirical Studies of Psy-influence of situations that excludes or under-

estimates the concurrent role of the percep- choanalytic Theories (e.g., Bornstein & Mas-
ling, 1998). Moreover, both psychoanalytic andtions, motives, and prior experiences of the

individual who finds him or herself in the situ- cognitive-behavioral thinkers have introduced
new perspectives critiquing and expanding ouration. Rather, in its more sophisticated ver-

sions, it points to an appreciation of how char- understanding of the nature of evidence in our
field, and the result has been a greater conver-acteristics of the individual and the situation

interact to jointly codetermine what occurs gence between the epistemological perspectives
of some key authors in both traditions (see, for(see also Magnusson & Endler, 1977; Wachtel,

1973a, 1987, 1999). example, Mitchell, 1993; Hoffman, 1992; Nei-
meyer & Mahoney, 1999). Nonetheless, oneThis emphasis on the contextual nature of

human behavior provided an important cor- continuing difference between the cyclical psy-
chodynamic version of psychoanalytic thoughtrective to formulations that emphasized the

person’s fixation or arrest at a particular de- and other contemporary psychoanalytic ap-
proaches is the greater attention of the for-velopmental level and that, in effect, treated

the enormous variability in the actual level mer to research findings deriving from non-
psychoanalytic origins. Both in developingof functioning of almost every individual as

“noise.” Moreover, it provided a much better therapeutic interventions and in understanding
personality development and the sources ofhandle on appreciating and building on the pa-

tient’s strengths rather than focusing the thera- psychological disorder, the cyclical psychody-
namic approach attempts to incorporate thepist’s attention almost exclusively on pathology

(see Wachtel, 1993). findings of well conducted research, whatever
its provenance.

Validation and Research
Commitment

THE CONTINUED IMPORTANCE OF
THE PSYCHODYNAMIC PERSPECTIVEStill a third contribution of the behavioral tra-

dition that drew my attention was its emphasis
on the need to validate concepts and proce- Despite these dissatisfactions, my basic outlook

continues to be best characterized as a versiondures. At the time I began my integrative ef-
forts, psychoanalysis was quite weak in this area. of psychodynamic thought, and various fea-

tures of the psychodynamic approach haveThe emphasis on privacy, the corollary resis-
tance to tape recording and the indifference seemed to me crucial to retain. The emphasis

in psychodynamic thought on conflict and onto—or even antipathy toward—the experimen-
tal method shown by many analysts all contrib- the ubiquity of self-deception have been partic-

ularly important for me, as have the guidelinesuted to an atmosphere in which clinical lore
and private convictions predominated. The it provides as to where and how to look for in-

clinations and experiences that are being dis-vulnerability of uncontrolled clinical observa-
tions to bias and to selective perception and avowed (Wachtel, 2000, 2001a). Although the
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rules of inference that countenance analyti- Compatibility of Dynamic
and Behavioral Approachescally oriented therapists’ claims have still not

been sufficiently spelled out, the situation is
The key to reconciling psychoanalytic and be-not as arbitrary as many critics of psychoanaly-

sis would have it. Close examination of the havioral conceptualizations—the central theo-
retical turn in moving beyond what, in manylogic of inference among responsible psycho-

analytic clinicians reveals a variety of useful respects, only seemed to be fundamental in-
compatibilities—was attention to the largelyrules that can be followed with reasonable con-

sistency. It is certainly true that eschewing the circular nature of causality in human affairs:
The events that have a causal impact on ourkinds of inferences that analysts make can pro-

tect the clinician from numerous errors of behavior are very frequently themselves a func-
tion of our behavior as well. If situations haveoverinterpretation. But a state of affairs exists

that is akin to the unavoidable tradeoff in sta- a greater impact on our functioning than most
psychodynamic formulations tend to acknowl-tistical inference between Type I and Type II

errors: Avoidance of the danger of erroneous edge, it is also the case that the situations we
encounter are not simply independent vari-inferences that the psychoanalytic interpretive

method does indeed present can only be ables, as they might appear from the perspec-
tive of the experimental studies to which earlyachieved by a clinically even greater danger of

missing crucial areas of conflict and self-decep- behavior therapists largely attended (cf. Wach-
tel, 1973a). Rather, they can themselves be un-tion. Relying too preponderantly on what the

patient can consciously report increases the derstood as a function of the extant personality
organization. By choosing to be in certain situ-danger of misformulations of the patient’s aims

and difficulties. ations and not others, by selectively perceiving
the nature of those situations and thereby alter-In observing non-psychoanalytic clinicians

at work, I have noted a tendency to assume that ing their psychological impact, and by influ-
encing the behavior of others as a result of ourwhat people want and feel are the things that

society teaches them they should want and feel own way of interacting, we are likely to create
for ourselves the same situation again and(Wachtel, 1997). When one looks and listens

closely, however, in the way that the psychody- again. The situations we find ourselves in are
not just what the world throws us into but arenamic tradition teaches us to look and listen,

one may be struck by how often people’s actual very largely consequences or expressions of our
personalities.governing motives and assumptions do not cor-

respond to what is socially expected or norma- Both the reality of the impact of the situa-
tion or context on our behavior, and the realitytive. Naturally, it is just such nonnormative

motives and experiences that are most likely of our capacity to choose and alter the situa-
tions we encounter, must be taken into accountto be inaccessible to the person’s conscious

awareness, as they frequently elicit guilt and if our theories and practices are to capture the
full complexity of human behavior. Neither isshame.

It is interesting to note—and this bears more basic or correct. By and large, psychody-
namic theorists have given greater weight toparticularly on the issue of the potential com-

patibility of psychodynamic and behavioral what might be called the “inside-out” direction
of causality, and behavioral theorists to theperspectives—that the inferences on which

psychoanalytic formulations are based are of- “outside-in.” Interpersonal and relational ver-
sions of the former and social learning and cog-ten most essentially rooted in paying attention

to people’s behavior, to how what they do dif- nitive versions of the latter tend to treat the
causal sequences less unidirectionally (e.g., Ban-fers from what they say. It is in noticing contra-

dictions between patients’ avowed intentions dura, 1978, 1999; Horney, 1939, 1945; Mitch-
ell, 1988, 1993; Sullivan, 1953), providing fur-and the consistent consequences of their ac-

tions that dynamic inferences are frequently ther footholds and handholds for those seeking
an integrative model.born.
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In attempting to develop a more fully inte- treatment, assist the patient in devising a regi-
men of therapeutic experiences—their behav-grative picture of personality development, I

have increasingly relied upon the analysis of ior with the patient will have an impact. And
whatever they do, the meaning of that impactvicious circles that maintain consistency in

personality functioning over time despite the is essential to understand. As this point of view
emerged clearly for me, I began to get trainingconsiderable forces potentially pushing for change.

The name “cyclical psychodynamics” reflects in behavior therapy and to study closely the
work of leading behavior therapists. I also be-the dual concern of this point of view with elu-

cidating the cyclical nature of causal processes gan experimenting with ways to incorporate
behavioral methods into my clinical work. Atin human affairs and with elucidating the un-

conscious motives, fantasies, and conflicts that first, my use of behavioral methods was fairly
orthodox—even if the setting in which I em-are so crucial in almost everything we do (cf.

Strupp & Binder, 1984). ployed them was not. That is, when I used
these methods I looked pretty much the way aFrom a cyclical psychodynamic perspective,

it became clear both (1) that the active inter- traditional behavior therapist looked when he
or she used them (though it was not long be-ventions of behavior therapists (and later of

therapists from other perspectives; see, for ex- fore at least some variations began to become
evident—the consequence of my having hadample, Wachtel & Wachtel, 1986) could be

of significant value in promoting the changes psychoanalytic training and retaining a strongly
psychodynamic point of view in many re-dynamic therapists were working toward, and

(2) that those methods could be employed logi- spects). Before long, however, I began to notice
that the dividing line between which aspects ofcally and consistently within a modified psy-

chodynamic context. The key to the latter my clinical work represented the behavioral
side of my work and which represented the psy-point was the recognition that the transference

phenomena that were at the heart of much of chodynamic side began to blur. Not only did I
begin to give a psychodynamic flavoring to mythe psychoanalytic therapist’s concerns were

being conceptualized in most psychoanalytic use of behavioral methods, but my style of car-
rying through the psychodynamic side of theaccounts in a needlessly constricting way.

From a cyclical psychodynamic perspective, work—of interpreting, of communicating my
understanding, and even of listening—begantransference reactions are understood as the in-

dividual’s idiosyncratic way of construing and to be influenced by my increasing immersion
in the behavioral point of view.reacting to experiences, rooted in past experi-

ences, but always influenced as well by what is The evolution of the cyclical psychody-
namic point of view, then, is characterized byreally going on. The therapist’s interventions

do not “muddy” or “distort” the transference a movement from combining approaches or in-
corporating methods from one approach intobecause all transference reactions are reactions

to something. Moreover, it is as important to an approach informed by another point of
view, toward a fuller synthesis or integration. Inunderstand what occurrences the patient is re-

acting to as to understand why, based on past much of the work currently approached from a
cyclical psychodynamic approach, it is hard tohistory, he reacts to the situation in the particu-

lar way he does. From this vantage point there say which is the psychodynamic part and
which is the behavioral. The work, one mightis no neutral point from which, if the therapist

just gets out of the way and doesn’t interfere say, is becoming more seamless.
or distort, the real transference will “emerge or
“unfold” (cf. Wachtel, 1987, chapter 3). Rather,
transference is a complex set of responses, vary- APPLICABILITY AND STRUCTURE
ing with context, but highly informative about
the patient’s key interpersonal experiences and Cyclical psychodynamic theory and the inte-

grative relational therapy associated with itmaneuvers. Whatever therapists do—whether
they remain largely silent, actively direct the evolved out of a psychoanalytic model, and
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many aspects of the treatment model reflect ly to the relevance of working as well with the
“cast of characters” in the patient’s life (Wach-these origins. Most typically, it is practiced in

an outpatient setting and is associated with rel- tel & Wachtel, 1986). Thus, even in an indi-
vidual treatment, occasional sessions with aatively long-term treatment rather than a time-

limited approach. However, the cyclical psy- spouse or partner to address a particular imped-
iment is common, as are occasional sessions,chodynamic perspective, because it is compati-

ble with and encourages more active interven- primarily for the purpose of gaining additional
perspective, with significant others in the pa-tion, is not in principle opposed to briefer

treatments, and in particular circumstances tient’s life.
more time-limited versions have been under-
taken. Most typically, because the goals of
the treatment tend to be ambitious ones, the
course of treatment is several years. But in THERAPY RELATIONSHIP
the case illustration below, for example, the
course of treatment was about 8 weeks. Rapid In integrative relational therapy, the relation-

ship is seen as a central element in the processchange is viewed as a desirable consequence
of the treatment, rather than as “flight into of change, although by no means the only im-

portant element. Alexander and French’s (1946)health,” but the patient is also encouraged to
consider whether there are other issues he or concept of the corrective emotional experience,

Weiss and Sampson’s (1986) ideas about theshe wishes to work on.
Cyclical psychodynamic theory and integra- therapist passing the patient’s “tests,” as well as

more contemporary relational writings on thetive relational therapy have mainly been ap-
plied to patients with neurotic and borderline therapeutic relationship and the impact of new

relational experience (e.g., Aron, 1996; Frank,level characterological difficulties. As in the case
example below, it is also applied fairly com- 1999; Maroda, 1999; Mitchell, 1993), all have

played a role in the way the therapeutic rela-monly to a range of symptomatic complaints,
particularly involving anxiety and interpersonal tionship is conceptualized. Especially relevant

and helpful in understanding the cyclical psy-difficulties. It has generally not been applied
to the treatment of psychosis. Cyclical patterns chodynamic understanding of the role of the

relationship is the explication by Stolorow,almost certainly become a part of the difficul-
ties encountered by psychotic patients as well, Brandchaft, & Atwood (1987) of the ways that

accurate understanding of the patient’s experi-but the role of genetic and biological factors in
those disorders and the concomitant centrality ence and the development of a facilitative ther-

apeutic relationship are part and parcel of eachof medication point in different treatment di-
rections. Also, most experience with this ap- other.

A particular concern of integrative relationalproach to therapy has been in outpatient set-
tings, and the treatment of acute psychosis in therapy is to aid the patient in reappropriating

aspects of his or her psychological life that haveparticular does not readily fit this setting.
This is not to suggest that the use of ad- been cast out of consciousness or rejected from

the evolving sense of self. A central focus ofjunctive medication is in any way incompati-
ble with a cyclical psychodynamic approach. Therapeutic Communication (Wachtel, 1993)—

to date the most detailed description of the ac-Psychopharmacological aids for the relief of
depression or anxiety are quite common in this tual clinical practice that derives from this ap-

proach—is to illuminate the ways in whichapproach and are viewed as helping the patient
to participate more successfully in the effort to many common features of therapists’ interpre-

tations and comments to patients are unwit-break the vicious circles in which he or she is
caught. tingly critical or discouraging. The creation of

a relationship in which the therapist is a help-Integrative relational psychotherapy is pri-
marily an individual treatment, but the cyclical ful collaborator, whose comments are met not

with a wince but with a sense of being empath-psychodynamic perspective points quite direct-
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ically understood and accepted, is a central criticized or put down (see Wachtel, 1993; Wile,
1984), I wondered out loud if his parents had beenaim of the work.

The attention of the therapist shifts back very concerned about status and what the impact
on him might have been. At this, he seemed toand forth from what is transpiring in the room,

what the patient reports about his or her daily experience a good deal of relief and immediately
relaxed some. He said yes, they were like thatlife and interactions, and what is learned about

the important relationships and experiences in and it was very oppressive.
John’s conscious views were much more lib-the patient’s past. The experience of the thera-

pist in interacting with the patient helps her to eral than those of his parents, and this added still
further to his dilemma: He could not readily ac-understand better what are the likely mutual

dynamics in the patient’s key relationships and knowledge his concerns about status, or appreci-
ate the role those concerns played in his life, be-typical interactions. Change is seen as in part

deriving from the new experience with the cause he had struggled hard to disavow them
and, as far as he knew, he had done so. By raisingtherapist and from the emergence and accep-

tance of broader and deeper aspects of the self them as his parents’ concerns, I made it possible
for him to begin addressing them while still main-as a result, but this salutary change is seen as

depending very crucially as well on changing taining his view that he himself did not endorse
them, indeed while expressing his distaste for them.the experiences the patient encounters daily in

interacting with the key figures in his or her Attempting to open further a path for John’s
exploration of attitudes I sensed were an impor-life. Ultimately, the therapy relationship and

what transpires in the sessions is understood as tant part of his difficulties, I then added that it
must have been difficult growing up in such anserving as a catalyst for changes in daily life.
environment not to adopt some of their views
simply in self-defense; with their relentless em-
phasis on status and success, it would have been

CASE EXAMPLE extremely painful not to attend to this himself.
This comment seemed to make it a bit easier for
John to take a look at his own concerns aboutJohn N. was a quite prominent member of his

profession who had, to his great consternation, status, most likely because it implicitly conveyed
that it was not his fault that he felt this way.never passed the licensing exam. He had taken

the exam five times before and had failed each Through this process of gentle and gradual
confrontation with his disavowed status concerns,time, despite the fact that his professional stature

was such that his own work was occasionally ad- John began to recognize that he had felt defensive
and humiliated by having to take the exam anddressed on the exam. Although he presented him-

self as a case of “test anxiety” and informed me had as a consequence not prepared seriously
enough. This was somewhat the case even theof that self-diagnosis in the first session, it quickly

became clear that more was involved. John had first time he took the exam: He felt he had to be
very cool and casual about his preparation de-grown up in a prominent Boston family, and had

been taught by his parents, who were quite de- spite considerable anxiety—anxiety largely prompt-
ed by the internal necessity not just to pass but tomanding and status-conscious, that he must not

only excel but also appear to do so effortlessly. do spectacularly well and to do so without
“sweating it.” Needless to say, the pressure be-This was not something that John was able at

the outset to say directly. At first I was merely came even greater as he took and failed the exam
over and over.struck by his various efforts to let me know, indi-

rectly but most assuredly, who it was I was deal- This initial bit of insight-oriented work modi-
fied the program of behavioral interventions thating with. He worked very hard at conveying both

his stature in the profession and his social status was to be employed. Although, as I will describe
shortly, I did indeed use systematic desensitiza-and seemed very uncomfortable with being in the

role of patient. In looking for a way to inquire tion to help John overcome his test anxiety (the
treatment John had come to me expecting), I also,into this tendency that did not leave John feeling
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on the basis of the exploratory aspects of this ini- his strategy for studying for the exam. He was
struggling with dual inclinations to study muchtial work, concentrated more than I otherwise might

have on his preparing more thoroughly for the harder than anyone else taking the exam and to
study much less. We worked on images of his be-challenge the exam represented. By helping him

to see the unacknowledged feelings and ideas ing just one of the crowd until he could imagine
this with little discomfort, and he found that thisthat had led him to treat the exam dismissively,

the initial work enabled John to address the exam enabled him as well to have a much clearer sense
of what would be an appropriate amount of prep-more seriously this time. As he came to see, it

was not just a matter of anxiety that had to be aration: He could do it “just like everyone else.”
Similarly revealing was his reaction to the im-overcome. The anxiety, though in certain respects

excessive, and certainly interfering with his per- age of approaching the door of the exam build-
ing. It became clear as he immersed himself informance on the exam, was not entirely unrealis-

tic: It was based in part on his unacknowledged the image that another source of discomfort was
seeing the guard at the door. He recalled that theperception that he had not taken the exam seri-

ously enough to be properly prepared. same man had been on duty on several occasions
and felt very uncomfortable at the idea that thisAfter working a good deal on the internal pres-

sures that had led John to be dismissive toward man would see that he was taking the exam still
one more time. He worked on this image forthe exam and on how he could study for it more

seriously this time, we did turn to desensitization. much of a session, finally overcoming the anxiety
when he pictured himself taking the bull by theInitially, the major dimension for the develop-

ment of a hierarchy was a temporal one. The im- horns and saying “good morning” instead of try-
ing to slink in unnoticed (as he realized at someages moved from a period considerably before

the exam, through increasingly close approaches point he was doing in the image).
The most interesting developments occurredto actually appearing at the door, to his sitting

down at the desk, to his confronting the experi- when John imagined himself visiting the exam
room the day before the exam. The aim in thisences he would encounter when actually taking

the exam. set of imagery exercises was for him to acclimate
himself to the setting in which the exam wouldAs will be apparent below, the “insight” part

of the work did not come to an end once system- take place and thereby to experience a reduction
in anxiety. He was asked to look carefully aroundatic desensitization began. Indeed, some of the

most useful and interesting insights came during the room, to touch the various surfaces such as
the desk and walls, to experience the lighting,the course of the systematic desensitization itself.

If the therapist approaches systematic desensitiza- and so forth.
When he began the imaging, however, a fasci-tion, or any other kind of intervention, in a spirit

of openness to the patient’s experience, there is nating series of associations and new images
came forth. At first he spontaneously had the as-not a sharp dichotomy between insight-oriented

work and active interventions (cf. Frank, 1999). sociation that the room seemed like a morgue,
and then that the rows of desks seemed likeFor example, as we went through the various

images in John’s original hierarchy, the nature of countless graves covering the site of a battlefield.
Then he felt overcome with a feeling of impo-his discomfort became clarified in a number of

specific situations. Thus, when he pictured walk- tence. I asked him if he could picture himself as
firm and hard, ready to do battle. He did so (I lefting into the exam room, he became aware of the

crowd of exam takers pressing in together, and he it ambiguous whether he should take this specifi-
cally to mean having an erection or as an imageexperienced a strong sense of indignity at being

pushed and at having his identity checked. This, of general body toughness and readiness). He
said he felt much better, stronger, and then spon-more than any concern about failure, was his pri-

mary source of distress with these images. We taneously had an image of holding a huge sword
and being prepared to take on a dragon. He asso-discussed this in relation to the legacy of his up-

bringing, and it led to an important discussion of ciated this image to our various discussions of his
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treating the exam as a worthy opponent, taking was simply suggestion on my part (see Wachtel,
1993, chapter 9). The “interpretation” seemsit seriously yet being able to master it. He was

exhilarated by this image, and I suggested he en- plausible, but at the very least I was gilding the
lily, using the panther image to point toward atti-gage in such imagery at home between sessions,

a suggestion he endorsed with great enthusiasm. tudes I felt it would be useful for him to incorpo-
rate, whether they were the actual sources of theIn the next session, we began with his again

picturing himself visiting the exam room the day image or not.
What is important is that my comments werebefore the exam. For a while, as he checked out

the various features of the room, he felt quite meaningful to the patient. Whether or not they
accurately depicted the origins of the image, theycalm and confident. But suddenly he felt a wave

of anxiety, as if something was behind him. I did resonate with the ripples of meaning that the
image engendered, and they helped to amplifyasked him to turn around and see what was there.

He reported seeing a large cat, a panther. Here I and consolidate the utility of the image itself,
which was, after all, John’s creation. In furthermade a kind of interpretation. I offered that the

panther represented his own power and aggres- work on the test anxiety and—significantly—later
on his own in dealing with a range of other con-sion and that it was a threat to him only so long

as he kept it outside of him or out of sight. I asked cerns, John, for whom imagery turned out to be a
very salient modality, made great use of the pan-him if he could reappropriate the panther part of

him, adding that what he was feeling threatened ther image and its variants (cf. Lazarus, this vol-
ume). He aided his efforts at relaxation, for exam-by was his own power, his own coiled intensity.

He pictured the panther being absorbed into ple, by imagining himself as a big cat, relaxing
and licking himself. When faced with a difficulthimself and the anxiety receded. I then elabo-

rated—quite speculatively, to be sure, but in a challenge he imagined again himself and the
panther as one, and felt that he didn’t have to beway rooted in the understanding we had achieved

together about the dynamics of his difficulty with overtly aggressive, as he knew deep inside he was
capable of whatever was necessary. Sometimesthe exam—on why it might be that he had chosen

a panther in particular to represent the part of he would even imagine himself emitting low
murmuring sounds deep in his throat that, as hehimself that needed to be reappropriated. I noted

that panthers were not only strong and purposeful put it, “remind the panther that it’s a panther.”
One of my favorites of his spontaneous cre-but were also meticulous and supremely respect-

ful of their prey. Despite being awesome crea- ative uses of the panther image came later in the
desensitization work. We were at the point of histures, I suggested, panthers did not take their prey

lightly. They did not just casually leap out when- imagining actually sitting and taking the exam
when a wonderful smile appeared on his face. Heever they saw a potential source of nourishment.

They did not act as if it were beneath their dig- told me he had just had an image that the point
of the pencil with which he was writing the examnity to stalk for hours, crawling on their bellies.

Panthers, I said, were diligent students who be- was actually the claw of the panther; that the
panther was firmly within him, incorporated andcame experts on the habits of the creatures they

tracked—and experts whose expertise was the re- channeled, and as the claws came through the
tips of his fingers they were pencils that weresult not just of instinct or superb natural equip-

ment but of attention to detail and a respect for writing out exam answers with very sharp points.
This time around, his points were indeedthe difficulty of the task of conquest nature re-

quired of them. Their grace might look effortless sharp. After having failed the exam five times pre-
viously, he not only passed but did very well. Ibut it was far from casual; panthers were su-

premely serious. cannot, of course, determine whether he would
have passed even without therapy of any kind, orNow in all this, it is impossible for me to dis-

tinguish how much reflected an empathic grasp whether a more orthodox course of either behav-
ior therapy or psychoanalytic therapy alone (or ofof the actual layers of meaning that led to John’s

experiencing that particular image and how much any other approach for that matter) would have



184 Integrative Psychotherapy Models

done just as well. Only systematic research can John’s case, nonetheless, illustrates well a num-
ber of features of the cyclical psychodynamic pointenable us to sort out with confidence the many

questions that cases like this raise. Conceptualiz- of view. To begin with, we see a number of vi-
cious circles evident in John’s difficulties, whiching and implementing such research will be a

considerable challenge that will tax our powers interweave influences from his past, from his mo-
tivational conflicts and internal necessities, andof persistence and methodological innovation.
from his daily transactions with the world of ac-
tual events. John’s conflicting needs to be out-
standing and to appear to do everything effort-FURTHER COMMENT ON THE CASE
lessly made it difficult for him to study sufficiently
to do well on the exam and made the first failureThe case just described was in certain respects a

turning point, or at least a marker along the way especially painful. These influences then fed on
themselves. Feeling so humiliated and embar-to a change in the clinical applications of cyclical

psychodynamic theory. The degree of synthesis of rassed, John’s anxiety increased, making still fur-
ther failure more likely. Moreover, his need de-differing methods, the extent of the “seamless-

ness” of the therapeutic effort, was greater than fensively to deride the exam, and also not to
appear shaken and therefore not to study toohad typically been achieved in my previous ef-

forts. Previously (and still at times), cyclical psy- hard, both repeated the state of affairs associat-
ed with the first failure and set the stage for thechodynamic therapy often was characterized by

a less complete form of integration in which pro- next.
An additional circular process, reinforcing thecedures deriving from different therapeutic tradi-

tions were combined largely by using one or an- interlocking set of influences just described, in-
volved the excessively high standards that Johnother of them at different times in the course of

the work. Although they fit together into a co- had absorbed from his parents in his youth. Those
standards were perpetuated as a continuing psy-herent framework, they were nonetheless clearly

identifiable as separate parts. Increasingly, as in chological irritant, not just by his attachments to
the objects and images of his earlier days, but bythis case, what has evolved is a more seamless

integration, in which the procedures at any given the new relationships he continually established
with others. By presenting himself as special,moment are not quite what most behavior thera-

pists would do and not quite what psychoanalysts John evoked expectations of being special and
created a life structure that replicated the circum-would do, but rather emergent procedures reflect-

ing the integrative intent of the therapy. stances of his childhood in this way. That he was
in fact a very talented individual enabled this po-The case differs from most cases seen from a

cyclical psychodynamic perspective in that it had tentially fragile structure to be maintained, but at
a very high psychic cost. As they became en-a rather narrowly defined goal. A variety of in-

triguing and important characterological issues, meshed with his difficulties with the exam, and
with the other circles described above, these in-fantasies, and conflicts became evident in the

course of the work, but John made it clear that fluences further exacerbated John’s difficulties. It
was not really enough for him to pass the exam;what he was coming for was simply to overcome

the anxiety that had impeded his ability to pass he had to do extraordinarily well. This pressure
increased as the number of his failures on thethe exam. Had John been interested in pursuing

further how these attitudes and anxieties influ- exam mounted and, of course, it interacted toxi-
cally with his anxiety. Thus, we may see thatenced his life in other ways, the therapy would

have addressed them more extensively and more even in a therapy focused on a narrowly defined
problem, the cyclical psychodynamic perspectivein depth. This is the more typical course of the

work from a cyclical psychodynamic perspective, points us to seeing how interacting circular pro-
cesses tie together past and present and internalbut it is another essential feature that one under-

stand and respect the viewpoint and the goals of and external influences.
We also see in this case a number of charac-the patient; there is a difference between a thera-

pist and a missionary. teristic features of the therapeutic approach that



Cyclical Psychodynamics and Integrative Relational Psychotherapy 185

are associated with the cyclical psychodynamic ations of how these feelings (and how he dealt
with them) affected his life more generally.point of view. We see, for example, the emphasis

on exposure to what one has been afraid of and The case illustrates as well some of the subtle-
ties of the therapist’s use of language that haveon structuring that exposure in such a way that it

will be both vivid and able to provide the patient increasingly been at the center of the cyclical
psychodynamic approach (Wachtel, 1993). Thewith an experience of mastery. In addition, the

therapist’s efforts were directed toward helping inquiry into John’s status concerns—concerns that
at first were vigorously disavowed by him—be-John change his actual behavior with regard to

the exam and his preparation. At various points, gan by addressing his parents’ concerns and pro-
ceeded only gradually to inviting him to exploreJohn’s strategies for studying were examined

quite explicitly and suggestions made, both im- his own. Moreover, the latter exploration was un-
dertaken in a way carefully designed to enableplicitly and explicitly, for ways to achieve a better

synthesis of his competing aims. Illustrated too is John to examine these concerns in a manner that
permitted him to maintain his self-respect. Ul-the concern with skills that have been impaired

by anxiety and avoidance and with helping the timately, the aim was for John to be able to
acknowledge and take responsibility for his atti-patient explicitly to improve those skills (Wach-

tel, 1993, 1997). The primary focus in this in- tudes, and the general evolution of the case indi-
cates that he indeed was able to do so.stance was on study skills (in keeping with the

more limited aims of this particular case), but The path toward doing so, however, led ini-
tially through a preliminary disavowing of re-even here other dimensions were brought to bear.

For example, in working with John on his atti- sponsibility: It was his parents’ attitudes that were
really at issue, and he could not help absorbingtudes about other people who might notice that

he was taking the exam again, at least some work some of them. Such a strategy for enabling people
to recognize and take responsibility for their ex-was done on his more general assumptions about

what others would think of him and on how he periences by initially placing the responsibility
outside themselves has been described in recentdealt with those attitudes.

It should also be apparent from this case illus- cyclical psychodynamic explorations of thera-
peutic language as “externalization in the servicetration how a therapy rooted in the cyclical psy-

chodynamic perspective integrates the explora- of the therapy.” It is one of a number of cyclical
psychodynamic strategies designed to ensure thattion of warded off experiences and inclinations

with direct and active efforts at promoting change. the fostering of insight enhances, rather than di-
minishes, the patient’s self-esteem (see also Wach-Although active interventions were employed, the

direction toward which the therapeutic efforts tel, 1993; Wile, 1984, 1985).
were addressed depended considerably on the
initial exploratory work done with John. Enabling
John to acknowledge and understand how he had
kept himself from appreciating the extent of his
status concerns, and why he had needed to do

EMPIRICAL RESEARCH

The research evidence supporting cyclical psy-so, was important in developing the focus of the
overall approach. Appreciation of his conflict chodynamic theory is as yet only indirect. Stud-

ies have not yet been done comparing the out-over working hard to prepare for the exam and of
the unrecognized need he had to make it all ap- come of therapy conducted from this point of

view with that of other approaches, nor has ex-pear effortless (not only to others but to himself)
led to further active intervention efforts directed plicit testing of cyclical psychodynamic propo-

sitions been undertaken thus far.toward helping John study more effectively and
take the exam more seriously. Moreover, under- There is, however, a significant body of re-

search, especially in social and developmentalstanding the importance of the indignity John ex-
perienced in the process and his embarrassment psychology, that supports the basic tenets of

the theory described here. Studies about self-at retaking the exam provided another focus for
desensitizing efforts, as well as for further explor- fulfilling prophecies, also called expectancy ef-
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fects or behavioral confirmations, are perhaps standing of a situation, originally incorrect,
which leads to behavior that causes the falsemost strikingly relevant to the concepts under-

lying cyclical psychodynamics. assumption to come true. We respond not to
an objective reality but to the meaning we as-Numerous studies of expectancy effects have

shown results consistent with the major thrust cribe to our perceptions. Sociologists and psy-
chologists have followed Merton’s lead to showof cyclical psychodynamic theory—that the

patterns of our lives are sustained and strength- how self-fulfilling prophecies may explain a
host of social problems, especially ethnic andened not in spite of, but because of, our cur-

rent reality. To use the terminology of cyclical sexual prejudices (Jussim, 2000; Snyder, 1981,
1982; Wachtel, 1999). Expectancies perpetuatepsychodynamics, in subtle and unconscious

ways we induce others to act as unwitting “ac- negative stereotypes about race (Chen & Bargh,
1997; Snyder 2001; Steele, 1997; Word, Zanna,complices” in maintaining the beliefs that sup-

port our life structure, including those that & Cooper, 1974), social class (Darley & Gross,
1983), mental health problems (Farina, Gliha,maintain neurotic or maladaptive patterns (Wach-

tel, 1991). Boudreau, Allen, & Sherman, 1971; Sibicky &
Dovidio, 1986; Vrugt, 1990). As early as 1978,The research cited below demonstrates both

the range of situations in which accomplices Rosenthal and Rubin conducted a meta-analysis
of 345 studies of expectancy effects and con-may be found and the subtlety of the way that

accomplices (usually unwittingly) are recruited. cluded that the phenomenon exists “beyond
doubt” and is substantial in its impact.Until recently, much of the psychological re-

search conducted on self-fulfilling prophecies Self-fulfilling prophecies appear to be espe-
cially powerful when they involve the mainte-focused on phenomena more amenable to the

research laboratory, such as first impressions nance of an individual’s self-image. Swann and
Read (1981) report research that strongly sug-and the interactions of strangers. But as Jones

(1986) points out, there is reason to think that gests people seek out and attend to information
that will preserve their vision of themselves,such patterns are found in long-term relation-

ships as well. He argues that the increasing whether that vision be as likeable or dislikeable.
Subjects also behaved in ways that reinforcedcontact can “generate patterns of behavioral es-

calation” (p. 46), a conclusion quite congruent their self-concept and selectively remembered
social feedback that confirmed their view ofwith the conception of vicious cycles at the

heart of cyclical psychodynamics. His assertion themselves. Thus, confirmation bias occurred
before, during, and after interactions. Swannis supported by the research on rejection sensi-

tivity and self-fulfilling prophecies in close rela- and Reed concluded that self-verification can
be an even more powerful motivation than self-tionships (e.g., Downey, Freitas, Michaelis, &

Khouri, 1998) and work on the tendency of enhancement. In later research (e.g., Giesler
& Swann, 1999; Swann & Bosson, 1999; Swannthose struggling with clinical depression to

seek out information and experiences that con- & Pelham 2002), Swann and his colleagues
found that the tendency toward self-verificationfirm their negative expectancies. “In effect, by

engaging in a maladaptive interpersonal style, was particularly strong in people with negative
self-concepts and strongest in those sufferingdepressed individuals become caught up in a

self-perpetuating cycle that sustains their de- from depression.
The work of Downey et al. (1998) demon-pression” (Giesler, Josephs, & Swann, 1996, p.

358; see also Gotlib, 1991; Joiner & Coyne, strates quite nicely the effects of the self-fulfill-
ing prophecy in close relationships. In previous1999).
work, they established the concept of Rejection
Sensitivity (RS) (Downey & Feldman 1996;

The Self-Fulfilling Prophecy Downey, Lebolt, Rincon, & Freitas, 1998;
Feldman & Downey 1984), which they defineFirst defined by sociologist Robert K. Merton

(1948), a self-fulfilling prophecy is an under- as “the disposition to anxiously expect, readily
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perceive and overreact to rejection” (p. 545). Developmental Studies
of Cyclical ProcessesDowney and her group have determined that

those who are repeatedly subjected to rejection
Studies in infant development during the pastexperiences develop “rejection expectancies”

in later situations where rejection is possible. four decades have raised questions about the
conception of infants as passively reacting toThese rejection expectancies lead subjects to

see ambiguous events as evidence of rejection environmental forces or inner drives and have
suggested instead that the infant is an activemore readily than others. They theorize that

these perceptions ironically elicit the very be- participant in the creation of its interpersonal
world. Studies have shown that even neonateshavior that high RS people are attempting to

avoid. The findings of this research, discussed have the capacity to detect contingencies be-
tween actions and environmental events and tolargely in terms of the attachment and social

cognition literatures, converge substantially develop causal expectations (Finkelstein & Ra-
mey, 1977; Millar & Watson, 1979; Watson,with the premises of cyclical psychodynamic

theory. 1985). By 3 months of age, an infant needs
only two encounters with a novel event to formConsiderable research supports the view

that the expectations of both patients and ther- expectancies about whether that event will re-
cur (Fagen, Morrongiello, Rovee-Collier, &apists inevitably influence the therapeutic rela-

tionship and its success. In Jerome Frank’s clas- Gekoski, 1984).
The terms used by these researchers all high-sic work Persuasion and Healing (1973; Frank

& Frank, 1991), the role of expectations is light the cyclical nature of the interactions of
focal interest. For example, Brazelton and col-linked with placebo effects, symptom relief,

and treatment duration. The authors review leagues refer to “reciprocity” (Brazelton, Koz-
lowski, & Main, 1974), Beebe and Lachmanstudies that show that inert medications or pla-

cebo-attention therapy can be as effective as (1988, 2002) write about the implications of
“mutual influence,” and “bidirectional” impactpsychotherapy because the placebos arouse

hope in demoralized patients (e.g., Bootzin & is the focus of work by Cohn and Tronick
(1988). The findings of contemporary infantLick, 1979; Elkin et al., 1989).

Sibicky and Dovidio (1986) and Vrugt (1990) research suggest that in normal mother–child
dyads there is a continual exchange of cues indemonstrated how the negative expectancies that

both the general public and clinicians them- which each member has an impact on the ex-
pressive state of the other (e.g., Beebe, Lach-selves have about those who seek out psycho-

therapy result in confirmatory behaviors from man, & Jaffe, 1997; Cohn & Tronick, 1987;
Jaffe, Stern, & Peery, 1973; Jasnow & Feld-people who are perceived to be patients. In

Vrugt’s research, she found that beginning cli- stein, 1986; Stern, 1977; Tronick, Als, & Braz-
elton, 1977; Weinberg & Tronick 1996).nicians had a more negative attitude toward

subjects who were randomly identified as cli- Infants with unresponsive parents may learn
that their social cues are ineffective, as appearsents in need of psychotherapy than non-clients.

Interestingly, it was found that this attitude was to be the case when parental psychopathology
interferes with caretaking skills. Studies of de-communicated nonverbally to clients and re-

sulted in the clients becoming more uncom- pressed mothers and their infants have shown
that such mothers are less able to respond ap-fortable and acting in ways that one would ex-

pect of a distressed person. Thus, interpersonal propriately to their babies’ signals, and thus the
infants experience themselves as having littlemessages and influences, acting often nonver-

bally and probably with little awareness on the impact on their social environments (Cohn,
Matias, Tronick, Connell, & Lyons-Ruth, 1986;part of either party, can maintain the expec-

tations of each party in a process that one of Field, 1984, 1986; Weinberg & Tronick, 1998).
This may be one reason why infants and youngus (P. W.) has called “pseudo-confirmation”

(Wachtel, 1999). children of depressed mothers are at increased
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risk for developmental problems (Tronick & gies (even of negative expectancies) have high
social value (Judice & Neuberg, 1998). TheseGianiana, 1986). From the first month, the

child develops expectations with regard to the studies lend support to the value of making un-
conscious interaction patterns conscious and ofeffectiveness of its interpersonal signals and

whether or not social interactions will be satis- attenuating anxiety and enhancing social skills.
Motivation also appears to be a key factor infying and enjoyable.

The findings by developmental researchers whether prophecies are confirmed or discon-
firmed (Judice & Neuberg, 1998; Snyder &of dyadic reciprocity and the cyclic impact of

expectations is having growing impact within Stukas, 1999). For example, Neuberg, Judice,
Virdin, and Carillo (1993) found that the moti-the psychoanalytic community on therapeutic

work with adults. In a paper on the implica- vational set with which individuals approached
an interaction influenced whether or not nega-tions of infant development research for psy-

chodynamic theory and therapy, for example, tive expectations were confirmed. In this study,
they recruited subjects to conduct job inter-Zeanah, Anders, Seifer, and Stern (1989) come

to conclusions remarkably similar to those on views over the telephone. They provided the
interviewers with false data on the people theywhich cyclical psychodynamics is founded. The

“continuous construction model” proposed by were interviewing in order to manipulate their
expectancies regarding the person’s performance.these authors prompts them to call for integra-

tive treatment that focuses more explicitly on Additionally, they instructed some of the inter-
viewers to attempt to persuade the target to likethe here and now, especially through the trans-

ference relationship. them. Those interviewers with no goal did rep-
licate the expectancy effect, whereas those with
“liking goals” had their negative expectancies

Disconfirmation of Pathogenic disconfirmed.
Expectations A more recent study indicates that the per-

ceiver’s motivation to form accurate impres-In contrast to the large body of research about
self-fulfilling prophecies, there are relatively few sions of the target may not be enough to suc-

ceed at doing so without adequate attentionalstudies that have explored the conditions neces-
sary for expectations to be broken. A self-dis- resources at hand. Biesanz, Neuberg, Smith,

Asher & Judice (2001) gave interviewers in-confirming prophecy occurs when the original
belief leads to behavior that prevents that ex- structions to attempt to perceive their targets

accurately and then told them whether or notpectation from coming true. For example,
falsely expecting someone to be shy and with- a particular applicant was well suited for the

position or not. Interviewers were given variousdrawn might lead one to act especially solici-
tous and comforting, thus inducing that person distracting tasks to perform during the inter-

view, ranging from mildly to highly distracting.to open up and behave more gregariously than
usual. They found that accuracy-motivated interview-

ers who were only mildly distracted during theSnyder and Stukas (1999) attempt to lay out
the conditions that increase the likelihood of interview were indeed able to form accurate

impressions of applicants. However, those in-confirmation or disconfirmation of expectancies.
They review evidence that suggests that per- terviewers who were highly distracted behaved

toward and formed impressions of the appli-ceiver reliance on expectations—and thus a de-
creased likelihood of maladaptive self-fulfilling cant that were consistent with their expectan-

cies. This suggests that current stress and anxietyprophecies becoming disconfirmed—is increased
when expectancies are automatically as op- can be a considerable barrier to overcoming

unwanted self-fulfilling prophecies.posed to overtly activated (Skowronski, Carls-
ton, & Isham, 1993), when perceivers are un- These findings are congruent with the cycli-

cal psychodynamic emphasis on interaction cy-der greater cognitive load (Biesanz, Neuberg,
Smith, Asher, & Judice, 2001), and when the cles as depending on the characteristics and ac-

tions of both partners, and with the broader,perceiver hypothesizes that confirmatory strate-
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two-person and constructivist models that char- proaches (Wachtel & Wachtel, 1986; see also
E. Wachtel, 1994).acterize contemporary relational theory (e.g.

Aron, 1996; Hoffman, 1996; Mitchell, 1988, More recently, the cutting edge of cyclical
psychodynamic thinking has been directed to-1993). They also provide further understanding

of why it is that patients may sometimes learn ward the integration of an experiential perspec-
tive. This can entail the explicit incorporationto interact in new and adaptive ways within the

therapy hour yet may revert back to old pat- of methods from the experiential-humanistic
“schools” of therapy, but it also entails appreci-terns in interacting with friends and family,

whose expectations and ways of interacting dif- ating and emphasizing the experiential founda-
tions of all successful psychotherapy. One of usfer from those of the therapist (Wachtel, 1993,

1997). The cyclical psychodynamic approach has recently clarified, for example, that a cen-
tral attraction of behavioral interventions, fromto therapy is very much concerned with these

phenomena. It is one of the key reasons that the very beginnings of the cyclical psychody-
namic approach, was the capacity for such in-cyclical psychodynamic work on the transfer-

ence is usually complemented by explicit at- terventions to bring the individual into closer
experiential contact with defensively wardedtention to the patient’s interactions in his or

her daily life. off material than do exclusively verbal ap-
proaches (Wachtel, in press). This is a dimen-The tenacity with which beliefs are held

also points to the conclusion that insight may sion of the use of behavioral interventions that
can be obscured both by the rhetoric of be-not be enough to lead to change in most cases.

A number of lines of research point to limits haviorism that misleadingly characterized the
early behavioral movement (see Wachtel, 1977)in the capacity of understanding, even “emo-

tional” understanding or insight, to shift opin- and by the political and sociological divisions
in our field that assign the label “experiential”ions. Many studies have shown, for example,

that when research subjects are misled, their only to a particular subset of therapeutic ap-
proaches.erroneous beliefs persist even after debriefing

(Davies, 1997; Nisbett & Ross, 1980; Ross, Lep- A second vector in the evolution of the cy-
clical psychodynamic approach has been theper, & Hubbard, 1975). If these newly formed

self-concepts are so difficult to modify, how increasing move toward a more “seamless” ap-
proach to integration referred to in the case ex-much more impervious are longstanding be-

liefs about the self. It is interesting to note in ample. This development has greatly been
aided by the cyclical psychodynamic explora-this context that even most “cognitive” thera-

pies include considerable effort to bring about tion of the use of language as a multifaceted
medium of therapeutic intervention. Beyond itschanges in behavior and to induce patients ac-

tively to test out the assumptions by which they specific context, language is a way that the rela-
tionship is given its particular qualities, a wayhave been living.
of conveying approval or disapproval (whether
acknowledged by the therapist or not), a way
of bringing the patient into contact with forbid-FUTURE DIRECTIONS
den experiences, and a great deal more (cf.
Stolorow, Brandchaft, & Atwood, 1987).In the development of cyclical psychodynamic

theory, the first major challenge was the inte- Although the title of the book embodying
the cyclical psychodynamic exploration of lan-gration of psychodynamic and behavioral theo-

ries and practices (Wachtel, 1977). Even before guage was Therapeutic Communication (Wach-
tel, 1993), it could as readily have been titledthat first effort was completed, it became appar-

ent that the evolving theoretical framework, “Therapeutic Intervention.” A central message
of the book was that our language as therapistswith its stress on circular, recursive processes

and on the context of behavior and experi- always conveys affect-laden “meta-messages”
along with whatever content messages the ther-ence, offered as well a framework for integra-

tion of individual and family-systems ap- apist intends to communicate, and that these
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meta-messages are, inevitably, a form of inter- point of view and the further observations, gen-
erally ignored or overlooked by psychoanalysts,vention whose impact can either aid or impede

the therapy depending on the therapist’s skill that derive from other orientations that were
entering into the new synthesis.and awareness. For therapists operating from a

cyclical psychodynamic vantage point, there Although cyclical psychodynamic theory
preceded the appearance of the term relationalnow exist options for intervening in ways that

serve many of the same functions (e.g., expo- as a central theme in psychoanalytic discourse,
it is apparent in retrospect that it was from thesure, development of new, more adaptive be-

havior) that are served by explicit behavioral beginning an instance of relational theorizing.
Ongoing efforts to refine and further elaborateinterventions but that fit more comfortably and

less intrusively into an exploratory or psychody- the cyclical psychodynamic point of view are
largely centered on exploring more deeplynamically structured approach.

A third vector of cyclical psychodynamic both the convergences with and differences
from other relational theories. One of the dis-theory is represented by the applications of the

theory to larger social questions. The integra- tinctive features of the cyclical psychodynamic
version of relational thinking, of course, hastive framework of cyclical psychodynamics, with

its emphasis on understanding the continuing been its much greater attention to develop-
ments outside the psychoanalytic realm alto-back and forth between individual dynamics

and the context in which those dynamics are gether. Cyclical psychodynamics will continue
to be an integrative theory as well as a rela-manifested, points to not only the immediate

interpersonal context but the larger social, eco- tional one. In a book currently in progress
(Wachtel, in preparation), the implications ofnomic, political, and historical context as well.

The Poverty of Affluence (Wachtel, 1983) was the ongoing rethinking both of cyclical psycho-
dynamic theory and of relational theory andan early application of this perspective, focus-

ing on the psychological (as well as ecological practice more generally are being further ex-
plored. It is hoped that the fruits of this explo-and sociopolitical) implications of a society in

which there are powerful forces converting the ration will include a greater understanding as
well of the possibilities for integrating relationalmultiplicity of our psychological needs to the

single homogeneous motive of economic growth psychoanalytic thought and important develop-
ments in other branches of psychological andand advancement. More recently, further ex-

plorations of the interface between social and psychotherapeutic theory and practice.
psychological processes from a cyclical psycho-
dynamic point of view have appeared. These
have included issues of race and racism (Wach-

Referencestel, 1999), greed and materialism (Wachtel, 2003),
and trauma and terrorism (Wachtel, 2001b, Alexander, F. (1956). Psychoanalysis and psycho-

therapy. New York: Norton.2002).
Finally, a current central thrust of cyclical Alexander, F. (1961). The scope of psychoanalysis.

New York: Basic.psychodynamic theory entails situating the the-
ory in relation to the evolving relational point Alexander, F., & French, T. (1946). Psychoanalytic

therapy. Lincoln, NE: University of Nebraska.of view in psychoanalytic thought. From the
beginning, cyclical psychodynamic theory ap- Arnkoff, D. B., & Glass, C. R. (1992). Cognitive

therapy and psychotherapy integration. In D. K.proached the task of integration from a psycho-
analytic foundation, assimilating new ideas in- Freedheim (Ed.), History of psychotherapy: A

century of change (pp. 657–694). Washington,to that base (Messer, 1992). Initially, it was the
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Cognitive Analytic Therapy

ANTHONY RYLE

ORIGINS OF THE APPROACH Influence of Research

Cognitive Analytic Therapy was identified as aCognitive Analytic Therapy (CAT) originated
from a practical and theoretical integration of specific psychotherapy in the mid-1980s but

was derived from clinical work and researchpsychoanalytic, cognitive, and constructivist
ideas. It is usually applied within predeter- carried out during the two previous decades.

During that period, I had combined the prac-mined time limits in individual therapy, but
the model has been extended to group therapy, tice of dynamic psychotherapy with small-scale

research into process and outcome, based insystems work, and case management. The ori-
gins and development were influenced by psy- particular on the use of repertory grid tech-

niques. The repeated experience of thinkingchotherapy outcome research and by the need
for effective time-limited methods. Its key fea- about my patients in two different “languages”

coincided with the growing interest in integra-ture is the early reformulation of the issues to
be addressed, carried out with the patient’s par- tion of the 1970s (see Ryle, 1978).

In addition, being aware of the need for psy-ticipation and recorded in writing and dia-
grams, and the use of these to enhance patients’ chodynamic therapists to devise measures of

the changes aimed for, I sought ways of defin-self-reflection and to support therapists in pro-
viding an accurate, noncollusive, and repara- ing dynamic goals early in the course of ther-

apy. A study of the case notes of completedtive relationship. CAT is directed at the high-
level self-processes underlying symptoms and psychotherapies showed that the therapeutic

conversation had largely been concerned withdisturbances of mood and behavior. The model
offers a guide to treatment and management for only one or two persistent problematic areas

and that these were usually already identifiablethe whole spectrum of outpatient psychotherapy.
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in the first meeting. The research task was to need for time-limited work, and here the work
of Mann (1973) was encouraging.describe these and to define the reasons for

their persistence; put simply, this required an-
swering the question “Why do patients fail to

Object Relations,revise ways of thinking and acting that have
Kellyan, Behavioral,negative outcomes?”
and Vygotskian InfluencesThree patterns underlying this nonrevision

were identified: dilemmas, where the possible In my clinical work, I made full use of the
branch of object relations theory representedways of acting or relating were perceived in

terms of polarized alternatives; traps, where by Winnicott and Guntrip. I was also influ-
enced by Kelly (1955) who, as well as develop-negative assumptions generated ways of acting,

the consequences of which evidently con- ing Personal Construct Theory from which
repertory grids were derived, offered a modelfirmed the assumptions; and snags, where ap-

propriate goals were abandoned as if not per- of nonauthoritarian practice that I respected.
From behavioral and cognitive theory (e.g.,mitted by others or by the self (Ryle, 1979a).

Once the patient’s individual difficulties were Miller, Galanter, & Pribram, 1960; Neisser,
1967), I learned the value of describing the se-conceptualized in terms of these patterns, the

aim of therapy could be defined as their revi- quences of contextual, cognitive, and behav-
ioral events involved in the maintenance ofsion. During this same period, I was working

to identify dynamic concepts and therapeutic normal and dysfunctional behaviours. From
cognitive therapy (Beck, 1976), I learned theaims in terms of repertory grid features, and

these provided parallel outcome measures (Ryle, usefulness of patient self-monitoring. I devel-
oped a preliminary formal theory, the Proce-1975, 1979b, 1980).

Other changes in my practice were a conse- dural Sequence Model (PSM) (Ryle, 1982),
through which many psychoanalytic ideas werequence of these research activities. Developing

descriptions of an individual patient’s dilem- restated in cognitive terms.
This early model was based on a relativelymas, traps, and snags and constructing reper-

tory grids required joint work with the patient complex unit of description. It described aim-
directed behavior in terms of procedures incor-and involved the use of writing by both patient

and therapist. The positive impact of this shared porating in sequence: event or context, ap-
praisal, choice of action, enactment, appraisalactivity on the progress of therapy was so marked

that the original research plan was abandoned of consequences, confirmation or revision of
the procedure or aim. This descriptive unitand, in place of conventional dynamic ther-

apy, I began to practice what became CAT, a includes, therefore, external, mental, and be-
havioral components. Subsequently, the Pro-defining feature of which remains the early,

joint written reformulation of the patient’s cedural Sequence Object Relations Model
(PSORM) placed a central emphasis on rela-problems.
tionship procedures. As the aim of a relation-
ship procedure is to anticipate, respond to, or

The Need for Focused elicit the response of the other; these were
Time-Limited Work called reciprocal role procedures (Ryle, 1985).

The name Cognitive Analytic Therapy re-A second factor in the development of the
CAT model was a commitment to making psy- flected the two main sources but, in reality, as

clinical and research activity continued andchotherapy available within the National Health
Service in the United Kingdom. My earlier ex- colleagues from different backgrounds were re-

cruited, the net was cast more widely, andperience in general practice (Ryle, 1967) had
confronted me with the high prevalence of psy- other important influences played their part.

Notably, the introduction of Vygotskian ideaschological distress and the largely inadequate
availability of treatment. This pointed to the led to a systematic revision of object relations
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theories in which the importance of the joint personal money and of the presence of impor-
tant others who may offer emotional support orcreation and internalization of mediating signs

was emphasized and in which the early sources who may resist change.
Psychological mindedness and motivationof reciprocal role patterns and of internal dia-

logue in the child’s experience and activity were are not prerequisites for offering CAT. If pa-
tients attend for assessment, then it is assumeddescribed (Leiman, 1992, 1994; Ryle, 1991).

The main concern shifted from theoretical in- they will be engendered by the therapist’s capac-
ity to convey acknowledgment of the patient’stegration to differentiation and elaboration.

The theory, besides being closely linked to experiences and an accurate and empathic un-
derstanding of the patient’s difficulties. The as-practice, now offers a general account of psy-

chological development and of therapeutic sessment interview and the first therapy ses-
sions should provide patients with an examplechange, as well as providing a basis for an on-

going critique of other psychotherapy models of focused attention and offer preliminary un-
derstanding of how their story might be under-(Ryle, 1992, 1993, 1995, 1996, 2001, 2003).
stood and of what therapy entails.
Psychometric questionnaires may serve vari-

ous purposes. Routine self-report symptom ques-ASSESSMENT AND
CASE FORMULATION tionnaires are of value in indicating the levels

of disorder treated and in providing simple
measures of individual pathology and change.The CAT model has been applied to a wide

range of diagnostic groups, largely in the con- Therapists should discuss their patients’ replies
to these as an acknowledgment of the patients’text of National Health Service outpatient psy-

chotherapy. Within the overall CAT frame- work in completing them and because their re-
plies—for example, about suicidal ideation—work, a wide variety of techniques may be

used; the specific aims, defined as procedural may be franker than those elicited at interview.
Other instruments may provide some measuresrevision, will be determined by the individual

patient’s needs and capacities. but serve more explicitly as screening devices.
As suggested above, one function of the as-Assessment seeks to decide the following: Is

this patient in need of therapy? Would an alter- sessment interview(s) is to convey something of
the nature of therapy. In the case of CAT, thisnative approach be preferable, for example,

cognitive-behavioral therapy or group therapy? will involve a preliminary reformulation of the
patient’s presenting problems. It is helpful toIf the difficulties are clearly associated with a

family situation or a particular relationship, detail what the patient will be expected to do
in terms of attendance and homework, and thiswould it be better to offer conjoint assessment

or therapy right away or could this be consid- can be linked with an account of what the ther-
apist undertakes to provide. This may be re-ered after individual work? Is there evidence of

serious Axis II pathology? Is there a serious risk corded in the form of a contract so that failures
by either party can clearly be recognized andof harm to self or others? The significance of

how these questions are answered will in part the reasons dealt with within the therapy. As
the patient tells his or her story and conveys,reflect the setting. Thus, as most services are

underresourced, the availability of alternative, directly or indirectly, expectations about the
therapy, the therapist will listen carefully forparticularly long-term, treatments may be

strictly limited. A risk of self-harm or suicide, evidence of emotionally important episodes
and themes and will seek to identify recurrentintermittent psychotic episodes, and substance

abuse can be accepted in clinic or hospital set- patterns in terms of dilemmas, traps, and snags
and in terms of reciprocal role procedures,tings with professional backing but not in iso-

lated practice. It is important to gauge how far looking for evidence of the latter in the devel-
oping therapy relationship.the patient’s present circumstances make ther-

apy a realistic possibility in terms of time and, This process will be aided by the patient’s
completion and discussion of the Psychother-in private practice, of insurance coverage or
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apy File, which offers instructions in symptom be described in general, high-level terms. The
relief of symptoms is, of course, one goal, butself-monitoring. It also provides examples of di-

lemmas, traps, and snags and of difficult and the direct treatment of symptoms is seldom re-
quired and can be counterproductive. The fo-unstable states of mind. Patterns identified by

the patient are discussed and clarified. cus of therapy is on self-management and rela-
tionship procedures, the revision of which canAt the fourth session, the therapist offers a

written account of what has been discussed. be expected to control or abolish symptoms.
The exception to this is when procedures thatThis reformulation letter summarizes the thera-

pist’s understanding of the history and of how are potentially life-threatening or are liable to
lead to dropping out of therapy are identified.it is related to current difficulties. The letter sug-

gests preliminary descriptions of the current pat- In such cases, alternative ways of coping will
be rehearsed and immediate resources, such asterns of relating to others and of self-manage-

ment and will be accompanied by a list of telephone counseling services or emergency
department psychiatrists, will be accessed. TheTarget Problems and Target Problem Proce-

dures. relation of such potentially harmful procedures
to the general procedural system will be estab-At some point, sequential diagrammatic re-

formulation (SDR) will be carried out. The lished as soon as possible.
conventional form of this provides a list of key
reciprocal role procedures in a central box (a
mnemonic device deduced from the gathered APPLICABILITY
material) from which procedural loops will be
constructed describing how the roles may be CAT is a general model, the practice of which

involves a small number of specific techniques.enacted in relation to others and in self-
management. An example from a depressed The CAT model is not prescriptive; working

toward procedural revision and integrationpatient is given in Figure 9.1. These diagrams
are used in sessions and in homework as a way may involve a wide variety of therapeutic tech-

niques. It is a suitable approach for the major-of alerting patients to the antecedents and con-
sequences of their established dysfunctional ity of the patients referred for psychotherapy.

Most of the patients who present with mixedprocedures and as an indication to therapists of
how they may be perceived or invited to recip- anxiety, depression, and somatization have un-

derlying long-term procedural restrictions orrocate.
Treatment goals involve procedural change distortions; they seek treatment at moments of

decompensation. With such patients, CAT willand integration; rather than selecting and prio-
ritizing specific symptoms or beliefs, these will focus on the repertoire of dysfunctional role

Exhausted

Critical control

Comply DefyPerfectionist
Strive to please

Get used or abused Resent

Passive resistance

Depressed

Rejected

Control self
Control others

FIGURE 9.1 An example of sequential diagrammatic reformula-
tion



200 Integrative Psychotherapy Models

procedures rather than on the symptoms or un- directly and to build a more realistic relation-
ship with her partner. At work, she becamewanted behavior.

The adaptation of the CAT model to differ- more realistic in her expectations of herself
and others; her self-esteem and confidence im-ent patient groups and different settings is illus-

trated by the following brief accounts written proved.
by CAT therapists who have pioneered work in
their particular fields.

Patients with Learning Difficulties
(Val Crowley and Ros King)

In General Practice (Jackie Baker) CAT can be used effectively with people with
a mild to moderate learning difficulties (LDs).Working in the context of general practice

means that patients are spared multiple assess- Modifications to the usual practice include:
simplifying the wording of the CAT documents,ments and long waiting lists; this typically re-

sults in greater compliance. CAT may be deliv- such as the Psychotherapy File; using audio-
tapes rather than writing for the reformulationered in the usual 16- to 24-session format or in

an adapted shorter form. Working in primary and goodbye letters; having concrete visual rep-
resentation of the time limit; and complement-care allows close cooperation with the patient’s

general practitioner (GP), and this close liaison ing the verbal aspects of therapy with nonver-
bal techniques, using drawing, color, or buttonsoffers containment for more disturbed patients.

Two brief case examples illustrate the work. as symbols. The Vygotskian concept of the
zone of proximal development, which directsAnne was referred by her GP because her de-

pression had failed to respond to medication. therapy to those areas where progress can be
made through the provision of appropriate toolsShe had married 2 years previously, and her

husband, fearing her rejection, had become in- and concepts, is particularly relevant to this
work.creasingly controlling. Anne had left a job she

enjoyed and had severed contact with family CAT emphasis on the recognition of recip-
rocal role patterns, in particular regarding theand friends. The eight-session therapy focused

on the target problem “I find it difficult to therapeutic relationship, is very helpful in al-
lowing therapists to avoid being drawn into thestand up for myself” and, as she became more

assertive, she identified her aim as “To begin common responses of trying to assume the pow-
erful caregiver or magical rescuer roles, whichto allow myself good things.” She found work

and recontacted friends, and her husband be- leave clients powerless and dependent, await-
ing rescue or perfect care.came able to speak directly about his fear of

her leaving him. By actively engaging with LD clients through
the development of shared signs and language,Susan, a police officer who worked with

both perpetrators and victims of abuse, was re- CAT empowers these clients who can so easily
feel unheard, powerless, and stupid. The ex-ferred with depression and stress symptoms.

She had been sexually abused by her father for plicitly collaborative approach of CAT and its
use of narrative are powerful ways of helpinga number of years but had never spoken of this

to anyone except her partner. Her target prob- individuals to find their voice and for that
voice to be witnessed, an experience that sup-lem was “Feeling unable to trust anyone, I find

it difficult to access the help and support I ports the development of self-reflection.
need.” Her relationships with others were
stormy due to her expectation of being able to

Eating Disorders (Lorraine Bell)offer, and of finding, the ideal care she had
never received; disappointment led to anger, The collaborative work involved in the reform-

ulation process can enhance eating disorderedand she would either withdraw or would pun-
ish herself and the other. Susan received 20 (ED) patients’ self-efficacy and, by describing

dysfunctional procedures before seeking tosessions. Once she recognized her target prob-
lems, she became more able to voice her needs change them, can recruit even precontempla-
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tive patients to therapy. Reformulation explores ample of such a sequential diagram is given in
Ryle, Baa, & Fosbury (1993, p. 162).the personal meaning of the symptom and can

circumvent the battles for control, which are These damaging behaviors are usually rooted
in patterns of self-neglect or punishment, of re-common between ED patients and therapists.

Bell (1999) demonstrated the importance of sistance to authority, or of self-indulgence com-
pensating for long-term emotional deprivation,both self-management issues and interpersonal

problems in 30 ED patients; reformulation in all originating in early life. These are repeated
in relation to the clinic, often being mobilizedterms of reciprocal roles links these and sup-

ports therapists in managing them as they af- by the stringent requirements involved in the
control of insulin-dependent diabetes. Disap-fect the therapy relationship.

CAT, however, is a relatively demanding pointment with imperfect care or disillusion
with previously idealized clinicians can furthertherapy and calls for 5–6 hours of work outside

the therapy contact. As Cognitive-Behavioral fuel the rejection of necessary constraints and
good advice.Therapy (CBT) may be effective for uncompli-

cated cases of bulimia, CAT may be reserved The work of collaborative reformulation
and the therapist’s ability to offer noncollusivefor patients with associated Axis II disorders or

when other treatments have failed. It is appro- care can help patients abandon their poten-
tially life-threatening behaviors. Sharing thepriate for the treatment of anorexia nervosa but

will need to incorporate, or work in parallel understandings derived from the reformulation
with the doctors, dieticians, and nurses in-with, direct practical support with eating and

behavioral treatment of the symptoms. CAT volved with the patient can help them avoid
reinforcing the damaging patient procedures.may need to be prolonged or it may provide a

basis for CAT-informed management. Without some such appreciation of the pa-
tients’ specific procedures, unhelpful responses
such as irritation, authoritarian control, or of-

Management of Insulin-Dependent fering special care are often elicited. This ap-
Diabetes (J. Fosbury) proach has a significant effect in improving di-

abetic management as shown by reductions in“‘Why don’t they look after themselves prop-
erly so that they don’t go blind?” Mental health HbA1 levels (Fosbury, Bosley, Ryle, Sonksen,

& Judd, 1997).professionals treating people with long-term,
poorly controlled diabetes often ask this ques-
tion—as if patients, confronted with a medical

In Later Life and Old Ageproblem, could at once see the error of their
(Laura Sutton)ways and initiate good self-care.

During the past 12 years, CAT has been Problems in older people may reflect the loss
of the ability or opportunity to relate to othersused to treat patients who, despite diabetes ed-

ucation, fail to manage their diabetes because in ways that have served them throughout life,
for example, by continuing achievement or byof psychological difficulties. These are resistant

and “non-cooperative” patients who miss ap- being a helpful person making no demands on
others. They may also reflect the encroachingpointments, fail to carry out blood tests, neglect

prescribed diets, and provoke irritation and losses of mental and physical vigor, which can
activate the sadness of incompletely mournedfrustration. CAT addresses these behaviors by

understanding them as they are repeated in the losses from earlier life (Sutton, 2002).
Psychotherapy with older people involvestherapy relationship and by relating them to

the sequential diagrammatic reformulation of acknowledging the balance between depen-
dence and independence, whereas in youngerthe patient’s reciprocal role repertoire. Particu-

lar noncompliant behaviors, such as bingeing age groups the implicit aim, reflecting cultural
norms, is to work toward greater autonomy.on chocolate or omitting insulin, will be lo-

cated in the sequential diagram on the general The changing needs of older people are often
discounted or ignored because of therapeuticprocedure of which they are examples. An ex-
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nihilism; in this way, pre-existing reciprocal The process of diagrammatic reformulation
in these patients proved difficult until we real-role patterns involving rejection or neglect may

be reinforced. The activation of patterns such ized that there were two or more distinct proce-
dural systems operating. These were manifestas critical-criticized or controlling-submissive in

the relationships with care staff and psycho- alternately, switches between them being con-
fusing to patients and therapists. Once dia-therapists may induce depression or hopeless-

ness or, through role reversal, may lead to re- grams were constructed around two or more
core reciprocal role patterns, the recognition ofjecting, uncooperative behaviors.

CAT therapists need to challenge the ageist the different states and of shifts between them
became possible (Ryle & Beard, 1993). Thesnag (Hepple, 2004) whereby continuity and

growth are put aside as if no longer possible or ability of patients to develop clear discrimina-
tions between their different states was demon-permitted. As with patients of all ages, thera-

pists can identify and challenge self-defeating strated by a repertory grid study of 20 border-
line patients (Golynkina & Ryle, 1999).procedures and, through the process of narra-

tive reconstruction, can help patients find a Drawing on this work and on some psycho-
analytic theories of borderline structure, wesense of their own continuity (Robbins & Sut-

ton, 2004). Coleman (1999) reviews research elaborated a general model of BPD, the Multi-
ple Self States Model (MSSM) (Ryle, 1997a,that shows that some people in old age have

yet to attain a coherent sense of self and sug- 1997b; Ryle & Kerr, 2002). Naturalistic out-
come study of 24-session CAT for BPD wasgests that, in this respect, research in gerontol-

ogy has been impeded by an overemphasis on carried out (Ryle & Golynkina, 2000); the re-
sults demonstrated that half the patients nothe stability of personality through the life

span. The twin emphases in CAT on the con- longer met BPD criteria at follow-up. Follow-
ing this, the Personality Structure Question-tinuing exchange between intrapsychic and in-

terpersonal reciprocal role procedures and on naire (PSQ) (Pollock, Broadbent, Clarke, Dor-
rian, & Ryle, 2001), based on this model, wasthe importance of continuing reciprocation by

others in maintaining stability of the self support developed, offering a useful screening test for
the identity disturbances of BPD.the view that continuing change is possible. The

CAT practice of ensuring that therapists and CAT reformulation offers a unique under-
standing of the inconstistency of BPD features,other professional carers avoid inadvertent collu-

sion with damaging and limiting procedures which provides patients with a basis for self-
reflection and provides therapists with muchand is as relevant to work with older patient as

it is earlier in life. Full accounts of current needed support in managing transference–
countertransference shifts. CAT reformulationCAT approaches to work with older people

will be found in Hepple (2002) and Hepple is also a basis for continuing noncollusive man-
agement and support from clinical psycholo-and Sutton (in press).
gists, psychiatrists, or community nurses in in-
patient or community settings (Dunn & Parry,

Borderline Personality Disorder 1997; Kerr, 1999). Leighton (1997) discusses
(Anthony Ryle) the use of CAT in personality-disturbed sub-

stance-abusing patients. Case histories of CATThe development of CAT coincided in time
with a major increase in the percentage of pa- with borderline patients are given in several

sources (e.g., Ryle, 1997a; Ryle & Kerr, 2002;tients referred for psychotherapy who suffered
from Borderline Personality Disorder (BPD) or Pollock, 1996, 2001; Pollack & Belshaw, 1998).
had marked borderline features, usually ac-
companied by Axis I and other Axis II disor-

Psychosis (I. B. Kerr)ders. Until recently, and still all too often, such
patients were considered untreatable by many The application of CAT theory and procedures

to the treatment of psychosis requires an exten-psychotherapists.
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sion of the model to account for neuro-cogni- ships and self-management leads to a reduction
in symptomatic, defensive, and avoidant proce-tive damage. Even minor damage can interfere

with the developing child’s ability to process dures. Thus, symptom-directed work along cog-
nitive or behavioral lines is seldom called for.information and enter social interaction, and

this difficulty may in turn evoke rejecting re- Therapeutic change of this nature is seen to
depend on two main factors; namely, on thesponses from carers. The resulting negative re-

ciprocal role procedures will both continue to patient’s development of a new capacity for
self-reflection and control and on the mainte-distort relationships and to shape self-manage-

ment procedures; in the latter case, they may nance of a therapeutic relationship supportive
of this. The joint creation and use of reformu-represent internal expressed emotion with the

tendency to exacerbate dysfunctional patterns. lation tools in both the patient’s ongoing life
and in the therapy relationship are the specificThe therapeutic implications of this model

are important. Adopting simple biological ex- techniques of CAT; they play a crucial role in
building and maintaining an effective therapyplanations for symptoms can contribute to staff

members colluding with negative reciprocal relationship with patients whose problems stem
from their tendency to destroy or distort rela-role patterns. Avoiding this, attending to the in-

ternal sources of arousal, and understanding tionships, and they aid transfer of learning
from therapy to daily life.the way in which voices can be understood in

terms of reciprocal roles all support the provi- The basic repertoire of reciprocal roles is ac-
quired early in life and consists of high-levelsion of a therapeutic context that facilitates the

patient’s healthier and more integrated proce- patterns concerned with care in relation to de-
pendency, control in relation to submission, anddures (see Kerr, Birkett, & Chanen, 2003).
issues of cruelty in relation to victimization. For
example, the child of an anxious obsessional
mother is likely to internalize the reciprocal rolePROCESSES OF CHANGE
procedures controlling–controlled. This might
be manifest in the adoption of a controlling,The common factors identified in different

therapies by Frank (1961; Frank & Frank, submissive, or passively resistant role in rela-
tion to others and in high demands on the self1991) are a basic feature of CAT, in which an

emotionally charged relationship involving the for order and performance and in a tight con-
trol over emotion. Mood disorders and somati-active participation of patient and therapist sets

the creation of shared concepts and proce- zation would commonly be associated with the
submissive and passive resistant roles.dures. The power of the common factors and

the ability of patients to make use of many dif- The reformulation process usually establishes
an early positive working alliance (in whichferent forms of help is understood, in CAT the-

ory, as reflecting the facts that revising any one initial idealization must be guarded against).
Though past and present issues will be linked,stage in a procedural sequence can modify the

whole sequence and that change at one level insight into the origins of difficulty is less em-
phasized than a detailed understanding ofin the procedural hierarchy may be general-

ized to higher or lower levels (Ryle, 1984). But current dysfunctional procedures. These are
described in ways that might seem to offerthis does not imply that there are not a number

of powerful specific methods. “cognitive” understandings, but they are de-
rived from joint work involving the experienceIn CAT, techniques focused on particular

symptoms, behaviors, or beliefs are little used. and exploration of feelings as well as thoughts
and actions. Descriptive reformulation and theInstead, all interventions are based, as far as

possible, on an understanding of the whole therapy relationship provide a containing frame-
work for exploring confusing and contradictoryprocedural system and within the context of a

relationship with the whole person. Modifying affects, allowing access to guarded-against emo-
tions and memories. Because patients are vul-the high-level procedures expressed in relation-
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nerable and because reformulation focuses on attributes may make them more or less imme-
diately accessible to patients. But people of dif-powerful and incompletely assimilated issues,

role procedures concerned with threat, defence, ferent ages, genders, and temperaments can be
effective therapists provided they feel and con-dependency, and control are quickly mobi-

lized in the therapy relationship. vey a genuine human concern. In CAT, the
translation of this concern into useful and ap-Therapists must be aware from the begin-

ning of transference–countertransference inter- propriate communications, even in the face of
negative patient behaviors, is supported by theactions if they are to avoid being drawn into

damaging reciprocations of dysfunctional role collaborative approach and by the various tech-
nical procedures.procedures. Such interactions are not static;

changes within the patient’s repertoires of role In summary, CAT therapists (1) work with
patients to achieve clear descriptions of theirprocedures will occur and either pole of each

reciprocal role pattern may be enacted, with current dysfunctional role procedures, (2) de-
vise conceptual tools to recognize these andits reciprocation perceived or sought for in the

therapist. Moreover, therapists, as well as feel- allow accurate self-reflection, (3) explore mem-
ories and feelings that emerge after reformula-ing pressures to reciprocate the patient’s role

procedures, may simultaneously be drawn into tion, (4) resist pressures to reciprocate dysfunc-
tional procedures, (5) support the explorationempathic identification with a particular role,

often one that the patient has difficulty in ac- of new ways of acting, and (6) provide a re-
specting relationship that can be internalized.knowledging. Naming and exploring these are

often helpful (Ryle, 1998). Recognition of The model requires therapists to follow the ba-
sic methods of reformulation and to aim at pro-complex and shifting transferences is greatly

aided by sequential diagrams, which summa- cedural change but, beyond that, allows con-
siderable flexibility; which of the various aspectsrize the array of possible role patterns. Such

recognition, shared with the patient and cou- of therapy are most relevant for a given patient
will become apparent in the early sessions, thepled with a principled noncollusion with prob-

lematic procedures and with the exploration of general principle being to “push where it moves.”
alternative ways of perceiving and acting, plays
a key role in most therapies.
In addition to work within the therapy rela- THERAPY RELATIONSHIP

tionship, patients will be encouraged to watch
for the same patterns in their daily life by diary A powerful and essentially positive therapy re-

lationship is an essential factor in psychother-keeping and procedural self-monitoring. Rec-
ognition alone enables some patients to block apy. Understanding how patients’ difficulties are

expressed in the relationship, and may be re-or modify their dysfunctional patterns, but for
others, active methods such as role-playing, solved through it, is basic to CAT practice.

The guiding theory is derived from psychoanal-empty chair technique, writing, or painting
may be encouraged, especially where recogni- ysis, but the concepts of transference and pro-

jective identification have been reconceptual-tion is largely intellectual and is not accompa-
nied by feeling. The revision of specific dys- ized in procedural terms (Ryle, 1994). Without

awareness of these processes, the progress offunctional procedures may be supported by
behavioral tasks, but such direct work is best change is liable to be distorted or halted by the

same dysfunctional procedures that operate inpostponed until the basic role repertoire is un-
derstood and reliably recognized, unless the daily life and that have prevented learning

from everyday experience. The positive use ofprocedure effectively blocks therapeutic work.
Stable change involves both the internaliza- the therapy relationship stems from the fact

that it offers an arena where manifestations oftion of the conceptual tools and the internal-
ization of the therapist as a new, respecting, dysfunctional procedures can be recognized

and challenged each time they occur and pro-and accurate inner “voice.” Clearly, therapists
vary widely in personality, and their personal vides a lived and felt experience of a different
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possibility. The use of the same descriptions to initial “psychological mindedness” provided that
therapists are genuinely collaborative and finddescribe the repetitions of dysfunctional recip-

rocal role procedures and their manifestations the right words to explore and express new ideas.
There is, however, no point in continuing toin the patient–therapist relationship facilitates

the transfer of learning from therapy to daily press patients to work in ways they find incom-
prehensible and no justification in labeling alllife and does not invest the therapist with mys-

terious powers. such events as resistance; the therapist’s task
with every patient is to find the best way toBut the work of therapy should not focus

exclusively on the therapy relationship. Change work effectively. For some patients the therapy
relationship rapidly offers a key metaphor forcan also follow applying new understandings to

past and present “real-life” relationships, and exploring their problems. For some patients,
the reformulation concepts are at once takenfor some patients, provided therapists remain

alert to how the therapy relationship is per- on-board and applied to daily life, and for a
few, a more directive approach aiming to mod-ceived, the main work is done there.

The CAT therapist offers attention, ac- ify specific procedures may be necessary. Every
therapy is different, and part of good practice isknowledgment of the patient’s experience, rec-

ognition of significant underlying processes, to find with each patient the best way to work.
There are three overlapping phases in CAT.and reflection upon the evolving therapy rela-

tionship. The repeated use of the descriptive The early sessions are dedicated to getting to
know the patients, to involving them in thetools elaborated in the early sessions may in-

volve therapists in a quasididactic role, but the kinds of thinking and activity that the model
requires, and to discussing and drafting the re-responsibility for linking new events to the re-

formulation is increasingly handed over to the formulation letter and diagram. This phase is
formally completed when these are finalized.patient. As this process is internalized, and as

the containing impact of the relationship and At this stage, active therapy involving the use
of these tools in activities such as proceduralwork increases the patient’s sense of safety and

reduces the need for defensiveness, an increas- (rather than symptom) monitoring and diary
keeping is initiated. The further developmentsing amount of time will be spent on exploring

the meanings of past experiences, recovered usually include an active, cooperative period
during which new understandings are acquiredfeelings, and on considering new possibilities.

The detailed attention and the acknowledg- and new access to feeling and memory is
achieved, but this is often emotionally painfulment of the patient’s emotional experiences

usually generate trust and hopefulness in the and is frequently accompanied by the emer-
gence of ambivalence in the therapy relation-patient. Idealization based on this needs to be

guarded against, and the doubt or disappoint- ship. This ambivalence is further heightened
in the third phase, leading up to termination,ment that usually follow it (commonly around

the 10th session of a 16-session therapy) needs which may mobilize feelings associated with
incompletely mourned past losses. Most patientsto be identified; patients may not express these

directly, and here countertransference is an will acknowledge change and express grati-
tude, but therapists need also to allow or assistimportant clue.

The therapist needs to maintain the work the expression of sadness, anger, and disap-
pointment at the incompleteness of the experi-of therapy at a manageable pace, confronting

blocks due to old procedures, and offering con- ence. The therapist’s acceptance of this is re-
corded in a “goodbye letter,” which indicatestainment when new painful affects and memo-

ries emerge. Patients vary in their capacity to what has been achieved and points of the pro-
cedural problems that still require work. Thetake on-board the understandings derived from

the therapeutic work, and therapeutic tact and aim is to encourage a realistic internalization of
the therapist; change in time-limited therapy isjudgment are required. In general, their capac-

ity is greater than one might anticipate and is dependent on establishing an internal conversa-
tion the continuing use of the conceptual tools.relatively independent of educational level or
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The therapy relationship combines many largely unstructured flow of the therapeutic
conversation. The CAT techniques used instrands, all of which contribute to a positive

outcome. Therapists must aim to offer clarity these early sessions are designed to assist gath-
ering of information and to encourage patientsand accuracy based on careful attention and

respect, but objectivity must be based on emo- to reflect on their own processes, thus recruit-
ing them to the idea of participating in thetional responsiveness and must extend to an

awareness of personal reactions and an ability work and introducing them the ideas and meth-
ods of the approach. Three paper-and-pencilto measure how far these are primarily per-

sonal and how far induced by the patient. Non- procedures may be employed during this
phase: the Psychotherapy File, the Personalityspecific empathy and warmth are not enough,

because at times lack of empathy and negative Structure Questionnaire, and the States De-
scription Procedure. (These are available onresponses may be appropriate or unavoidable

reactions; in the end, what use to make of posi- the Web site of the Association for Cognitive
Analytic Therapy: www.acat.org.uk.)tive or negative feelings is a professional deci-

sion, but it is seldom helpful to try to conceal
them. Ultimately, most patients have suffered

The Psychotherapy Filefrom harsh or uncaring responses from others.
Even though they have themselves repeated The Psychotherapy File is usually given to the

patient at the end of the first session. It offerssuch attitudes to others, the understanding of
the story summarized in the reformulation let- (1) a brief account of the formation and persis-

tence of problems, (2) instructions in the self-ter can make it possible for therapists to com-
bine accurate responsiveness with basic accep- monitoring of symptoms and unwanted behav-

iors, (3) descriptions and examples of the threetance. The detailed task remains difficult, and
good supervision is important. When therapists common patterns of nonrevision (traps, dilem-

mas, snags), and (4) descriptions of unstableare drawn into collusive or unduly negative re-
actions, it is helpful to be able to discuss how and extreme states of mind. This last section,

which seeks to identify borderline phenomena,these are related to the patient’s diagram and
how they may be an example of what is fre- may be replaced by the Personality Structure

Questionnaire (see below). Patients are askedquently evoked from others. The acknowledg-
ment of negative or inappropriate feelings and to study the file and to mark items that apply

to them; these will be discussed at the next ses-the ability to reflect on them may in fact be a
useful model for the patient. sion and detailed examples sought, to ensure

that the descriptions are applied accurately.As therapy proceeds, the patient’s ability to
distinguish between appropriate reactions and This process contributes to the reformulation,

and it equips patients with ways of thinkingthose based on past experience grows. This, in
turn, allows therapists to be more transparent about their own active contribution to the

maintenance of their problems.and spontaneous; self-disclosure is not neces-
sarily helpful, but at this stage a move from
firmly delineated professional distance toward

The Personalitya more “normal” relationship signals an ac-
Structure Questionnaireknowledgment of the patient’s growth.
The Personality Structure Questionnaire (PSQ;
Pollock, Broadbent, Clarke, Dorrian, & Ryle,
2001) was developed within CAT on the basisMETHODS AND TECHNIQUES
of the Multiple Self States Model of BPD. It
is a simple instrument in which patient‘s rateThe technical aspects of CAT combine those

common to most approaches, such as empathic themselves on eight bipolar scales according to
how far they experience shifting mental states.listening, the instillation of hope, and those

specific to CAT theory. A considerable propor- Items are scored from 1 (stable) to 5 (unstable);
total scores correlate significantly with mea-tion of most early sessions are devoted to the

www.acat.org.uk
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sures of dissociation and multiplicity, and high indicates which roles may be attributed to, or
elicited from, others including therapists andscores are associated with the clinical and psy-

chometric diagnosis of BPD. In practice, where other clinicians. It also makes clear how the
inconsistent behaviors of borderline patients maypatients score 28+, their responses offer a use-

ful basis for further discussion of their different result from three different processes; namely,
role reversals (e.g., from victim to abuser), re-states; further exploration and self-monitoring

can then lead to the characterization of their sponse shifts (e.g., from victim to revengeful in
relation to perceived threat or abuse), or self-different self-states or may involve the use of

the States Description Procedure. state shifts (e.g., from ideally cared for in re-
lation to ideal carer to angrily abandoned in
relation to unreliable neglectful other). It also

The States Description Procedure provides a basis for linking the interpersonal
enactments of dysfunctional role proceduresThe States Description Procedure (SDP) (Ben-

nett, Pollock, & Ryle, in press) is designed for with equivalent interpersonal self-management
procedures. For example, it is common for bor-use with patients who are liable to switches

between recognizable, recurring states, each derline patients to accept abuse from others
and to inflict it on others but also to inflict itcharacterized by mood, behavior and sense of

self and others. In practice, such patients can on themselves.
be identified by scores on the PSQ of 28 or
more or by a diagnosis of BPD. Once such pa-

Reformulation Letterstients have accepted the idea that aspects of
their negative experiences are only experienced Reformulation letters are drafted for discussion

at session 4 and, after revision, are retained byin certain states or are related to switches be-
tween states, they are given the States Descrip- both patient and therapist. They present provi-

sional summaries of the patient’s formative ex-tion Procedure to complete, either on their
own or with assistance. periences and describe how persistent negative

patterns formed in early life, or symptomatic orThe first part consists of names and descrip-
tions of commonly encountered states, drawn avoidant alternatives, to them are now respon-

sible for the problems for which therapy isfrom clinical experience and from the grid
study referred to above. Each named state is sought. Current difficulties will be explained

in terms of traps, dilemmas, and snags, of dys-described by two lists, one headed “I feel” and
the other “People in my life.” Respondents functional reciprocal role patterns and of disso-

ciation between self-states. The ways in whichidentify those states they experience, modify
the title if they wish, and select from or add to these may interfere with the work of therapy

will be anticipated. An example is given in thethe listed descriptions those that apply to them.
The second part of the SDP is completed for case history below.
each identified state. It consists of detailed en-
quiries about the frequency, duration, mode,

Sequential Diagramsand provocation of entry into and exit from the
state and the accompanying emotional and Target problems and identified traps, dilem-

mas, and snags and the repertoire of reciprocalphysical symptoms.
The responses to both parts of the SDP are role procedures will be summarized in writing

and diagrammatically. Sequential diagrams arethen collated to provide a list of states in which
the symptoms, feelings, and behaviors are linked constructed around a core that lists the prob-

lematic reciprocal role procedures that thewith the perceived roles of self and others. A
given state will always be seen to be identified therapist has deduced from the accumulated

historical evidence, the assessment question-with a given interpersonal role, and each such
role will be seen to be in explicit or implicit naires, and the developing therapy relation-

ship. In Cluster B patients, there will be tworelation to its reciprocal. Describing the recip-
rocal roles deduced from the SDP responses or more such cores, each describing the recip-
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rocal role pattern of a partially dissociated self- wishes to be taken care of by me and to be
sexually penetrated by me. . . .” Such com-state.

The enactments of the various core proce- ments would be judged in the CAT perspec-
tive as authoritarian and abusive; indeed, anydures will be traced on procedural loops that

detail the consequences of playing the role. claim to know the truth about what the patient
is unconscious of is likely to echo early experi-These may serve to confirm the procedures or

may end with a switch involving a role reversal, ences with controlling and intrusive parents.
In both CAT and cognitive-behavioral ther-a response shift, or a self-state switch. Sequences

of such switches may be traced by dialogic se- apies (CBT), teaching plays a part. CAT thera-
pists, however, are particularly concerned to re-quence analysis (Leiman, 1997), which tracks

the succession of changing reciprocal role pat- frame the ways in which patients define their
problems, as such definitions are often them-terns. Constructing diagrams requires careful

inquiry and discussion, monitoring, and thought. selves part of the problem. CAT places more
emphasis on clarifying what patients do and doThe last task is to reduce them to a manage-

able simplicity so they can function as mne- not have responsibility for, on understanding
how behaviors may be maintained by the per-monic tools through the therapy.
ception of alternatives as feared or forbidden,
and on setting all understandings within the

The Work of Therapy high-level model of self processes. The specific
problem behaviors, symptoms, and “faulty cog-Through the remaining sessions, the reformu-

lation tools will be available as a shared sum- nitions” of cognitive and behavioral approaches
are described in terms of procedural sequencesmary of the problems being tackled. Develop-

ments in daily life or in the therapy relationship and linked to the high-level general procedures
summarized in the reformulation. Reformula-and new memories, dreams, or feelings will be

considered in relation to them. Self-reflection tion presents a general outline that offers a
workable hypothesis derived from the detailedmay be enhanced by ratings of change and by

diary keeping linked to the diagram. Home- account of the past and tested for accuracy and
relevance (and sometimes revised) during thework tasks related to the diagram may be pro-

posed, aimed at the recognition and control of remainder of the therapy. The CAT therapist
differs from orthodox CBT therapists in theirdysfunctional procedures. These technical tasks

must be carried out with tact and must leave use of the therapy relationship to understand
the patient’s reciprocal role patterns, in partic-unstructured time; reformulation creates a

stage, but the patient must be given the chance ular (but not only) in the case of patients
whose role procedures make them resistant orto perform on it.

The CAT therapist’s use of the therapy rela- uncooperative in therapy.
tionship differs from that of the psychodynamic
therapist in being more explicit, collaborative,

Resistance and Technical Errorsand direct and also in limiting interpretation
to making links with past and present patterns The failure of patients to progress is usually

due to the manifestation of a dysfunctional pro-as generalized in the descriptive reformulation.
The so-called deep interpretations of some psy- cedure in the therapy relationship, often linked

with the therapist’s failure to identify his or herchoanalysts—those that assert links between
unconscious transference attitudes and devel- collusive reciprocation. If therapy loses its mo-

mentum, it is useful for therapists, with theopmental and current issues—are avoided. An
example of such a genetic or deep reconstruc- help of supervision, to write a halfway letter to

the patient, linking the identified procedurestion is given in Kernberg (1989): “Whipping
prostitutes and acting tough with me have a with what has happened or is not happening

between them. The CAT model itself, beingsimilar function: to behave in a macho fashion
like your father, rather than giving in to your time-limited and requiring work, can induce
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overactivity in therapists and passive resistance ently. She described her father as very stern and
cried when describing how critical he was butin patients.
added, “It was for my own good.” Later, she ver-
bally attacked the psychotherapist for “makingMaintenance
her say bad things about him,” adding that heand Relapse Prevention
was a perfect parent who, had he not died a few

The maintenance and continuation of change years back, would have been very upset by the
after a 16- or 24-week therapy depend on the mess her life was now in. She described how her
internalization of the therapist as a corrective mother, with whom she currently shared a house,
voice and on the continuing use of the tools had never sided with her against the father and
developed in the therapy. Follow-up at 3 months had never trusted her to manage anything in the
usually shows that more has been retained than home. Neither parent had expressed any pleasure
appeared likely during the ambivalent phase of when she graduated from college.
termination. This experience of coping alone Kate “fell desperately in love” at the age of 20.
is a positive one for most patients. Nonetheless, Despite episodes of mutual physical violence, she
a proportion of patients, especially those with lived with the man and became pregnant by
personality disorders, may need further help. choice when aged 27. No sooner was her daugh-
This may take the form of further spaced ter Lily born than the couple separated, Kate be-

follow-up sessions or a short spell of “top up” ing given custody. At 29, she met and married a
sessions designed to reinforce what was “well-off and good looking” businessman and
learned. In other cases, long-term “dilute” sup- had her second daughter, Tina. Soon after the
portive therapy informed by the understanding birth, she requested a legal separation and the
of the reciprocal role patterns may be appro- husband was granted custody of the child. She was
priate. Patients needing a continuation of ac- currently trying to increase her access to Tina but
tive therapy may be referred to group therapy, did not wish to take over full-time parenting and,
therapeutic community, or day hospital pro- in any case, Social Services were concerned about
grams, preferably to receive various inputs her inconsistent behavior toward the children.
(such as other group activities, psychodrama, Kate herself described her attitude to her
or art therapy) coordinated by CAT-informed daughters in strongly contrasting terms. Some-
management. There may be a place for a sec- times she would be overwhelmed with longing
ond CAT after a gap of a year or more, for and sadness for Tina and would describe Lily as
example, with patients who, building on a first an unmanageable monster; at other times, she
therapy, risk greater involvement with others would reject Tina and praise Lily.
and encounter new forms of difficulty. Kate was given the Psychotherapy File. She

checked traps concerned with the fear of hurting
others, depressed thinking, and social isolation.
She identified the following self-management di-CASE EXAMPLE
lemmas: either I try to be perfect or I feel guilty,

Kate, aged 33, consulted with the aim of obtain- and either I keep things and feelings in perfect
order or I fear a terrible mess. Relationship dilem-ing psychiatric support for her request to be al-

lowed more access to her 3-year-old daughter mas identified were: either I am involved and
likely to get hurt or uninvolved, in charge butwho was in the custody of her husband, from

whom she had separated shortly after the birth of lonely; either I stick up for myself and am disliked
or I give in, get put upon and feel cross and hurt;the child. She did not want psychotherapy, but

agreed to attend for four assessment sessions. At and when involved with someone either I or they
have to give in. Her score on the PSQ was 37.the end of this time, she accepted a further 20 ses-

sions. Kate missed her third session, explaining at the
next meeting that she had felt too upset. The ther-Kate was an intelligent and attractive woman

who told her story histrionically and incoher- apist suggested that this might reflect the self-
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continue to work together to make sense ofmanagement dilemma of “either I keep things
what, at present, is so often bewildering.and feelings in perfect order or I fear a terrible

mess” and the relationship dilemma of “either I
am involved and likely to get hurt or uninvolved, Kate was moved by the reformulation letter

and brought it to the next session. She said it wasin charge but lonely.” At the next meeting, the
provisional reformulation letter was read. perfect and needed no revision, adding that no-

body had ever understood her before. Work onAfter recording how, as a child, she had had
to work hard to avoid father’s criticism and how the diagram was started, but when a draft was of-

fered at session 6, she said it made no sense atmother had never trusted her to be capable, the
reformulation letter continued: all and tore it up. The final version (Figure 9.2),

which encapsulates her borderline features, was
It seems to me that, although your parents

agreed on two sessions later.gave you a lot, they did not give you any se-
Kate became far more aware of her idealiza-cure sense of your own worth. You experi-

tion, of her slavish striving for praise, and of herenced your father as particularly rejecting
switches into destructive anger. At session 11, shewhen you became adolescent, mocking your
reported how she had prepared for a meetings withappearance and your normal interest in boys,

and you felt too anxious to risk getting close her husband and social worker about Tina with the
to people of your own age. The one way you aid of the diagram and how this had enabled her
could feel good about yourself was through to be calm and coherent for the first time.
your achievement at school. It seems that it is Kate stopped her therapy after 15 sessions,
still very important for you to win admiration saying it was too demanding to go on and that
and praise but you still have no close friends she felt less distressed and more controlled than
and often feel lonely and empty. With both the

before. She had achieved more independenceimportant men in your life you seem to have
from her mother and was looking for separate ac-started by expecting too much and then, as
commodation. The therapist wrote a brief good-things became difficult, you alternated be-
bye letter, noting the changes that had beentween desperately striving to please them and
achieved and the residual instability of mood andangry, sometimes violent, disappointment. Sim-

ilar switches affect how you are with your chil- emphasizing the need to continue self-reflection
dren. It seems to me at this point that with Lily with the help of the diagram. At follow-up meet-
you are sometimes harsh like your father was ings at 3 and 6 months, Kate reported that she
to you and at other times you try to make it up now had a clearer understanding of her child-
to her and be a perfectly caring parent. With hood and of how it had affected her attitude to-
Tina you are facing the consequences of hand- ward her children. She also reported that her
ing her over to her father; as we discussed, I

mood and behavior were more even and con-wonder if this was your way of protecting her
trolled.from what you feel is bad in you. Now, though
Two main problems had faced the therapist inyou miss her desperately, you feel unable to

this case. The first stemmed from the fact that thetake full care of her and can become very im-
patient came seeking support for her wish forpatient when she is with you, as a result of

which your ex-husband and Social Services more access to Tina, rather than for help with her
are only allowing you restricted access. personal difficulties. The experience of the first
It seems that you can be angry, loving, de- assessment meetings was distressing, and she

structive, and unhappy in extreme ways and missed the next appointment. (Normally patients
that deep down you feel irrationally bad. Our lose any sessions missed without notification, but
first important task will be to continue to work during assessment this rule is relaxed.) However,
on the map we started as a way of understand-

after completing the assessment process and re-ing the switches between these different states.
ceiving the reformulation letter, she was able toIt is probable that we will experience these
commit herself to therapy, although she did failstates, for working at therapy may make you
to attend on one subsequent occasion. The pre-feel exposed or angry or well cared for or dis-
liminary understandings of the role proceduresappointed at different times; our job will be to

recognize and manage these changes and to derived from the history and the Psychotherapy
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Critical
Rejecting

Kate to daughters

Kate to parents
Rejected

Guilty
Deprived

Placate
Seek admiration

perfectionist

Resentful

Ideally cared
for

Idealized care

Fall in love
Feel wonderful

Disappointed

FIGURE 9.2 Diagram of Kate. The numbers in brack-
ets indicate individuals with whom the procedures are
clearly operating: 1 = Lily; 2 = Tina; 3 = first husband;
and 4 = second husband

File had helped the therapist to contain the dys- EMPIRICAL RESEARCH
functional procedures that threatened therapy
from the beginning. As explained above, many CAT features were

originally developed in the context of researchThe second problem stemmed from the pa-
tient’s “narrative incompetence” (Holmes, 1998). (Ryle, 1980), and small exploratory studies have

continued to influence developments. The rapidKate’s account of her life was full of the illogical
jumps, obvious contradictions, and violent mood expansion of CAT training, the fact that it takes

place in a large number of centers, and the ex-swings typical of patients with borderline person-
ality features. The idea that these could reflect al- treme shortage of research funding during the

past two decades have limited large-scale studies,ternating states of mind, which could be under-
stood and connected, was put to Kate at the but some are now being undertaken. The fol-

lowing are the main published studies.second session. The process of identifying and
describing her different states was initiated by a
detailed consideration of her replies on the PSQ.

Controlled Outcome StudiesThe development of the diagram supported the
therapist in making sense of the patient’s various
and at times extreme attitudes. Although Kate

1. A small, randomized comparison of CAT
with focused dynamic therapy carried

failed to carry out agreed self-monitoring based out by the same therapists and using
on it, her use of it to prepare for her meeting with both nomothetic and ideographic (grid-
her ex-husband and social worker demonstrated derived) measures showed a significantly
that she had achieved more understanding and larger effect for CAT on the latter. The
control through the use of it. Kate did not com- results indicated more change in the pa-
plete the 24 sessions offered, and this doubtless tients’ dysfunctional self-attitudes and in
reflected a persistent uncertainty about self-expo- associations between caring, depending,
sure. However, her attendance for follow-up and controlling, and submitting (Brockman,
her reports of continued change suggested that Poynton, Ryle, & Watson, 1987).
she had achieved significant changes in personal- 2. Insulin-dependent diabetic patients with
ity functioning. poor diabetic control despite nurse edu-
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cation were randomized between CAT Naturalistic Outcome Studies with
Measured Outcomesand an equivalent number of sessions

with a diabetic specialist nurse offering
intensive education. The procedures as- 1. Mitzman and Duignan (1993; Duignan

& Mitzman, 1994) described a CATsociated with poor self-management in-
cluded depressive self-neglect (sometimes therapy group in which the patients’ re-

formulation letters and diagrams, con-amounting to slow suicide), passive resis-
tance to the clinic staff, and personality structed in four individual sessions, were

shared in the subsequent 12 meetings offragmentation. The CAT focus on high-
level procedures seemed particularly rel- the group. Five of the eight group mem-

bers had Axis II diagnoses. One patientevant for such problems. HbA1 levels, in-
dicating the average level of diabetic dropped out after two meetings. Mean

changes in questionnaire scores and grid-control, fell in both groups at the end of
16 sessions, but this was not maintained derived measures in the remaining 7

cases were similar to those achieved inin the nurse education group, whereas in
the CAT group further reductions oc- 16 sessions of individual CAT.

2. Garyfallos and colleagues (1998) as-curred. Measures of interpersonal diffi-
culties improved significantly in the CAT sessed the effect of CAT in a large series

of outpatients in Greece using the MMPI.group only.
3. In a similar randomized controlled trial, They concluded that CAT offered a satis-

factory approach in this setting.Cluely (personal communication, March
2001) reported a significant effect of 3. Kerr (2001) described the use of CAT in

post–acute manic psychosis and alsoCAT on increasing the quality of life and
improving treatment adherence in pa- CAT treatment of a case of schizoaffec-

tive disorder (Ryle & Kerr, 2002, pp.tients with poorly controlled asthma.
4. There have been two unsatisfactory ran- 167–172).

4. Ryle and Golynkina (2000) described thedomized controlled trials (RCTs) of
CAT in anorexia nervosa. Treasure et al. outpatient treatment of a series of pa-

tients with borderline personality disor-(1995) compared CAT with educational
behavior therapy, and Dare, Eisler, Rus- der with up to 24 sessions of CAT, in

most cases by trainees. Of the 31 patientssell, Treasure, & Dodge (2001) com-
pared CAT with routine care, a psycho- starting treatment, 4 dropped out. The

remaining 27 patients were all assesseddynamic intervention, and family therapy.
It is hard to draw conclusions from these at a 6-month follow-up, and 18 attended

at 18 months posttherapy. At 6 months,studies for, though CAT was reasonably
effective and patients were positive about mean psychometric scores were signifi-

cantly lower, and half the sample nothe approach, in neither case were the
CAT therapists trained. Further, in the longer met Diagnostic and Statistical

Manual of Mental Disorders IV (DSM-latter study, the effect of a 7-month CAT
was compared to 12-months of the other IV) criteria for BPD; these were catego-

rized as improved. The pretherapy assess-interventions.
5. Pollock (personal communication, Octo- ments showed that the unimproved pa-

tients were less likely to have been inber 2002) compared 16 sessions of CAT
with a waiting list control condition in employment or in any ongoing relation-

ship and were more likely to have a his-female survivors of childhood sexual abuse.
CAT showed clinically and statistically tory of self-harm, violence, and alcohol

abuse than were the improved group.significant treatment effects.
6. Controlled trials are currently in process Follow-up at 18 months showed further

reductions in psychometric scores inwith personality-disordered patients and
with seriously disturbed adolescents. both groups.
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clinical disorders. The approach will doubt-
Studies of Phenomenology less continue to be modified and will need
and Change evaluation in these various applications. It is

likely to be applied more frequently to workClarke and Llewelyn (1994; Clarke & Pearson,
2000) reported studies of adult abuse survivors. with couples and families, where it is compati-

ble with systems theory approaches, and toRyle and Marlowe (1995) described the clini-
cal and research uses of the self-states sequen- group therapy.

In the care and management of personalitytial diagram. Golynkina and Ryle (1999) used
repertory grids to identify the characteristics of disorders and major mental illnesses, CAT has,

I believe, an important contribution to make.the partially dissociated states of a series of bor-
derline patients, and Ryle (1995) linked state It provides, in accessible language, descriptions

of interactions that can be shared by patientsdiagrams to measurements of variations in trans-
ference and countertransference during the and staff. The more technical contributions of

CAT, notably the value of written and dia-therapies of two borderline patients. Pollock
(1996) reported repertory grid studies of a group grammatic reformulation, have two parts to

play: one in extending patients’ capacity forof sexually abused women who had committed
violence against their partners, demonstrating self-reflection, and the other in supporting

clinical workers in the creation and mainte-how it was necessary for the therapist to ac-
knowledge the patients’ self-perceptions as guilty nance of a working alliance that can guard

against inadvertent collusion and allow an au-abusers before the guilt irrationally associated
with the victim role could be reconsidered. thentic human interchange.

CAT continues to aim for integration at theSheard et al. (2000) described a CAT-derived
three-session intervention for patients present- level of theory and practice, being committed

to the creation of a conceptual base that ising to emergency departments with repeated
deliberate self-harm. compatible with what is reliably known about

human development, personality, and therapy.
Such a base supports the critical evaluation

Measures of Model Adherence and continuing selective assimilation of ideas
and Process from other models.

This should generate a continuing debate,Bennett and Parry (1998), using reliable alter-
native analyses of the therapy dialogue, demon- but so far this has not been forthcoming. Expo-

sitions of the differences between the idea ofstrated the accuracy of the CAT joint reformu-
lation of a borderline patient. Methods for the the schema and the procedure and of the na-

ture of sign-mediated internalization as op-microanalysis of audiotapes or transcripts of
therapy sessions were developed (the Therapist posed to representation have not been dis-

cussed; the radical critiques made of selectedIntervention Coding) with the aim of identify-
ing how threats to the therapeutic alliance psychoanalytic ideas and practices have re-

mained uncommented upon. The CAT dia-were managed (Bennett, 1998; Bennett &
Parry, 2003). The use of an early version of this logical understanding of early development,

self-processes, and therapeutic change impliesin the supervision of CAT therapists is de-
scribed in Ryle (1997a). Bennett and Parry (in a challenge to common philosophical assump-

tions about how humans should be thoughtpress) have also developed a method of mea-
suring competence in delivering CAT. about and will, I suspect, be widely misunder-

stood but I hope will eventually be construc-
tively debated. Differences in language and un-
derlying paradigms, even though they oftenFUTURE DIRECTIONS
conceal considerable areas of agreement, make
much debate as constructive as conversationsThe development of CAT is not over. As a

framework for individual therapy, it is being in the Tower of Babel. However, the difficul-
ties cannot be resolved by adherence to parishapplied in different contexts and to different
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loyalties or by bland assertions that we are all Bennett, D. & Parry, G. (in press). A measure of
psychotherapeutic competence derived fromdoing the same thing really.

In both theory and in values, CAT is insis- cognitive analytic therapy (CAT). Psychother-
apy Research.tent on the need for psychotherapists to work

from an understanding of the whole person. Bennett, D., Pollock, P., & Ryle, A. (in press). The
States Description Procedure: The use ofReductive models of human functioning,

whether by overemphasizing the role of genes, guided self-reflection in the case formulation
of patients with borderline personality disorder.behaviors, cognitions, or unconscious forces,

have damaging ethical implications. In its em- Clinical Psychology and Psychotherapy.
Brockman, B., Poynton, A., Ryle, A., & Watson, J.phasis on the profound and subtle influence of

human culture on individual personal develop- P. (1987). Effectiveness of time-limited therapy
carried out by trainees: A comparison of twoment, CAT does not deny these factors. But

nor should psychotherapists deny that we and methods. British Journal of Psychiatry, 151,
602–609.our patients live in, and internalize much of a

world where increasing wealth is linked with Clarke, S., & Llewelyn, S. (1994). Personal con-
structs of survivors of childhood sexual abusepersistent gross inequalities, increasing loneli-

ness, depression, passivity, and powerlessness. receiving cognitive analytic therapy. British Jour-
nal of Medical Psychology, 67, 273–289.These forces effectively diminish the individu-

al’s sense of self and connection with others; Clarke, S., & Pearson, C. (2002). Personal con-
structs of male survivors. Unpublished manu-we need to bear witness to this. In our relation-

ships with our patients, we need to challenge, script.
Coleman, P. (1999). Identity management in laternot reinforce, the internalized social sources of

psychological damage. life. In R. T. Woods (Ed.), Psychological prob-
lems of ageing: Assessment, treatment and care
(pp. 49–72). Chichester: Wiley.
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Assimilative Psychodynamic Psychotherapy

GEORGE STRICKER AND JERRY GOLD

Our patients and our work as psychotherapists We have described the evolution of the the-
ory and technique of this therapy in a series ofhave puzzled us, tantalized us, humbled us,

and ultimately taught us to question the valid- articles and chapters that have appeared during
the past 15 years (Gold, 2000; Gold & Stricker,ity of a “one truth” position in the world of

psychotherapy. We both were trained as psy- 2001; Stricker & Gold, 1988, 1996, 2002). Our
approach to psychotherapy integration grewchodynamic psychotherapists and remain com-

mitted to that orientation. Yet, we have learned out of a number of experiences, individual and
shared, academic, collegial, and clinical, thatmuch from colleagues of all orientations and

have found that our psychodynamic ideas and taught us about psychotherapy integration in
general and about its role in psychodynamicmethods can be empowered by, and can syner-

gize with, concepts and techniques from sev- psychotherapy in particular.
One of us (G. S.) was an initial organizereral therapeutic schools.

and is a current member of the Steering Com-
mittee of the Society for the Exploration of Psy-
chotherapy Integration (SEPI; information aboutINTEGRATIVE APPROACH
SEPI can be located at http://www.cyberpsych.
org/sepi/ or by writing to stricker@adelphi.edu)The Assimilative Psychodynamic model of psy-

chotherapy refers to a broadly psychodynamic and, as such, has been involved in this schol-
arly and clinical movement since its beginnings.therapy into which active interventions (cogni-

tive-behavioral, experiential, and family-systems Stricker has been privy to, and a contributor to,
the central conversations about psychotherapytechniques) are assimilated, producing an al-

tered purpose and expanded impact of those integration for more than 20 years and has at-
tended and presented at almost all of the SEPIinterventions, and to a changed and enlarged

view of psychodynamic functioning. conferences during that period. The second
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author (J. G.) currently is editor of the Journal We also have been influenced by Messer’s
(1992) seminal writing on assimilative integra-of Psychotherapy Integration and, in that role,

has examined many scholarly submissions and tion. In this much cited article, Messer (1992)
articulated the crucial idea that the meaningcontributions to psychotherapy integration.

Gold was Stricker’s doctoral student just prior and impact of all therapeutic concepts and
techniques are contextually determined andto the founding of SEPI, and during our work

together on what would become Gold’s (1980) thus cannot be understood in isolation. Our in-
tegration of active interventions from therapiesdoctoral dissertation, we discussed early papers

and books on psychotherapy integration, which other than psychoanalysis always conforms to
this contextual perspective.were and which remain shared influences.

These included Dollard and Miller’s (1950) The direct antecedents of Assimilative Psy-
chodynamic Psychotherapy include the afore-seminal integration of learning theory and

Freudian psychoanalysis; Alexander and French’s mentioned, integrative psychoanalytic approaches
introduced by Alexander and French (1946),(1950) radical revision of psychoanalytic ther-

apy, in which the concept of the corrective Dollard and Miller (1950), Beier (1966), and
Wachtel (1977). These authors all describedemotional experience was introduced; and

classic articles on the integration of various psy- new versions of psychoanalytically oriented psy-
chotherapy in which change accrued from manychotherapies. Some of the more influential pa-

pers were French’s (1933) examination of the sources, including but not limited to insight.
This collective of innovators all demonstratedrelationship between Pavlovian conditioning

and Freudian theory; Rosenzweig’s (1936) de- that psychodynamic changes can and do follow
from behavioral changes as frequently and asscription of common factors in psychotherapy;

Alexander’s (1963) description of the therapist powerfully as when insight precedes change.
Essentially, all of these therapists and therapiesas a source of rewards, punishments, and cor-

rective learning experiences; Beier’s (1966) de- place insight and psychodynamic variables with-
in a multidirectional and multidimensional mod-scription of the way in which therapist’s rein-

force unconscious mental processes; and the el of personality and of psychological change. It
then follows that new learning and the provi-psychodynamic behavior therapy contributed

by Feather and Rhodes (1972). sion of new experiences, as well as important
as interpretation and insight, are crucial in aA critically important influence on both au-

thors was the seminal book by Paul Wachtel psychoanalytically informed integrative ther-
apy. It was from this conceptual and technical(1977), Psychoanalysis and Behavior Therapy:

Towards an Integration, which we read to- foundation that our approach grew.
Another “brick” in the foundation of ourgether soon after its publication and which was

a serendipitous find as we struggled to concep- model was our own effort (Stricker & Gold,
1988) to conceptualize personality and person-tualize the research questions that shaped Gold’s

(1980) dissertation. The theoretical model of ality disorders within an expanded psychody-
namic theory that would take into accountcyclical psychodynamics contained in this book,

and the integrative intervention strategies there- conscious cognitive and perceptual processes,
as well as overt behavior and interpersonal rela-in, were and remain important foundations of

our integrative model. The relative flood of in- tionships. Although not meant as an overtly in-
tegrative theory at the time it was written, wetegrative writing that followed Wachtel’s (1977)

watershed publication has influenced us as have returned to this model repeatedly (Gold
& Stricker, 1993; Stricker & Gold, 1996) andwell. Important contemporary integrative writ-

ers who have taught us much include Ryle have explored its integrative implications in the
development of Assimilative Psychodynamic Psy-(Cognitive-Analytic Therapy; Ryle & Low,

1993) Fensterheim (1993; Behavioral Psycho- chotherapy. This “three-tiered” theory (behav-
ior, cognition and emotion, and psychodynam-therapy), and Allen (1993; Unified Psycho-

therapy). ics) allowed us to consider how to incorporate



Assimilative Psychodynamic Psychotherapy 223

nonanalytic ideas and methods in a flexible but expand to accommodate novel concepts of
change and novel interventions (Stricker &systematic way into our psychoanalytically ori-

ented work. Gold, 2002).
Our selection of interventions is guided pri-Our conceptual foundation is broadly psy-

choanalytic in nature and fits best into the “re- marily by clinical experience and necessity and
by our reliance on psychodynamic principles,lational structure” (Greenberg & Mitchell,

1983) group of psychoanalytic therapies. That but we are aware of, and use whenever possi-
ble, empirical guidelines. For example, ouris, we believe that each person’s psychological

structures and ways of consciously and uncon- psychoanalytic interventions reflect our train-
ing and ongoing experience as clinicians, yetsciously remembering and representing our ex-

periences accrue in the context of significant we also rely on research findings that substanti-
ate the clinical effectiveness of psychodynamicinterpersonal relationships. Central to our model

is the traditional psychoanalytic notion that exploration and of interpretation of transfer-
ence (cf. Luborsky, 1996; Weiss & Sampson,those memories and experiences that are pain-

ful and that contradict our cherished notions 1986). Similarly, when an active intervention
is assimilated into our psychodynamic ap-of who we are, and of who our parents and

other loved ones were, are excluded from con- proach, we do so first with an eye toward the
immediate and long-term clinical needs of thesciousness, yet continue to influence our think-

ing, behavior, and emotional experience. Yet, patient, but also with awareness of the litera-
ture on prescriptive matching of patient, prob-as integrative theorists and therapists, and fol-

lowing our own “three-tiered” model, we be- lem, and empirically tested intervention (Beut-
ler, Alomohamed, Moleiro, & Romanelli, 2002).lieve that consciousness and its components

(emotion, cognition, and perception), and be- Finally, and of crucial importance in our rela-
tional psychodynamic approach, we are cogni-havior play significant roles in personality and

psychopathology and often require direct inter- zant that there is empirical support for the im-
pact of the therapeutic relationship (Norcross,vention as well. Furthermore, we assume that

there are dynamic linkages between the tiers 2002) as well as the therapy technique. Inter-
estingly, this brings us full circle, as that wasthat play significant roles in reinforcing and

maintaining phenomena at all levels. In other the crucial finding of Gold’s (1980) disserta-
tion.words, we have found that problematic think-

ing and troubling interpersonal relationships
patterns often express and stabilize unconscious
conflicts and representations and prevent inter- ASSESSMENT AND FORMULATION
pretive work from being completely effective.
As a result, there are times when we must Although we assign patients Diagnostic and

Statistical Manual of Mental Disorders IVintervene directly in the patient’s behavior and
consciousness, in much the same ways as do (DSM-IV) diagnoses for record keeping, for

the appropriate psychiatric referrals, and for in-cognitive, behavioral, experiential, and family-
systems therapists. This leads to the assimilative surance purposes, we have not found that this

nosology, or any other “official” diagnostic ty-nature of this therapy. When employing an in-
tervention that is meant to change thinking, pology, is of much use in the complex environ-

ment of ongoing psychotherapy. Our assess-emotional processing, or behavior, we do so
with two purposes: to change the targeted psy- ment begins with the first contact with the

patient and continues throughout the treat-chological issue and at the same time to inter-
vene in the significant psychodynamic sphere ment. It usually is interwoven in a relatively

seamless way with the psychotherapeutic pro-that is connected to that issue. Thus, active in-
terventions are assimilated into a broadly psy- cess. This is inherent in an exploratory, psycho-

dynamically informed psychotherapy, whereinchoanalytic framework. At the same time, this
theory and its associated technical perspective a central goal of the treatment is the progres-
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sive expansion of our understanding of the pa- new interaction with others and for new experi-
ences at Tiers 1 and 2. At the same time, thesetient and of her or his self-knowledge.

We do not separate the treatment into traits are not carved in stone, but seem inflexi-
ble and enduring at least in part due to thephases of formal assessment and psychother-

apy, but as new material and understanding contributions of others in the patient’s life, who
channel his or her actions down well worn, fa-progressively emerges, we revisit our initial as-

sessment and formulation. We are not adverse miliar paths.
As an example, consider the patient whoto the use of formal tests or questionnaires to

answer specific questions about issues such as suffers from a Tier 2 problem of self-critical
thinking. In addition to thinking about ways todiagnosis, risks, or psychological abilities and

disabilities, but our model of assessment is not help this person to test these thoughts and to
modify them, we explore the possible role oflinked to such instruments, and we use them

only as a particular need emerges with an indi- Tier 3 (psychodynamic) factors in motivating
such thinking, and we consider such thoughtsvidual patient.

Our assessment of each patient, and the for- to be a potential defense against unconscious
issues such as hostility toward a loved one withmulation of each ongoing psychotherapy, re-

lies heavily on the three-tiered model of psy- whom the patient is identified. Then, and per-
haps most importantly, we ask ourselves, andchological functioning that we introduced

earlier in this chapter (Stricker & Gold, 1988). attempt to explore clinically, the question of
whether these thoughts can and need beThese tiers are behavior and interpersonal re-

latedness (Tier 1); cognition, perception, and changed through exploration of their unwitting
symbolic and defensive role or whether theiremotion (Tier 2); and psychodynamic conflict,

self-representations, and object representation modification via the use of active, cognitive
techniques would be a more effective step that(Tier 3). We evaluate the patient’s functioning,

strengths, and weaknesses at each tier and look would lead us to the same exploratory goal. An-
other component of this piece of the assessmentin particular for the linkages between variables

in each tier and for the ways in which prob- would be to think about the interpersonal or
transferential impact of the active intervention.lems and processes in one tier may express or

maintain a problem in another tier. We also Will the patient experience our attempt to in-
tervene actively in her or his problematicevaluate deficits and skills at each level of expe-

rience and try to identify how filling in these thinking to be an expression of concern or an
intrusion? Will the patient take away from thisgaps, or using specific strengths, might support

change at the other levels. In general, we try to intervention a sense of being worthy of care
and of the therapist as being caring, which willspot those issues in Tiers 1 and 2 that would

prevent effective psychodynamic work from go- help the patient to revise old self and object
representations? Or, will our attempt to helping forward, and that, if ameliorated, could

serve as the kernels of “corrective emotional ex- actively unwittingly reinforce the patient’s sense
of vulnerability and images of authorities whoperiences,” and thus as the seeds of new im-

ages of self and of others (Gold & Stricker, are arbitrary and condescending?
As is typical of most psychodynamically ori-2001). That is, current interactions with others

(Tier 1) are motivated, skewed, and limited by ented psychotherapists, we begin to develop a
case formulation at the beginning of the treat-unconscious perceptions, motives, conflicts,

and images (Tier 3), yet can be and are limit- ment and add to or revise this formulation on
an ongoing basis. Our formulation is of courseing factors in the patient’s ability to change

these issues. Similarly, one’s conscious think- based on the model just described, and it
serves as a general, cognitive-experiential road-ing and perception (Tier 2) exist in an ongo-

ing, circular interaction with the people in map that allows us to organize the vast array of
data that emerges in each session and duringone’s life. Finally, each patient’s set of charac-

ter traits, or enduring patterns of adapting to the course of many sessions. However, we do
not go into each session with an agenda basedthe interpersonal world, limits the chance for
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on this formulation and are quite willing to tending to and in lessening the patient’s cur-
rent suffering, as well as offering the patientabandon its guidance when the clinical situa-

tion dictates otherwise. This follows from our the opportunity to explore and to change the
underlying patterns of organizing experiencebelief, common to most psychodynamic and

humanistic therapies, that it is the patient who and of relating to others that are implicated in
that suffering.determines the course of the therapy; from

whom we take the lead in prioritizing goals The decision to start off with a symptom re-
duction focus or an exploratory focus is based(Bohart & Tallman, 1999; Hubble, Duncan,

& Miller, 1999). There does exist, however, a on the therapist’s assessment of the patient’s be-
ginning psychological state, including his ordynamic tension between this philosophical

and clinical stance and our willingness to as- her level of suffering and ability to tolerate that
suffering, capacity to delay gratification, andsimilate active interventions into this therapy.

We are willing to live with this tension contin- his or her psychological sophistication and in-
terest in self-understanding. With patients whouing without complete resolution, but at the

same time consider there to be a difference be- are relatively high on these variables, we usu-
ally begin the treatment in a fairly standard psy-tween the long-term goals of the therapy, which

are set by the patient, and the clinical needs of chodynamic mode, using integrative, active
techniques as indicated. With those patientsthe patient, which are to be identified and met

by the therapist. whose suffering is too great to delay symptom
reduction, or for whom psychological explora-
tion is too great a strain, we begin the therapy
in a more active, cognitive-behavioral or expe-APPLICABILITY AND STRUCTURE
riential mode, and move gradually toward psy-
chodynamic work as the patient improves. WeWe believe that Assimilative Psychodynamic

Psychotherapy is suitable for a broad range of have found that this approach allows more
fragile or volatile patients (perhaps those whopatients, and that in fact it extends the range

of applicability of traditional psychodynamic might be diagnosed with Axis II personality dis-
orders, especially borderline and narcissistictherapies well beyond its usual limits. We have

found that most adult patients who are seen in disorders) to experience early success in ther-
apy. This contributes to improvement in theprivate therapy offices, or in outpatient clinics,

can benefit from and are successfully treated patient’s self-esteem, to the attainment of an
expanded sense of competence and mastery,with this form of psychotherapy. We do not be-

lieve that this approach would be particularly and to the perception of the therapist as a be-
nign, positive, and helpful presence. These ex-useful in a hospital or other confined institu-

tional setting as we present it here. However, it periences in turn lend themselves to the estab-
lishment of a solid therapeutic alliance and tois very likely that therapists based in inpatient

units or residential settings might be able to use the lessened likelihood of the destructive hos-
tility and negative transference that many writ-our assimilative perspective within their partic-

ular therapeutic models, especially if those ers have posited are inevitable with more dis-
turbed patients (Gold & Stricker, 2001).modes are psychodynamic. As such, we might

conclude that it is indicated for adults who We do not believe that this approach is par-
ticularly useful with patients whose primaryhave anxiety disorders, stress-related disorders,

mood disorders, and personality disorders. Due problems are substance abuse, schizophrenia
and other active psychotic disorders, organicto both its psychodynamic foundation and its

integrative assimilation of active techniques, disorders, or acute relationship (e.g., marital
conflicts) disturbances. This therapy probablythis model permits and encourages easy shift-

ing between a more immediate, symptomatic is contraindicated in acute emergencies and
crises when management and safety are cru-focus, and a more extended, exploratory, per-

sonality-oriented focus. These parallel tracks cial. We have not tested this approach with
children, though we have no reason to believeallow the therapist to assist the patient in at-



226 Integrative Psychotherapy Models

that competent psychodynamically oriented that can be included in a comprehensive psy-
choanalytic theory and which can be used inchild therapists could not adapt their work to

be consistent with our assimilative model. The the comprehensive therapy that follows from
that theory. At the same time, we hope to pre-effectiveness of the short-term psychodynamic

psychotherapies are very likely to be enhanced serve the inclusion of insight, in all of its myr-
iad forms and definitions, as a crucial changeby the type of assimilative integration that we

propose. Indeed, certain of the more influen- factor. As we noted earlier, we have located As-
similative Psychodynamic Psychotherapy his-tial and demonstrably effective therapies of this

type, such as Levenson’s (1995) Time Limited torically and contextually within the segment
of the psychotherapeutic literature that de-Dynamic Psychotherapy, are highly similar to

our model in their integrative perspectives. scribes a “stretching” of psychoanalytic theory
and therapy beyond the confines of interpreta-This therapy usually is conducted on a once

weekly basis for 45 to 50 minutes, though not tion and insight, but we have not abandoned
that cornerstone of the psychoanalytic model.infrequently we see people twice weekly for

extended periods. The therapy usually is de- The literature on psychotherapy integration
(Prochaska & DiClemente, 1992; Wachtel, 1977)signed as long-term and open ended, though

more and more often we find that third-party has emphasized repeatedly that there are many
facets of change and that change accrues fromissues, such as insurance and managed-care

limits, force therapy to be constructed as short- many factors. We are happy to make use of as
many of those factors as is possible, noting thatterm or to end sooner than we would like. The

typical therapy lasts a year to 2 years and con- each person changes somewhat differently and
that, as a result, each therapy is constructedsists of approximately 40 to 100 sessions, though

both authors have had several patients with somewhat differently as well. We believe that
change can and does result from insight inwhom we have worked for many years and for

many hundreds of sessions, usually with a great both its historical and interactional forms, as
well as from exposure to fearsome internal anddeal of mutual satisfaction.

We often work in combined formats where external stimuli, from the modification of cog-
nition and perception, from observational learn-a patient in individual therapy is referred to

couples, family, or group therapy or to a psy- ing and via operant conditioning, from the
ability to access and to symbolize emotional ex-chiatrist for medication. Usually, these supple-

mentary treatments are carried out by colleagues. periences, and from the internalization of be-
nign, corrective interpersonal contacts.We conceptualize these referrals within the

same assimilative framework as we do when us- Because ours is a psychotherapy that is
rooted firmly within the framework of psycho-ing an active intervention in the patient’s indi-

vidual therapy. That is, we make these referrals analysis, we emphasize exploratory work in
which insight in its broadest sense is a centralfor at least two simultaneous purposes: first, to

assist the patient is changing troublesome mechanism of change. We believe that an en-
hanced and expanded awareness of the wardedsymptoms and patterns of relating at Tiers 1

and 2; and second, to remove a problem that off, unconscious meanings of one’s life experi-
ence, of the effects of intrapsychic conflict, andmay be expressing, reinforcing, and warding off

Tier 3 (psychodynamic issues) phenomena that of an appreciation for the ways in which we
unwittingly repeat our histories and find ourwe have not been able to reach within the con-

text of psychotherapeutic exploration. parents and significant others in current rela-
tionships, often leads to a greater sense of psy-
chological freedom, to a more stable and effec-
tive sense of identity and self-esteem, and toPROCESSES OF CHANGE
a lessening of anxiety, depression, and other
symptoms. We try to accomplish this expan-Among the main reasons for our ongoing inter-

est in psychotherapy integration is our shared sion and deepening of meaning in typical psy-
chodynamic ways. This is done through agoal of enlarging the range of change factors
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detailed inquiry into past and present relation- observe our work and make this comment, we
would agree. The differences emerge mostships, fantasies, dreams, behavior, and feelings,

and through the gradual building up of a series clearly when we approach the limits of insight
as a change factor, or when we discover thatof hypotheses and inferences about the con-

nections between past and present, intrapsy- our exploratory, interpretative approach is not
the best way to get to certain conflicts, mean-chic and interpersonal, desire and fear, that

eventually leads to clarification and interpreta- ings, or other (Tier 3) psychodynamic issues.
We understand that people often need to learntion. We thus rely on historical insight and in-

teractional insight in a mutually influential new skills, or to unlearn maladaptive skills, in
order to change. We often are humbled by theway, in that we have found that understanding

the role of the past in shaping the present can power of old images of significant others and
their staying power in the face of interpretationinform, and is informed by, the patient attain-

ing a more complete understanding of her or and insight and by the need for the therapist
to do something different from those figuresher current interactions and the ways in which

these relationships keep the past alive (Wach- from the past in order for the patient to change
and in order for the patient to achieve usefultel, 1977).

Insight accrues from careful questioning of insight. We have repeatedly seen how helping
the patient to expose herself or himself to athe patient’s reports of memories, associations,

and other events and experiences. It derives feared situation, experience, or emotion can
lead to the discovery of new meanings, memo-from the gradual, painstaking expansion of

awareness of ones’ role in shaping ones psycho- ries, and conflicts, which neither the patient
nor the therapist had learned about through ex-logical world and relationships. We do not

prize one source of insight above any other. ploratory work.
When we find that we are stuck temporar-Therefore, at times we work with the patient to

better understand the past and its role in deter- ily, that exploration has led to a dead end, that
the patient is too pained by a symptom or prob-mining his or her current sense of self, whereas

at other times the work focuses exclusively on lem to continue, or when the transference
seems too real and too hot to explore, we makethe present and on clarifying what is going on

in the patient’s significant contacts with others. an assimilative, technical shift in which we at-
tempt to use other change factors for a dualAt other times, we work within the therapeutic

relationship, trying to unravel the ways in purpose: to change the immediate problem sit-
uation, and to clear the way for the emergencewhich we have stepped into the patient’s in-

trapsychic and interpersonal world, and the of the potential new meanings and other psy-
chodynamic factors that may be implicated insymbolic manifestations of transference, coun-

tertransference, resistance, and interpersonal the current problem or stalemate.
Traditional psychodynamic therapists con-enactment as they emerge. We have not found

a proportion or formula that can dictate a pri- sider the points at which insight and explora-
tion stall to be those moments during whichori which of these spheres is most important,

but rather try to follow the patient’s lead: some the patient’s conflicts and pain have stimulated
defenses, the manifestation of which are thework best within the heated context of the ther-

apeutic encounter, whereas others focus on source of resistance to the therapy. These ther-
apists explore and interpret such conflicts, de-outside relationships or on the interpenetration

of past and present. fenses, and resistance much as they do any
other material or phenomena, often with greatFor many patients, the therapy moves from

one sphere and one variant of insight to the success. We often use this approach as well,
but find that an unvarying interpretive approachother and back again. To this point, our de-

scription of assimilative psychodynamic psy- can be unsuccessful and sometimes may reflect
an unwitting enactment of a past relationshipchotherapy does not differentiate it clearly

from any other variant of psychoanalytically in which the patient was misunderstood, hurt,
or neglected (Frank, 1999; Gold & Stricker,oriented treatment. And, if someone were to
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2001). For example, it is not uncommon for change through our active intervention (Gold,
2000). We use cognitive-behavioral and otherpsychodynamic work to stall around a “crisis”

in a relationship for which the patient de- didactic methods when exploration reveals that
the patient suffers from a faulty learning historymands immediate help, or when a symptom,

such as a fear of air travel, comes to dominate and that the necessary Tier 1 and Tier 2 skills
cannot easily be gained in the context of thethe sessions leading up to the patient’s vacation.

These issues often reflect the impact of defenses therapeutic relationship. That is, most psycho-
analytic therapies operate from the tacit as-against warded-off conflicts, self-images, object

representations, and transference reactions. Yet, sumption that new skills will be acquired as
the patient interacts with, observes, and identi-they are real concerns as well, and they may be

worsened by the therapist’s refusal to intervene fies with the therapist and with others in his
or her social world. Although this may be trueactively because of allegiance to theoretical

principles, even though he or she knows how sometimes, we prefer not to rely on this kind
of hit-or-miss observational learning (how canto do so.

Such an interaction may represent a re- we be sure that therapists or significant others
in the patient’s life have these skills or that theenactment of a parental disregard of or refusal

to respond to the patient’s need and may rein- patient knows where to look?). Instead, system-
atic and purposeful filling in of cognitive, be-force an underlying pessimism on the part of

the patient. It also may provide convincing evi- havioral, and experiential deficits leads to new
successes, enhanced self-esteem, and internal-dence to the patient that he or she is not de-

serving of help. Frequently, these issues only ization of the therapist as an effective, benign,
and helpful parent substitute. Similarly, mak-become accessible after the therapist has made

an assimilative shift, introducing a technique ing suggestions about ways of thinking or be-
having, and then standing by as a supportivethat can help quiet a conflict in a relationship

or lessen severe anxiety. The therapist’s willing- audience, often allows the patient to actively
and creatively experiment with new ways of re-ness to respond, to be flexible, and to demon-

strate immediate concern may constitute a pow- lating outside of therapy and provides the pa-
tient with the experience of being allowed anderful corrective emotional experience, which

allows the patient to perceive and experience encouraged to explore his or her own creative
and exploratory powers. This type of experi-the therapist as different from an internalized

parent. Such a powerful interpersonal event ence also can serve to modify and correct many
of the more malignant self and object imagesmay allow the patient to access, express, and

resolve old feelings about that past relationship with which the patient has been burdened.
This therapy places considerable demandsand to use this new positive experience as the

kernel of a new self-image and images of others. on the psychotherapist as a person and as a pro-
fessional. Any treatment that is psychoanalyticWe (Gold & Stricker, 2001; Stricker &

Gold, 2002) have identified several clinical sit- in nature requires a considerable amount of
self-awareness and of self-reflection, as well asuations in which we have found it to be advan-

tageous to make such an assimilative shift and the ability to delay gratification, to remain si-
lent for relatively long periods, and to tolerateexpect to find others as our experience with

this model continues and as new patients teach high levels of ambiguity and uncertainty for ex-
tended stretches of time. The capacity to lookus more about psychotherapy. These situations

include those mentioned above (exposure and at one’s role in the transference–countertrans-
ference matrix, to think about and to own one’sextinction of anxiety, resolution of transference

issues and enactments that cannot be handled inadvertent repetitions of the patient’s forma-
tive interpersonal relationships, and of the ther-though interpretation alone, and provision of a

corrective emotional experience) as well as two apist’s power to hurt as well as help, all are
crucial. In addition to these characteristics,others: correction of developmental deficits

through skill building and success experiences, the assimilative psychodynamic therapist must
be able to acknowledge and to be aware of theand support of a patient’s active attempts to
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limits of the psychodynamic approach, must be like pills, that will make me able to handle this
pain and go on functioning.” He worked dili-familiar with theories and methods from other

therapies, and must not get caught up in ideo- gently with cognitive-behavioral techniques such
as relaxation and self-soothing and obtainedlogical conflicts or “clan loyalties” at the pa-

tient’s expense. Unresolved issues about being some relief. Yet, he also made it clear that he
had no interest in exploring anything othertrue to one’s family of origin that express them-

selves in the therapist’s experience or behavior than the obvious meanings of this event, and
that he considered his developmental historyas interfering with assimilative shifts, or in too

rapid shifting away from psychodynamic explo- to be off-limits and irrelevant. As such, once
he had achieved the maximal, but far fromration when it is called for, will compromise

this psychotherapy. complete-relief from the circumscribed tech-
niques in which he was interested, he endedAlthough we believe that the assimilative,

integrative nature of this psychotherapy make the therapy.
it useful for a wide range of patients, it is of
course not a panacea and will not be successful
for every patient. As we noted early, it is not
indicated for patients with severe psychopa- THERAPY RELATIONSHIP
thology or uncontrolled substance abuse issues.
Success in assimilative psychodynamic psycho- The therapeutic relationship as consisting of

a unique interpersonal environment that thetherapy seems more or less likely depending on
the patient’s interest in, and ability to tolerate patient may experience as a supportive safe ha-

ven from which he or she may embark on theand enjoy, a depth oriented, developmentally
influenced psychotherapy in which the expan- tasks of psychodynamic exploration and par-

ticipation in potentially mutative experiencession of awareness is a central goal. Such pa-
tients typically have, or develop during therapy, (Stricker & Gold, 2002).

We consider this relationship to be unique-a certain level of psychological mindedness, an
interest in their own history and curiosity about ly suited to the interrelated goals of revealing

and participating in the patient’s intrapsychictheir own minds and their psychological devel-
opment, and some capacity for delay of gratifi- life, which includes his or her representations

of self and of others, psychodynamic conflicts,cation and tolerance of frustration. If the pa-
tient is at all interested in this type of work, a cognitive processes, character traits, interper-

sonal style, and range of emotional experiences.relative lack of these capacities (as might be
found with patients suffering from personality In spite of the inevitability of transference and

countertransference, which press the therapistdisorders) can be overcome by starting with ac-
tive interventions and then moving toward a to repeat or to enact past, pathogenic relation-

ships with the patient, it is the therapist’s jobmore exploratory approach once the therapist
and therapy have been established in the pa- to observe, identify, and understand the phe-

nomena in which he or she has been ensnared.tient’s mind as benign and positive.
But, even highly sophisticated, intelligent, Furthermore, the therapist must find a way to

react differently and correctively, allowing ex-and socially successful persons may not make
good use of this therapy if they simply “want ploration of new intrapsychic, behavioral, expe-

riential, cognitive, and interpersonal possibili-results” (symptom relief, interpersonal change)
without caring about the intrapsychic journey ties and pathways.

As we noted earlier, we rely on the explora-toward those results. For example, a talented,
mature man of significant financial means re- tion and analysis of the transference–counter-

transference matrix much as most psychoana-cently sought out therapy with one of the au-
thors. He came to therapy due to the great pain lytically oriented therapists do. With greater

insight into the ways he or she recreates thethat he was in because of his wife’s recently
disclosed infidelity. He stated that he wanted past in present relationships, the patient will be

better able to cease doing so and to find new“some psychological techniques that would work
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and potentially healthier relationships in the (1999) illustrates our point very well: A patient
and therapist meet for the first time. In thepresent. We have found that acceptance, warmth,

and concern also are powerful antidotes to the thought bubble above the patient’s head is the
worrisome idea, “I hope he treats the problempast. In this way, our ideas about the relation-

ship converge with Client Centered Therapy I have,” while the therapist frets, “I hope she
has the problem I treat.” Goldfried used this(Rogers, 1961) and more closely with Self Psy-

chology (Kohut, 1977). However, we think that cartoon to help explain his movement toward
psychotherapy integration. We refer to it to un-the impact of the relationship goes further than

described in a nonpsychodynamic system of derscore our attempt to tailor the therapeutic
interaction to the needs of the patient rathertherapy, and we are equally concerned with

the provision of new experiences within the than to the dictates of any particular therapeu-
tic ideology or theory. We attempt to ascertaintherapeutic relationship. We have found that

as the patient feels accepted, secure, and un- quickly whether the patient would benefit most
from active interventions that are symptom fo-derstood in the context of therapy, he or she is

more willing and better able to explore life in cused, and if so, is this the best approach to
solidify his or her trust and confidence in thenew ways: to take chances, to question pre-

viously drawn conclusions, and to own and tol- therapist and the therapy? Or, is this a patient
for whom active interventions would be experi-erate painful emotions, perceptions, and other

previously unacknowledged internal states. As enced as pressured and intrusive and therefore
would be met best with a more gentle, em-Bowlby (1980) noted, exploration is only possi-

ble when one has a secure base of attachment pathic, and reflective approach? Or, finally, is
this person someone who can, and is interestedfigures to whom to return. We suggest that

most patients, regardless of their diagnosis or in, “diving into” the relative depths of the
unconscious nuances of transference analysis,presenting problems, were and are lacking in

this foundation. If the therapist can supply a dream interpretation, and free association?
We consider all of these approaches poten-substitute for this lack, the task of psychother-

apy can proceed more confidently and with a tially to be equally valid and possible starting
points, and we move from one relationshipmuch greater chance of success.

Finally, as we have and will stress repeatedly path to the other as the therapy unwinds and
reveals itself to us in its unique characteristicsin this chapter, new experience with the thera-

pist becomes the stimulus for change at all and complexities. We have found, for example,
that many more fragile and easily disrupted pa-three tiers of experience. When a patient tries

out a new way of thinking or acting with the tients, for whom affect and self-esteem regula-
tion are crucial issues, benefit at first from atherapist and meets with acceptance and ap-

proval, those changes are likely to be experi- more structured, symptom focused therapy.
This is because, as their pain is alleviated, theymented with outside of therapy. At a deeper

level (Tier 3), the therapist’s (perhaps) unantic- gain a more positive sense of their own capaci-
ties, an enhanced sense of mastery, increasedipated positive reaction can go a long way to

correct powerful, unconscious images of the ability to tolerate and to symbolize emotions,
and crucially, a sense of the therapist as an ally.self and of others that have beenmaintained by

the patient’s fears and inhibitions and by inter- These experiences can serve as the foundation
of a stable therapeutic alliance that could notpersonal responses from others that are ambig-

uous or as negative as the patient had antici- have been present at the start of the therapy
and, after being established, can be the startingpated.

The relational stance that the therapist adopts point from which successful exploratory ther-
apy can proceed. Had this type of work beenwith each patient is a crucial variable in deter-

mining the emotional valence of the thera- initiated from the start, such patients often are
overwhelmed and exhibit the erratic behav-peutic alliance and of the effectiveness of the

therapeutic process. A cartoon suggested by ior that is considered typical of personality-
disordered persons. These experiences mayStricker and featured in an article by Goldfried
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parallel the dire warnings of earlier generations therapist’s role should be a reflection of the
predominant clinical issues, needs, goals, andof psychoanalysts about the possibility of symp-

tom substitution that could result from direct intentions of the patient, including the pa-
tient’s latent and overt sense of what types ofintervention in symptoms.

In contrast, the sequence that we have just interactions and techniques would be most
helpful (Bohart & Talman, 1999; Hubble, Dun-described might be unsuitable for a person whose

presenting complaints are clustered around can, & Miller, 1999). When a particular pa-
tient can be served best by more radical shiftschronic dissatisfaction with intimate relation-

ships or with work and who has some sense in understanding and technique, then the ther-
apist’s activity will be observed to be quite dif-that these problems are connected to his or her

developmental history and to other aspects of ferent at various points in therapy: in the case
of the more fragile patient described above, theintrapsychic history. To start with active inter-

ventions with this type of person might contrib- therapist may start out in a very active, structur-
ing, and didactic role (much like a conven-ute to the patient feeling belittled, infantalized,

or disrespected, and could interfere greatly tional cognitive-behavioral therapist) and only
later shift into a less active psychodynamic po-with the establishment of an effective alliance.

With such a person, who may be more psycho- sition in which her or his tasks are empathic
reflection, questioning, and occasional inter-logically minded and less in need of external

structure, the therapeutic sequence may be re- pretation. More frequently, the therapist’s psy-
chodynamic stance is interrupted by occasionalversed from what was described above: long

periods of inquiry, interpretation, and transfer- episodes in which he or she suggests exercises,
activities, and experiments, and does some teach-ence analysis interspersed with occasional epi-

sodes of active intervention when the need to ing in regard to these techniques. We have
found that, with most patients, these active in-alleviate a symptom emerges or when the de-

velopment of new skills might help the explor- terventions occur most frequently in the mid-
dle phase of the therapy, with the beginningatory work move forward.

The therapeutic relationship is in a constant being dominantly based on inquiry, empathic
reflection, and some tentative interpretativestate of examination, exploration, and flux. This

is a hallmark of a psychodynamic psychother- work, and the final phase being characterized
by deeper psychodynamic exploration and trans-apy in which the analysis of transference and

countertransference is a crucial, if not the cru- ference analysis. Of course, there are many ex-
ceptions to this general description.cial, ingredient. Because we believe that the

provision of corrective emotional experiences
is a central change factor, it is an important
goal for us to adjust out interaction with the METHODS AND TECHNIQUES
patient in such a way that the chances for the
provision of new, ameliorative experience are We rely on questioning and clarification, con-

frontation (pointing out of an immediate be-optimized. This requires us to be thinking about
the potential impact of almost all of our behav- havior or experience about which the patient

seems to be unaware), and interpretation asior and language on the patient, to study her
or his associations for clues about that im standard interventions that occur during a psy-

chodynamically oriented therapy. At those timespact, to interpret our hypotheses about the rela-
tionship when indicated, and to find ways to when active intervention is called for, we use

such methods as behavior rehearsal, social skillscorrect the interaction when it has become an
enactment (unconscious repetition) of a past training, relaxation in many of its forms, cogni-

tive monitoring, guided imagery, systematic andrelationship.
The therapist’s role may change consider- in vivo desensitization, response cost, and ex-

periential techniques such as the empty chairably as therapy continues, or it may stay rela-
tively constant. This may be gleaned from our and two-chair methods. As we have stated, any

or all of these methods may be used at anydiscussion just above. To be most effective, the
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time, and each patient differs to some degree listening can effective assessment and formula-
tion occur. From listening follows questioning,with regard to which of these methods he or

she finds most engaging. Different patients with which also is a commodity that is in short sup-
ply in most lives. Levenson (1983) suggests thatdifferent personality structures, relational styles,

and psychological capacities seem to be best all effective therapies and therapists, regardless
of orientation, share the ability to ask good ques-engaged with different techniques. In this per-

spective, we are in agreement with such au- tions. Out of listening and questioning grows
understanding on the part of both participantsthors as Beutler et al. (2002) and Lazarus (2002)

who argue for prescriptive matching of patient in the therapy. When the therapist’s under-
standing outpaces or precedes the patient’s un-and intervention. Patients who are more thought-

ful, internally focused, and concerned with the derstanding, it is the therapist’s job to share
that understanding in the form of interpreta-“whys” of their behavior seem to be best en-

gaged, at least at first, by the traditional meth- tion (if what is understood is some possible
meaning of an interaction or event) or sugges-ods of Client-Centered Therapy and Psycho-

analysis: empathic exploration, reflection of tion of an active intervention (if what is com-
prehended is some way for the patient to gainfeelings, and detailed inquiry into the histori-

cal sources and current manifestations of intra- new skills or to overcome a particular symp-
tom). It is also the therapist’s job to accept thepsychic events. More action-oriented, externally

directed patients who are more interested in patient’s existing and newly attained insights,
to help the patient to articulate and to makethe “whats” of life, often are engaged more ef-

fectively, as we have noted, by action-oriented, use of the patient’s theory of change (Hubble,
Duncan, & Miller, 1999), and to accept andskill-directed interventions: cognitive restruc-

turing, social skills training, in vivo– and imag- to use the patient’s feedback and observations
of the therapist’s impact on the therapy.ery-based desensitization, or gestalt techniques

such as the empty chair technique. Our usual approach to resistance to explora-
tion, which can be manifested in any numberHowever, we also believe that matching pa-

tient and technique is only part of effective en- of subtle or not so subtle ways, is to explore the
meaning and the utility of such phenomenagagement. We concur with Strupp (1993), who

argued that the patient’s sense of the therapist’s for the patient. As most psychoanalytic clini-
cians including and following Freud (1912)genuine commitment to being helpful to the

patient may be the most important effective in- have known, resistance is a ubiquitous variable
that signals potential self-discoveries for whichgredient or common factor in all psychothera-

pies. Commitment probably is demonstrated the patient feels unprepared and about which
he or she is frightened. Following Singer (1965),in any number of ways, including the thera-

pist’s warmth, genuineness, and unconditional we look for the survival value in these defen-
sive efforts; that is, how, in past and presentpositive regard (Rogers, 1961), as well as by his

or her ability to recognize and to respond to relationships, did the patient benefit from not
knowing or accepting some piece of experience,the individuality of the patient, free of the con-

straint of any therapeutic ideology. It may be some wish, fear, or interpersonal perception?
How, in the transference relationship, we ask also,that willingness on the part of the therapist to

assimilatively integrate new techniques is more are these issues being replayed? This type of in-
quiry often enables the resistance to be resolved,helpful in engaging the patient because it dem-

onstrates concretely the therapist’s commitment as insight into its sources allows the patient relief
from the fear that brought it about and enablesthan because of the utility of those or any other

techniques. him or her to consider taking the risk of ex-
panding his or her self-experience in the pres-It is the therapist’s job, first and foremost, to

listen to the patient. Listening is a skill that is ence of a new relationship with the therapist.
Sometimes, resistances are manifested orin short supply in the world. Listening conveys

and expresses commitment, warmth, and priz- are caused by problems and deficits in Tiers 1
and 2 and can best be resolved by active inter-ing, and only through empathic, committed
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vention at those levels. A socially phobic pa- between active use of these interventions at
Tiers 1 and 2 and psychodynamic explorationtient may use psychodynamic exploration, the

need to know more about the historical sources seems to allow more compliance in work at all
three levels.of his or her interpersonal discomfort, as a way

of avoiding trying out new social behaviors, The Assimilative Psychodynamic therapist is
prone to the same kinds of mistakes as is anywhich in turn may keep new insights from be-

ing pursued. This point was made first by psychotherapist, in terms of failing to listen well,
to be tactful and considerate in responding toFreud (1912), who argued that, at certain cru-

cial points in psychoanalysis, the analyst had to the patient, and to overlook important psycho-
dynamic material in and outside of the trans-compel the phobic patient to face the object

of his fears, lest the treatment become stale and ference relationship. The most serious errors
that are unique to this approach involve toointellectualized. (We are not the first to think

that Freud might have been the first integrative rapid, or too infrequent, shifts from one thera-
peutic stance and technique to another. Theretherapist!) Thus, it is crucial to suggest an ac-

tive intervention, such as social skills training are important times when “staying the course”
is the most crucial, useful approach, and a shiftcombined with in vivo assignments to try out

these new skills, in order to avoid or overcome from psychodynamic exploration to active in-
tervention may reflect a misunderstanding ofthis resistive pattern. We try to explore with the

patient the meaning of the active intervention the patient’s need, or a countertransference is-
sue that is “too hot” and is thus avoided bybefore, during, and after its introduction and

have found that such exploration enhances the shifting the therapeutic focus. At other times,
the therapist may err by overlooking the oppor-patient’s ability to cooperate with these tech-

niques. In our experience, a good deal of non- tunity to expand or deepen the therapy by mov-
ing from exploration to active intervention. Ascompliance with, or resistance to, experiential,

cognitive, and behavioral interventions can be Frank (1999) has suggested, at times this may
be experienced as a repetition of a parental fail-avoided or undone by exploring the psycho-

dynamic meanings and defensive purposes of ure to respond to the patient’s distress and may
therefore have serious but undisclosed conse-the symptoms at which these interventions are

aimed and by understanding the interpersonal quences. In particular, this lack of responsive-
ness may deepen the patient’s conviction thatand transferential impact of the suggestion of

such techniques. As many symptoms and prob- help is unavailable or undeserved.
As probably is very much apparent to thelematic ways of functioning are maintained be-

cause they are at least partially successful ways reader, the assimilative psychodynamic thera-
pist moves back and forth on the continuumof warding off anxiety and other dysphoric feel-

ings that are connected to unconscious memo- of directiveness throughout the therapy, de-
pending on the nature of the work and the taskries, images, and motives, there are times that

patients find symptom-oriented techniques threat- at hand. The long periods of psychodynamic
exploration that typify this therapy place theening and painful rather than helpful. For ex-

ample, we (Gold & Stricker, 1993) have found therapist in a primarily nondirective role. Those
instances that seem to call for the introductionthat certain patients are reluctant to use cog-

nitive restructuring to change depressogenic of active interventions signal the therapist’s as-
sumption of a more directive, instructional,thoughts because these thoughts unconsciously

represent and defend against awareness of the coaching, and encouraging position. We try to
announce or prepare the patient for such shiftspatient’s attachment to and identification with

a parent. Similarly, patients sometimes are and to suggest experiential, cognitive, and be-
havioral techniques in a tentative, experimen-embarrassed by experiential techniques or by

behavioral methods in which role-playing is re- tal way, allowing the patient to decide whether
to use them, and to explore the meaning andquired, often because these scenarios are con-

nected unwittingly to situations in which the emotional impact of this suggestion before
continuing. We have found that a patient’s de-patient was shamed or felt exposed. Alternation
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cision to use, or not use, an active intervention vere anxiety for several months. Mr. S. was mar-
ried and the father of one child. He had nevercan be as or more important than the impact

of that intervention. These decisions can tell been in psychotherapy before this time and had
not ever considered himself in need of it. Mr. S.us much about the patient’s real and transfer-

ential perceptions of the therapist, his or her identified the precipitant of his symptoms as “a
crazy but important event”: he had been playinglack of trust, his or her motivation for change,

and about conflicts and memories that are golf, at which he excelled, and unexpectedly had
missed several easy putts and had sliced severalstimulated by the therapist’s assumption of a

more active and directive stance. drives when ordinarily he had great control over
his shots. He reported that he had “tried to laughThe proportion of time in which the thera-

pist is directive or nondirective varies from case these off,” but left the golf course with the un-
usual experience of self-doubt, which during theto case, though in most we find that proportion

weighted more heavily toward the nondirec- next days and weeks had spread to many areas of
his life. He found himself doubting his capabili-tive. What is crucial in this treatment is not

whether the therapist is directive or not, but ties when making business presentations, was
more uncertain sexually about his potency thanthe clinical impact of his or her activity on the

patient. We share with Wachtel (1977) and he had been, became anxious when driving if he
had to make a decision about passing another ve-other psychodynamically informed integrative

therapists a concern about exploring and un- hicle, and had other experiences that he himself
labeled as “performance anxiety.”derstanding the conscious and unconscious

meanings of our shifting position, the presence Mr. S. stated that he was skeptical about psy-
chotherapy, but that after suffering on his own heor absence of our activity.

We have not developed any explicit guide- believed that he had no choice but to seek help.
He stated emphatically, in response to a querylines with regard to relapse prevention and main-

tenance sessions; however, these are included about a possible medication referral, that he was
very opposed to that idea, that he rarely took anyfrequently on a case by case basis. For example,

as termination of any therapy nears, we often ta- sort of medication, and would consider the use of
pharmacology to be another sign of his failure.per down the frequency of sessions (from weekly

to biweekly to monthly) and then discuss with Mr. S. agreed to attend weekly therapy sessions,
and the treatment continued at this frequency un-the patient the possibility of follow-up sessions

after the official termination session. Quite of- til its end.
Mr. S. presented as a tightly controlled, proud,ten, these are issues that are brought-up first by

the patient, and as frequently as possible, we and somewhat aggressive man who seemed very
angry and who appeared to have little, if any,follow the patient’s suggested changes in

schedule and desire for posttermination con- awareness of that emotion. He described himself
and his life in terse, controlled sound bites: “Mytacts. With patients who have made specific

gains that seem tenuous (such as having over- marriage is great,” or “I like being a father.” He
seemed to have little interest in exploring his owncome shyness or other social inhibitions or

who have modified long-standing dysfunc- psychology and stated that he wanted to work in
the fastest and most economical way possible,tional thoughts), we may engage in the type of

relapse prevention practice sessions described though he also pointed out that money was not
an issue in his life.by Marlatt & Gordon (1985), Lazarus (2002),

and other cognitive-behavioral therapists. Mr. S. manifested symptoms and problems at
Tiers 1 and 2 that seemed to have as yet unex-
plored connections to Tier 3. He was suffering
from indecision, from avoidance of situations in

CASE EXAMPLE which he previously had felt in control and en-
joyed (golf, basketball, business events, sexuality,
driving) and was periodically overwhelmed byMr. S. was a 37-year-old White male who sought

psychotherapy after struggling with acute and se- self-doubting thoughts and images of failure (tak-
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ing five putts when one would have been suc- Having noticed this pattern over several ses-
sions, the therapist abandoned the active tech-cessful in the past). These behaviors and thoughts

were accompanied by, and evoked strong feelings niques and instead began to confront and to ex-
plore Mr. S.’s resistance and lack of complianceof, anxiety and panic, which when prolonged, led

him to experience periods of depression. During with the treatment plan. At first, Mr. S. was sur-
prised and indignant, but during the course ofthese depressive periods, which could last most of

a week, he became convinced that he would several sessions, he gradually became more aware
of, and interested in, the contradiction betweennever regain the mastery and control over himself

and his life that he had had, and as a result, he what he had said that he had wanted from the
therapist (symptomatic help) and his own behav-would lose everything that was important to him:

“I’ll lose my job, my wife, my friends.” Reassur- ior and attitudes in response to that help (perfunc-
tory agreement and then avoidance and failure toance, which was supplied copiously at home and

at work, was not helpful to him and in fact left comply). Eventually, Mr. S. pointed out that this
pattern of relating reminded him of his way ofhim feeling ashamed and embarrassed.

The Tier 3 components of Mr. S.’s problems interacting with his father during his adolescence,
when he had thought of his father as a demand-were only vaguely formulated at this point. Clear-

ly, his “loss of control” on the golf course had ing tyrant.
He then went on to explore the ways he hadmany more powerful meanings to him than such

errant play might have had to the average duffer. carried this style into his relationship with his
wife and business associates and into the transfer-The therapist speculated privately that some

highly valued self-image had been challenged ence relationship with the therapist. As these is-
sues were explored, Mr. S. became aware of aand that such an image must have tendrils that

spread to internalized relationships and identifi- great deal of anger that he had harbored toward
his father and toward his wife, both of whom, hecations. His self-critical, self-doubting thinking

seemed to be a possible symbolic expression of felt, “Only love me when I’m perfect.” Both of
these people, he went on to say, were very in-the disavowed anger that seemed to emanate

from him. His lack of curiosity about himself, and vested in his physical performance and attributes.
His only memories of affection from his father,the concrete, shallow ways he described his life

also seemed to be avoidant and defensive. he now reported, were around Mr. S.’s athletic
triumphs, whereas his wife seemed overly con-Following Mr. S.’s stated desire for help with

his symptoms, and because of his lack of interest cerned with issues such as his receding hairline,
his waistline, and his cholesterol levels.in a more exploratory approach, the therapy be-

gan with a more active, cognitive-behavioral ori- Mr. S. now was able to explore the ways in
which he and the therapist had inadvertently en-entation. Mr. S. was given instruction in relax-

ation, a relaxation tape, and was encouraged to acted Mr. S.’s relationship with an overly de-
manding father. The techniques that the patientpractice and use this technique. Monitoring of his

cognitive symptoms was suggested, including keep- had asked for, which were aimed at problems at
Tiers 1 and 2, had unconsciously been perceiveding a log of his doubts and self-criticisms, which

would lead toward cognitive restructuring. He was as demands for perfect performance, which evoked
anger and resentment. Because Mr. S. had neverencouraged to attempt to keep an activity log, and

some work in dealing with his social uneasiness been comfortable with the direct acknowledg-
ment and expression of such emotions, he re-was begun through the use of role-playing and

behavior rehearsal. pressed them. At the same time, he allowed him-
self the unconscious symbolic expression of hisThese techniques were not particularly suc-

cessful. Mr. S. did not use the relaxation tape, re- anger and resentment and punished himself for
that by shrugging off the therapist’s attempt tocord his thoughts, or keep himself busy. Instead,

he seemed to look for ways to subtly discredit the help and by “indulging” in extended periods of
self-doubt and self-criticism.therapist and the therapist’s suggestions and to

seek out solitary times during which he could This extended period of psychodynamic ex-
ploration (about 15 sessions) ended with Mr. S.dwell on his self-doubts and imperfections.
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stating that he was now ready to try the cognitive- less, he still felt that work remained to be done.
He noted that he continued to feel uncomfortablebehavioral approach again. There had been much

change in the therapeutic relationship. Mr. S. seemed with men who were older than he, and that he
still felt oppressed by his father, whom he de-to perceive the therapist in a more positive way,

and his embarrassment about being in therapy scribed as having mellowed into a “great grand-
father and a good friend to me. But, I bristlehad decreased. He also seemed more cognizant

of the ways his past relationships colored his per- whenever he says something.” At this point, the
therapist suggested the use of an experiential ex-ceptions of the present, particularly with regard

to his wife and child, whom he found to be less ercise in which he spoke to the father of his ado-
lescence. This intervention had several goals: todemanding and more capable of loving him for

himself than he had realized in the past. Yet his resolve the “unfinished business” for which it was
used typically by experiential therapists (Green-self-doubts, anxiety, and depression, although im-

proved, were still significant. The relaxation tape, berg, Rice, & Elliot, 1993), to help Mr. S. to lessen
his internal attachment to this negative, hostile in-cognitive monitoring log, and behavioral re-

hearsal were revisited. This time, Mr. S. made ternalized parent, and to help him to learn more
about the meaning of that attachment. Mr. S.much better use of these techniques. He learned

to relax and to use these skills when driving, play- found, through this dialogue, that hidden behind
his anger was sadness and longing for love anding golf, or when he became anxious in other

performance situations. He became more aware an unwillingness to believe that he could not re-
turn to his childhood and adolescence and there-of the effects of his self-doubt and also of the

ways that those thoughts (Tier 2) both expressed fore have the relationship with his father that he
had not had. These discoveries were very painfuland distracted him from anger and resentment

(Tier 3). As his behavior returned to normal, and for him and led to anger and resentment toward
the therapist, who Mr. S. saw as the “killer ofas his symptoms diminished, he also became

aware of, and interested in his dream life and in hope.” Yet, as these issues were explored, Mr. S.
was in fact able to let go of his anger and to betterthe memories that spontaneously emerged when

he used a cognitive or behavioral technique. This integrate his sadness, in great part because of his
perception of the therapist’s support, concern,new interest and facility led to a period in which

sessions often were split between psychodynamic and acceptance of Mr. S.’s feelings. The patient
found himself less “bristly” with his father andexploration, review of the results of previous ac-

tive interventions, and formulation of new home- other men, and reported that his hopes to re-live
the past had been replaced by improvement inwork assignments, or sessions that alternated be-

tween the psychodynamic and cognitive-behavioral the present.
At this point Mr. S. decided to leave therapy.approaches.

This integration of psychoanalytic and cogni- The treatment had lasted about 18 months and
had consisted of about 60 sessions. He returnedtive-behavioral components led, within about 40

sessions, to complete remission of Mr. S.’s symp- for follow-up sessions 6 weeks, 4 months, and 10
months after termination and reported that he hadtoms. His doubts about his performance had

abated in all areas, he was no longer depressed, maintained all of his gains, was free of anxiety
and depression, and was not in any need of help.and he reported a closer, improved relationship

with his family and friends. He was better able
to identify when he felt overburdened, angry, or
resentful and was able to talk about these feelings
reasonable and effectively. He was less demand-
ing toward himself, more able to decide what he

EMPIRICAL RESEARCH

There is virtually no direct empirical evidenceenjoyed and what he did not enjoy, and to pursue
activities on that basis, rather than because he concerning the model we propose, but there

are certain positive spheres of research thathad to be the best at it. (He gave up golf, noting
that he had never had fun at it, and learned to suggest that this and other integrative models

of therapy are of demonstrable validity andplay the piano, “badly but happily.”) Nonethe-
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generalizability. We will begin this section by provide empirically tested and supported guide-
lines for formulation of the patient’s problemsraising some important questions that only can

be answered by research. We will then go on and current functioning. Compliance with
these manuals has been demonstrated, and theto review current empirical results that are rele-

vant, if indirectly, to the status of this model of level of compliance is linked positively to pro-
cess variables and to outcome (Luborsky &psychotherapy integration.

There does exist a relatively substantial body Crits-Cristoph, 1990; Strupp, 1993; Weiss &
Sampson, 1986).of research that provides empirical verification

for psychodynamic formulations. This vali- Shapiro and his colleagues at the Sheffield
Psychotherapy Project (e.g., Shapiro & Firth,dation comes from a variety of well designed

and extensive research projects. Methods such 1987; Shapiro & Firth-Cozens, 1990) have
completed an impressive and important collec-as the Core Conflictual Relationship Theme

(CCRT; Luborsky & Crits-Cristoph, 1990) yield tion of studies of integrative psychotherapy.
These studies investigated the impact of twovalid and reliable assessment of central dy-

namic themes, especially with regard to the sequences of combined psychodynamic and
cognitive-behavioral therapy: dynamic workstate of the patient’s transference relationship.

Control-Mastery Theory (Silberschatz, 2003), followed by active intervention or vice versa.
The greatest gains were made, and thewhich was developed at the Mt. Zion psycho-

therapy project (Weiss & Sampson, 1986), con- smoothest experience of treatment was re-
ported, by patients in the dynamic-behavioraltains the Plan Formulation Method that allows

an assessment of conscious and unconscious sequence. Patients in the behavioral-dynamic
sequence more frequently deteriorated in thegoals, pathogenic beliefs and conflictual emo-

tions, plans for testing those beliefs, and neces- second part of the therapy and did not main-
tain improvement over time as frequently assary insights. Silberschatz (2003) and Gold

(2003) recently have commented on the rele- did patients in the other dynamic-behavioral
sequence group. These findings seem to con-vance of Control-Mastery Theory to the field

of psychotherapy integration. Additional indi- firm the principles of our approach, in which
psychodynamic work usually precedes morerect support may be found in the findings of

the Vanderbilt Psychotherapy Project (Strupp, active interventions.
1993; Strupp & Binder, 1984). These research-
ers also have been able to formulate valid and
replicable psychodynamically informed case FUTURE DIRECTIONS
formulations to guide and structure the thera-
pist’s strategies and techniques. The organizing The Assimilative Psychodynamic model of psy-

chotherapy rests on a foundation of psychody-factor in these formulations is the concept of
the Cyclical Maladaptive Pattern (CMP). This namic theory, psychodynamic practice, and

the practice (and perhaps the theory) of manyvariable, which refers to the ways in which pa-
tients involve others in repetitions of past mal- other approaches to treatment. Further devel-

opments, therefore, will rely on each of theseadaptive patterns of relating, expands the view
of psychodynamic processes in ways that are areas.

Perhaps the most important questions weidentical to ours: both therapies include the
view that psychodynamic processes influence must ask concern the effectiveness of this form

of treatment. We must ask whether this therapyand are influenced by interpersonal, cognitive,
and emotional states through feedback and is equally as effective as, or is more effective

than, the component therapies (psychodynamic,feed-forward processes.
These findings also may speak to questions cognitive-behavioral, or experiential) that are

assimilated? Equally important is the questionof the generalizability and teachability of As-
similative Psychodynamic Psychotherapy. Each of whether this therapy is more effective than

any other systems of treatment? Associated withof these other psychotherapeutic research proj-
ects has generated psychotherapy manuals, which these queries are such concerns as the degree
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to which this therapy can be prescribed for par- pist activity, and we expect that the future will
move in this direction while continuing to re-ticular diagnoses, psychological characteristics,

problems, and persons. Research that is guided tain the value of silent listening and empathy
during the course of treatment.by, and can test, theoretical issues such as our

assimilative modifications of psychoanalytic the- Assimilative Psychodynamic Psychotherapy
relies on the incorporation of techniques fromory also is necessary. We see the need for re-

search that can investigate the incremental va- other orientations to treatment. Techniques that
are used today either were not available or werelidity of our expansion of the psychodynamic

perspective when compared to its traditional little known during our training. As the other
orientations continue to grow, we must remainconceptualization. Finally, issues of generaliz-

ability come to the fore. Can this therapy work, aware of these developments and be alert to
the possibility that they may offer to our workor does it even exist, if therapists other than the

authors of this chapter try to practice it? Can with our patients.
The importance of basic research also mustthe model be taught? Can we identify and offer

empirical guidelines that instruct us as to when be understood. Advances in developmental
psychology, cognitive psychology, social psy-and how to move from one technique to the

next, or must clinical intuition be our exclu- chology, and neuropsychology all may bear on
our work with patients and may suggest alter-sive guide?

Psychodynamic theory is an area of evolving ations in our technique or theory.
Finally, the previous section detailed manydevelopment (Greenberg & Mitchell, 1983).

In previous years, there has been a change research directions that are more specific to As-
similative Psychodynamic Psychotherapy. Issuesfrom a one-person treatment that emphasized

the internal processes of the patient to a two- related to the relative value of different ap-
proaches, the generalizability of clinical obser-person treatment that gave much more empha-

sis to relationship issues. Our approach has vations and their demonstrable validity under
more controlled conditions, and the potentialkept in stride with this change and is based on

a theoretical model that emphasizes relation- disentangling of assimilative methods all re-
main to be studied. During this time, it be-ship issues. It is difficult to foresee future areas

of growth in theory, but it must be emphasized hooves every practitioner to adopt the stance of
a Local Clinical Scientist (Stricker & Trier-that every step toward integration that is based

on assimilation should be complemented by a weiler, 1995; Trierweiler & Stricker, 1998),
treating each patient as a small research projectstep that produces an accommodation of the

theory to the new clinical observations. Per- and learning from each clinical encounter
something that will be of use with the nexthaps it was the clinical observations of the im-

portance of relationship matters (e.g., the cor- patient.
rective emotional experience) that led to the
expansion of psychodynamic models that took
the relationship into greater account (e.g., in-
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Cognitive-Behavioral
Assimilative Integration
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THOMAS D. BORKOVEC, MARTIN GROSSE HOLTFORTH,
AND GLORIA G. MARAMBA

The educational and cultural backgrounds of tional analyses that are grounded in known
empirical knowledge.the authors vary considerably. How frequently

is a chapter written by a French Canadian, a Although we believe that psychotherapy can
reduce clients’ impairments, we are convincedJewish woman from New Jersey, an ex-semi-

narian from the Midwest, a German-born liv- that cure is not a possibility. Even after success-
ful therapy, the difficulties of life will likelying in Switzerland, and an Asian American

born and raised in the Philippines? Nonethe- continue to trigger vulnerabilities that are linked
to years of complex learning, implicit meaningless, each of us defines himself or herself, with

more or less conviction, as a cognitive behavior structures, biological processes, and genetic
predispositions. In our opinion, the ultimatetherapist. Operationally, this means that we be-

lieve that distressing behaviors, cognitions, and goal of therapy is to facilitate the acquisition of
coping skills (emotional, cognitive, and behav-emotions should be primary targets of our in-

terventions. Severe social anxiety, frequent ioral) that will help clients cope with life’s
stressful demands.panic attacks, and chronic insomnia, to name a

few specific impairments, deserve our clinical Along with the theoretical writings of lead-
ing figures in cognitive-behavioral therapyattention. We also agree that both situational

(e.g., external contingencies) and intrapersonal (CBT), however, our clinical experience has
suggested that traditional cognitive-behavioral(e.g., inaccurate cognitions) factors are in-

volved in the etiology and/or maintenance of therapy techniques are not always sufficient to
treat clients’ distress and to help them developour clients’ impairments. As cognitive behavior

therapists, we also believe that a fruitful strat- better ways of dealing with life’s difficulties.
On more than one occasion, we have found itegy to identify the determinants of clients’ dif-

ficulties is to conduct comprehensive func- helpful to let clients talk extensively about

241
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early relationships with their parents, to en- facilitating interpersonal functioning and emo-
tional deepening.courage them to experience and “stay with”

painful feelings, or to draw links between what
is taking place in the therapy relationship and

Interpersonal Focuswhat has occurred in their interpersonal rela-
tionships outside of therapy. Several authors have criticized CBT (and espe-

cially cognitive therapy) for not paying suffi-The beneficial use of what many would
consider non-cognitive-behavioral therapy (non- cient attention to interpersonal factors involved

in psychopathology (Coyne & Gotlib, 1983;CBT) methods has raised the question of how
best to incorporate methods derived from (or Goldfried & Castonguay, 1993; Robins &

Hayes, 1993). As demonstrated by Blagys andconsistent with) humanistic, psychodynamic,
interpersonal, or systemic approaches into our Hilsenroth (2000), there is convincing evi-

dence that cognitive-behavioral therapists focusCBT practice. The integrative approach de-
scribed in this chapter represents our effort to less on interpersonal experience than psycho-

dynamic-interpersonal (PI) therapists. In addi-improve the efficacy of CBT via a systematic
and theoretically cohesive assimilation of treat- tion, while one preliminary study found that

CBT therapists tended to focus more on inter-ment procedures typically associated with other
psychotherapy orientations. personal issues than intrapersonal issues (Kerr,

Goldfried, Hayes, Castonguay, & Goldsamt,
1992), the reverse was found in two later stud-
ies (Castonguay, Hayes, Goldfried, & De-
Rubeis, 1995; Castonguay, Hayes, Goldfried,EXPANDING COGNITIVE-

BEHAVIORAL THERAPY Drozd, Schut, & Shapiro, 1998). More impor-
tantly, interpersonal focus in CBT has been
found to be unrelated to client’s improvementOur integrative approach is based on the as-

sumption that clinical improvement is due in in two studies (Castonguay et al., 1998; Kerr et
al., 1992). Moreover, one study found that thepart to principles of change that cut across dif-

ferent forms of therapy (Castonguay, 2000). As therapist focus on interpersonal cognitions neg-
atively related to outcome in cognitive therapydescribed by Goldfried (1980; Goldfried & Pa-

dawer, 1982), we believe that several tech- (Hayes, Castonguay, & Goldfried, 1996). By
contrast, evidence suggests that when psycho-niques associated with particular orientations

are idiosyncratic manifestations of common dynamic-interpersonal therapists focus on in-
terpersonal issues, such focus is positivelyprinciples. These principles include the acqui-

sition of a new perspective of self, the establish- linked with outcome (Castonguay et al., 1998;
Kerr et al., 1992).ment of a therapeutic alliance, the facilitation

of new or corrective experiences, and general- Furthermore, process studies also suggest
that clients do improve when cognitive behav-ization of therapeutic change to the client’s

daily life. Thus, from a clinical standpoint, our ior therapists focus on the kinds of interper-
sonal issues typically emphasized in psycho-approach is based on the premise that the rep-

ertoire of interventions of a particular orienta- dynamic treatment. For instance, Hayes et al.
(1996) found a positive relationship betweention (e.g., CBT) can be increased by adding

techniques that reflect general principles of in- the therapist’s focus on early attachment pat-
terns and client’s improvement in CBT. Othertervention while allowing this specific approach

to address more directly or adequately certain studies (Ablon & Jones, 1998; Jones & Pulos,
1993) also found that the therapist’s connec-dimensions of human functioning. Based on

research findings, as well as on conceptual cri- tions between the therapeutic relationship and
other relationships were among a set of psycho-tiques and modifications of CBT, we con-

cluded that the most fruitful way to improve dynamic techniques positively related to thera-
peutic change in CBT. Taken together, theseCBT’s efficacy was to add techniques aimed at
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findings suggest that adding techniques from CBT is positively linked with outcome (Cas-
tonguay et al., 1996; Castonguay, Pincus,the psychodynamic and interpersonal tradi-

tions to address client’s maladaptive relationship Agras, & Hines, 1998). Processes and tech-
niques related to emotional exploration werepatterns might increase the therapeutic impact

of CBT. components of different sets of therapeutic fac-
tors found to be positively linked with outcomeQualitative findings have also suggested that

certain ways of dealing with problems in the either in CBT (Ablon & Jones, 1998; Jones &
Pulos, 1993) or across CBT and interpersonaltherapeutic relationship observed in CBT may

impede its efficacy. Castonguay, Goldfried, therapy (Ablon & Jones, 1999; Coombs, Col-
ema, & Jones, 2002). Although not all studiesWiser, Raue, & Hayes (1996) find that when

confronted with alliance ruptures, cognitive have found emotional experience to be predic-
tive of outcome (Hayes & Strauss, 1998), as atherapists frequently increased their focus on

cognitive therapy rationale or techniques. Rather whole, research suggest that adding techniques
that facilitate client experience and expressionthan resolving the alliance difficulties, how-

ever, such interventions seemed to exacerbate of emotions may also improve the effectiveness
of CBT.them. These findings suggest that integrating

new strategies to address alliance difficulties, Our decision to emphasize interpersonal
and emotional issues when attempting to im-such as the ones proposed by Burns (1989) and

Safran and Segal (1990), might also improve prove CBT has also been influenced by Sa-
fran’s expansion of cognitive therapy (Safran,the efficacy of CBT.
1998; Safran & Segal, 1990). Although endors-
ing the concept of schema, Safran has arguedEmotional Deepening
that such mental representation of self is intrin-

Prominent authors in the field have criticized sically interpersonal. Relationships with others,
CBT for approaching emotions as phenomena according to Safran, are embedded in our un-
to be controlled rather than being experienced derstanding of who we are. In addition, core
(e.g., Mahoney, 1980). One study (Wiser & schema are not purely cognitive. Rather, they
Goldfried, 1993) provided evidence to suggest are cognitive-affective structures, or “hot” cog-
that cognitive-behavior therapists see the re- nitions. The interpersonal and emotional na-
duction of emotional experiencing as a sig- ture of our core schema reflect the fact that
nificant event during the session. Summarizing our views of self are deeply shaped by our rela-
the empirical literature, Blagys and Hilsenroth tionships with significant others. The ways we
(2000) concluded that “recent studies lend perceive and treat ourselves are based on the
very strong support for the notion that PI fo- way important others (past and current) have
cuses more than CBT therapy on the expres- viewed and treated us. Within this context, an
sion of patients emotions” (p. 172). They also emotionally immediate exploration of the cli-
added that current findings ents’ problematic relationships with important

others (parents, spouse, therapist him/herself)
support the notion that PI therapy attempts to provides a unique opportunity to better under-
evoke the expression of patients’ emotion while stand their interpersonal needs and fears, as
CB therapy attempts to control or reduce pa- well as to correct their maladaptive schema of
tients’ feelings. The propensity of PI therapy to self and others and their behavioral relation-focus on affect not only conveys a greater empha-

ship patterns. In sum, Safran’s model providedsis on cathartic expression, but also a greater fo-
us with a conceptual framework accounting forcus on emotional insight and a greater encour-
and addressing interpersonal and emotional di-agement to identify, stay with and/or accept
mensions of human functioning when, as cog-emotions.
nitive therapists, we attempt to provide a new
perspective of self, to facilitate positive experi-Interestingly, a number of studies have

found that the client’s emotional experience in ence, foster more adaptive ways of dealing with
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reality, and to enhance or repair our therapeu- outcome research on GAD from 1984 to 1995
(Borkovec, 1996). The fact that many clientstic alliances.

Having described the empirical and theoret- in these earlier therapy trials were not returned
to normal levels of anxiety by the end of treat-ical bases of our integrative approach, we now

turn to a more pragmatic question: How do we ment (Borkovec & Whisman, 1996) suggested
that a therapeutic focus soley on intrapersonalactually combine traditional CBT techniques

with interpersonally and emotionally focused processes may be insufficient. On the other
hand, considerable evidence indicated that in-interventions that are derived from (or consis-

tent with) interpersonal, psychodynamic, and terpersonal processes were likely involved in
the origins and maintenance of GAD. Forhumanistic orientations?
instance, worry was most closely associated
with social-evaluative fears (Borkovec, Robin-
son, Pruzinsky, & DePree, 1983) and interper-APPLICABILITY AND STRUCTURE
sonal topics (Roemer, Molina, & Borkovec,
1997). GAD clients also reported elevated lev-Our efforts to increase the effectiveness of CBT

has evolved via the development and empirical els of role-reversed relationships with their pri-
mary caregivers in childhood (Cassidy, 1995;testing of treatments for depression (Caston-

guay et al., 2004) and generalized anxiety dis- Schut et al., 1997), suggesting an understand-
able etiological basis for their world view as aorders (GAD) (Newman, Castonguay, Borko-

vec, & Molnar, 2004). Because it is the most dangerous place for both themselves and their
parents. Moreover, a majority of GAD clientscomprehensive of the two, the GAD treatment

will be the main focus of this chapter. fall into an overly nurturing and intrusive inter-
personal style that caused difficulties for themCBT includes multiple techniques that di-

rectly address situational and intrapersonal fac- in their current relationships, possibly based on
their childhood history of taking care of otherstors involved in the etiology or maintenance of

GAD. Previous studies have demonstrated that (Pincus & Borkovec, 1994). Dimensions of in-
terpersonal problems also significantly pre-this treatment leads to statistically and clini-

cally significant change in the short- and long- dicted posttherapy and follow-up clinical im-
provement (Borkovec, Newman, Pincus, &term and has an impact on both GAD specific

symptoms and comorbid conditions. CBT has Lytle, 2002).
On the basis of this accumulating evidence,been found to be superior to no-treatment,

nondirective therapy, psychodynamic therapy, Borkovec decided that the next therapy investi-
gation needed to test whether adding tech-and pharmacotherapy (Borkovec & Ruscio,

2001). A recent review of outcome studies on niques that targeted interpersonal functioning
could increase improvement rates generated byGAD concluded that “the most successful psy-

chosocial treatments combine relaxation exer- CBT. With the arrival of the first and second
authors at Penn State and due to their expertisecises and cognitive therapy with the goal of

bringing the worry process itself under the pa- in interpersonal methods, he invited them to
join future therapy projects and to make sug-tient’s control” (Barlow, Raffa, & Cohen, 2002,

p. 326). In fact, CBT-oriented treatment cur- gestions on how best to develop the envisioned
interpersonal therapy element. The therapy el-rently stands as the only form of psychotherapy

meeting criteria for empirically supported ement that was eventually added to CBT was
created by the second author. Based in part ontreatment for GAD (DeRubies & Crits-Chirs-

toph, 1998). Safran and Segal’s (1990) work, this element
combines techniques derived from both inter-The evolution of our integrative therapy for

GAD and its incorporation of interpersonal personal and experiential therapies.
Despite the incorporation of techniquesand experiential techniques had its origins in

empirical results that were emerging during from different theoretical orientations, the third
author was comfortable with the fact that exist-the third author’s conduct of basic and therapy
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ing empirical knowledge allowed such tech- but also that such incremental improvement is
causally attributable to the added interven-niques to be used from within a cognitive-

behavioral perspective. Interpersonal therapy tions. Such an additive design is one of the few
designs that can adequately address a majorcan be viewed from within CBT as an ap-

proach that examines, and then attempts to question that drives science: Causality (Borko-
vec & Castonguay, 1998).modify by emotionally focused and interper-

sonally focused methods, the cause-and-effect Our concern with internal validity, how-
ever, comes at a price of external validity. Ourlinks that exist among (a) environmental events,

(b) the client’s cognitive, affective, behavioral, integrative treatment, the way it is currently
structured, is not easily transportable to theand interpersonal processes, and (c) the conse-

quences of the client’s interpersonal behaviors. clinical setting. Effectiveness research will
hopefully be conducted to assess the feasibilityMoreover, the use of the therapeutic relation-

ship to provide feedback to the client about his and impact of a treatment structure more in
sync with the way psychotherapy is typicallyor her interpersonal effect on the therapist is

fully in line with CBT principles of change conducted (e.g., 1-hour session involving a
more permeable implementation of the two(Kohlenberg & Tsai, 1991).

Finally, the use of emotional deepening treatments). We should mention, however, that
with the exception of scheduling a 2-hour ap-techniques (prescribed in both experiential

and interpersonal therapies) turned out to fit pointment every week, our therapists and cli-
ents have not found it onerous to work withinthe behavioral learning view quite well, once

recent discoveries were made concerning GAD a particular orientation for 50 minutes and
then shift to a different treatment approach forand emotional process in general. Specifically,

evidence now suggests that GAD clients largely another 50 minutes. In fact, our therapist have
frequently mentioned that the sequential struc-ignore their emotions and indeed may be fear-

ful of many of them, including positive ones. ture has helped them to focus on the tasks
specific to each segment and has on many oc-These findings suggest that worry, the cardinal

symptom of GAD, may actually serve the role casions prevented them from prematurely shift-
ing to an “off-task” intervention.of cognitive avoidance of affect (Borkovec, Al-

caine, Behar, 2004). From a CBT perspective, Although we have developed the integrative
approach specifically for GAD, we believe thattherefore, emotional deepening techniques

can be used as exposure methods for the sake it could be applied to other clinical problems.
We would predict that many CBT protocolsof full emotional processing of fear (Foa & Ko-

zak, 1986). may be improved by adopting parts of our treat-
ment when targeting any problems for whichThe structure of the GAD treatment is

unique. Rather than involving a simultaneous the etiology and maintenance involve interper-
sonal difficulties or the avoidance of painfulblend of theoretically diverse intervention, it

involves a sequential application of two “pure” emotions.
form of therapy. Specifically, our therapists are
trained to conduct a 50-minute segment of
CBT, which is immediately followed by a 50- ASSESSMENT AND FORMULATION
minute segment of Interpersonal/Emotional Pro-
cessing (I/EP) therapy (Newman et al., 2004). Because our GAD treatment has been devel-

oped and used in the context of clinical trials,This structure of our integrative therapy has
been dictated by a specific scientific purpose. the clients treated by our therapists have been

assessed by two independent administrations ofIf this treatment combination (CBT+I/EP) can
be shown to be superior to the combination of a semistructured interview—the Albany Anxi-

ety Disorder Interview Schedule–IV (ADIS;CBT and a supportive listening (SL) condition
(CBT+SL), then our research would not only Brown, DiNardo, & Barlow, 1994). The ADIS

allows us to determine whether an individualprovide evidence that CBT can be improved
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suffers from the clinical disorder targeted by on others? Are their specific emotions that they
are avoiding and that might tell them whatour treatment and identifies the specific con-

tent of the client’s worries. Moreover, it allows they want from others?
us to systematically assess comorbid conditions
that are likely to influence case formulation.
For instance, knowing that a client also strug- PROCESSES OF CHANGE
gles with social phobia helps us to determine
our intervention targets (e.g., social skills) when We assume that a substantial part of the pro-

cess of change can be attributed to generaladdressing interpersonal issues.
Our assessment also involves a number of principles that cut across different forms of psy-

chotherapy and, needless to say, operate inquestionnaires and self-monitoring instru-
ments. For example, the therapists use the Dys- both segments (CBT and I/EP) of our integra-

tive approach. In line with Goldfried’s modelfunctional Attitude Scale (DAS; Beck, Brown,
Steer, & Weissman, 1991) to identify the nega- (1980; Goldfried & Padawer, 1982), however,

the ways by which these principles were imple-tive cognitions that may reflect and contribute
to the client’s worry and anxiety. Therapists mented vary from one segment to another.

Early in therapy, therapists work toward cre-also review the client’s scores, obtained at pre-
treatment, on the Inventory of Interpersonal ating positive expectations for the clients. This

is accomplished by providing a rationale ex-Problem–Circomplex (IIP-C; Alden, Wiggins,
& Pincus, 1990), the Inventory of Adult At- plaining factors that might have contributed to

their difficulties, as well as a description oftachment (IIA; Lichtenstein & Cassidy, 1991),
and the Structured Clinical Interview for techniques that will be used to address these

factors. In CBT, the rationale focuses on situa-DSM-IV Axis II (SCID-II; First, Spitzer, Gib-
bon, Williams, & Benjamin, 1994). Along with tional and intrapersonal issues. Specifically,

clients are informed that their experiences ofthe gathering of interpersonal history informa-
tion during sessions, as well as the observation uncontrollable worry and anxiety are learned

responses to threat cues, which involve mal-of the client’s behavior toward them, therapists
use these pretreatment scores to understand adaptive and habitual interactions among cog-

nitive, behavioral, and physiological systems.the client’s relationship patterns. The daily
monitoring of clients’ anxiety, as well as the For example, GAD patients frequently have a

preattentive bias to indications of danger,systematic monitoring of their relationships,
also help therapists conduct functional analy- which can trigger images of negative events.

These, in turn, lead to defensive somatic reac-ses of clients’ problematic reactions.
The information derived by such an exten- tions. As one component in the spiraling inten-

sification of anxiety, such somatic responsessive assessment is use to construct case formu-
lation, which in turns guides an ideographic can result in greater attention to physiological

activity, which can interfere with a client’s at-application of the CBT and I/EP techniques.
In CBT, therapists built their case formulations tention to (and realistic appraisal of) external

reality and further increase his/her internal re-around the following questions: What are the
early cues (situational and internal) of the cli- sponse of worry and rumination. The goal of

CBT is to identify early cues that indicate thatent’s anxiety reaction? What are the maladap-
tive elements (cognitive, imaginal, physiologi- an anxiety spiral is beginning and to help the

client replace these maladaptive reactions withcal) if such reaction that could be replaced by
more adaptive responses? In I/EP, the case for- adaptive coping responses.

In the I/EP segment, the rationale focusesmulations are centered around the following
questions: What are the clients’ most central on both interpersonal and emotional issues.

We inform clients that chronically anxious in-interpersonal schema (i.e., core views of self in
relation with others)? What do clients want dividuals frequently develop interpersonal

styles that contribute to their anxiety. Thera-and fear from others? What do they do to get
their needs met? What is the impact they have pists tell their clients that when they interact
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with others, anxious people tend to focus more emotions will help them to become less rigid
about their appraisal of themselves.on avoiding what they fear rather than trying

to get what they need. Unfortunately, attempts Several of the techniques described later in
this chapter directly serve the principles of cor-to avoid what one fears sometimes lead to spe-

cific—and anxiety provoking—reactions from rective experience and continued test with real-
ity. For example, relaxation and self-control de-others that one tried to avoid (e.g., being extra-

attentive to another’s need in order to not be sensitization techniques are used during CBT
segments and between sessions to help the cli-ignored can lead the other to move away from

the relationship because he or she is feeling ent to learn and rehearse new, more adaptive
coping responses to anxiety-provoking cues.intruded upon). The attention to what they

fear has become such an automatic focus for Similarly, attempts at fostering new and more
meaningful ways of relating with others arechronically anxious persons that they are fre-

quently unaware of many of their interpersonal done by paying attention to interaction with
the therapist during I/EP segments, as well asneeds. Clients are informed that one way to

become aware of what they need from others between the client and others in his or her
daily life.is to explore their emotions. Accordingly, the

goal of I/EP is to help clients become aware Interestingly, though different techniques
are used to foster these two principles of change,of, and then change, the maladaptive ways they

interact with others, including the therapist. By some of the techniques are based on the same
learning processes. For instance, exposure inexploring and owning emotions that are trig-

gered by their relationship difficulties, clients CBT is designed to help the client gain control
over his or her anxiety. In I/EP, it is aimed atwill increase their abilities to get what they

want and better deal with what they fear from helping the client to stay with and own his or
her painful emotions. In both situations, theothers.

Another principle of change underlying each mastery of previously intolerable situations is
experienced as a positive corrective event.segment of our integrative treatment is the pro-

vision of a new perspective. By offering an ex- Modeling and problem-solving skills are also
involved in the techniques used in each spe-planation of the etiology and maintenance of

GAD symptoms, the rationales described above cific segment to correct maladaptive responses,
learn more adaptive reactions, and implementintrinsically serve this principle. As described

in the next section, each segment of the proto- them in situations outside the sessions. For ex-
ample, such learning processes are at play whencol includes additional procedures to foster a

new understanding such as (a) helping the cli- therapists help clients to react more adaptively
to anxiety provoking cues or when therapistsent challenge inaccurate thoughts, cognitive

errors, and maladaptive attitudes, (b) experi- help clients to find better ways to get what they
want from others.encing and expressing previously implicit emo-

tions and meanings, and (c) exploring wishes Finally, as in all forms of psychotherapy, the
use of the therapeutic relationship reflects aand fears about others, interpersonal schemas,

and maladaptive relationship patterns. Though core principle of change in our integrative treat-
ment. The ways in which therapists attend toserving the same general principle of change,

these interventions focus on different dimen- the working alliance in each of the segment
are described in the next section.sions of human functioning (i.e., cognitive,

emotional, interpersonal). Our clinical obser-
vations suggest that clients are able to recog-
nize multiple types of determinants involved in THERAPY RELATIONSHIP
their difficulties, as well as to establish mean-
ingful connections among them. For example, In both segments of our protocol, therapists

pay careful attention to the development andthey realize that some of their ways of thinking,
at times, parallel their ways of relating with maintenance of a positive therapeutic alliance.

There is, of course, a good reason for this. Theothers or that being more open about their
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quality of the therapeutic alliance currently CBT and I/EP segments, these markers are ad-
dressed only during the I/EP portion of therapy.stands as one of the most robust predictors of

change in psychotherapy (Constantino, Caston-
guay, & Schut, 2001). Thus, during the whole
course of the treatment, therapists make all pos- METHODS AND TECHNIQUES
sible efforts to be empathic, warm, and support-
ive toward their clients and to foster mutual Although some principles of change cut across

the two segments of our integrative treatmentagreement on the goals and tasks of therapy.
However, there is an important difference for GAD, the techniques used to implement

these principles differ. Before describing theseabout the role of the relationship in the process
of change in the two segments of our integra- techniques, however, it is important to indicate

that the stance of the therapist in both seg-tive therapy. In the CBT segment, the relation-
ship is primarily viewed as a precondition for ments is fairly directive. Specifically, therapists

must remain actively involved in making surechange. Therapists, in other words, adopt a
supportive attitude mainly to build the client’s that the focus of the session is in line with the

respective goals of each segment. While focus-trust in the treatment rationale and procedures,
as well as to foster the client’s willingness to do ing on different dimensions of functioning in

each segment, therapists help clients to bewhat he or she needs to do to develop better
coping skills. It is assumed that if a good thera- more cognizant of what they perceive as dan-

gers (e.g., specific external events, internal im-peutic bond (based on mutual respect and af-
fection for each other) is created, that if the ages, negative emotions, interpersonal issues)

and to replace their earlier coping responsestherapist genuinely understands the client’s
subjective experience, if he or she is flexible (e.g., catastrophizing, scanning physiological

reactions, avoidance of emotion, engaging inand tactful in the use of the prescribed tech-
nique, and if he or she encourages and rein- fear-reducing interpersonal behaviors). Help-

ing clients to develop new skills to deal withforces the client’s engagement in the treatment
task, that it is then likely that the client will anxiety requires that the therapist be task-

oriented and directive, irrespective of the stim-face what he or she had avoided in the past
and will implement, during and between ses- uli feared and the skills to be taught.
sions, new ways of reacting to anxiety cues.
The same assumption is held in I/EP. A

CBTgood relationship is viewed as a necessary con-
dition for the client’s engagement in the de- The CBT segment is primarily aimed at modi-

fying and reducing internal responses to spe-manding and anxiety-provoking tasks prescribed
in this therapy segment. In this segment, how- cific threats. Following is a brief overview of

standard methods employed in the CBT seg-ever, the therapeutic relationship is also used
as a direct mechanism of change. Therapists ment to achieve this therapeutic task (Borkovec

& Sharpless, 2004; Newman, 2002)use what takes place during the session to help
client’s gain awareness of, and change, their
maladaptive patterns of interpersonal interac-

Self-Monitoring and Earlytion. Therapists, in other words, not only at-
Cue Detectiontempt to built a positive relationship in I/EP

but also to work with the relationship to iden- Clients are taught to identify their earliest reac-
tions to perceived threats, their reactions totify and deepen authentic primary emotion

and to modify interpersonal habits that have these early reactions, as well as the spiraling
chain of internal events (attention, thoughts,contributed to clients’ anxiety.

In addition, specific techniques are in- images, bodily sensations, emotions, and be-
haviors) that then occur. Clients can begin tocluded in I/EP to deal with alliance ruptures.

Although therapists are asked to pay attention discover early components of anxious respond-
ing by describing typical worry and anxiety ex-to markers of alliance ruptures in both the
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periences and/or imagining situations involv- Multiple relaxation methods are taught in
order to encourage flexibility in the use of cop-ing different components of their anxiety

responses. Therapists can also help clients de- ing resources and to find those that are most
helpful for clients in different situations or intect early cues of anxiety by asking them to in-

tentionally worry about a personal concern. response to different internal cues. Slowed,
paced, diaphragmatic breathing is an idealTherapists are also asked to pay great attention

to noticeable shifts in the clients’ affective starting point to provide the client with an im-
mediate, noticeable, and positive effect of treat-states as they occur during the therapy session.

Immediately pointing out such a shift can ment and to teach him or her ways to reach a
rapid relaxation response that is easy to learnsharpen the client’s own early cue detection.

In addition to these in-session experiences, and readily applicable in daily living. The cli-
ent is instructed to slow-down breathing and tothe client is asked to self-monitor his or her

worrying and anxiety responses on a daily ba- shift it from the chest to the stomach by letting
the diaphragm rise and fall without expandingsis. As sessions progress, clients are increas-

ingly asked to pay attention to and process all the chest. Progressive muscle relaxation (PMR)
is aimed at reducing muscle tension and sym-immediately available experiences, both in

the environment and internally. The goal is pathetic activation via systematic tensing and
releasing various muscle groups. Meditationalto help clients to shift attention to present-

moment reality and away from the illusions of techniques can be combined with PMR to fa-
cilitate the client’s ability to shift away fromthe future and of the past that their worrying

and rumination create. anxiety-provoking cues and toward pleasant, in-
ternal stimuli. At the end of each PMR prac-
tice session, the client can be instructed to fo-

Stimulus Control Methods cus on a meaningful, pleasant internal
stimulus (an image, a word, etc.) that is associ-Once clients have learned to detect early cues

for anxiety, a stimulus control method is used ated with safety, comfort, security, love, and/or
tranquility. A related technique, guided imag-to reduce the amount of time spent worrying

and to decrease the habit strength of worrying. ery, can be used to further deepen the relax-
ation by leading the patient through a sequenceSpecifically, clients are instructed to postpone

any early-detected worrying during the day to of tranquil and pleasant images. The use of ap-
plied relaxation allows the clients to cultivate aa fixed period of worrying—30 minutes at the

same time and in the same place every day, more relaxed lifestyle and to cope adaptively
with perceived threats as they occur in day-to-during which they can engage in problem solv-

ing about the worry or apply cognitive restruc- day living. It is applied on a moment-to-
moment basis whenever clients recognize earlyturing skills to it. Such a deliberate postpone-

ment of worry enables clients to refocus cues of anxiety (and, eventually, any time cli-
ents are aware of the absence of a calm or tran-attention to the present environment and the

task at hand. quil state) and is intended to shift attention
away from tension/anxiety toward relaxation.
Therapist help clients to acquire and practice

Relaxation Methods this coping skill during the session by fre-
quently asking them to apply the relaxation re-As part of the natural response to perceived

threats (“fight or flight”), anxiety reactions are sponse whenever therapists or clients observe
signs of increased anxiety.closely associated with the activation of the

sympathetic nervous system (SNC). One way
to attenuate the SNC at the early detection of
anxious responding is by activating the para-

Self-Control Desensitizationsympathetic system through learning and re-
peatedly using applied relaxation methods Self-control desensitization (SCD) involves the

rehearsal of relaxation responses (and, later in(Bernstein, Borkovec, & Hazlett-Stevens, 2000).
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therapy, cognitive perspective shifts) while imag- given situation in order to maximize flexibility
in thinking.ining frequently occurring anxiety-provoking sit-

uations (both environmental cues and internal Clients also complete a Worry Outcome
Diary, wherein they write down (a) their wor-cues). First, the client is asked to imagine him-

self or herself in a situation in which he or she ries when detected, (b) what they fear will hap-
pen, and (c) the actual outcome once it oc-detects anxiety cues. The therapist then repeat-

edly guides the client through imagining him- curs. The purpose of this information is to help
clients to build a new history of evidence of theself or herself successfully applying relaxation

techniques in that situation. In the course of way things actually are and to facilitate their
processing of all available information fromtherapy, SCD is practiced with several sets of

anxiety cues in order to generalize this adaptive their environments, not just the negative bi-
ased information.coping response to various situations. Clients

are also asked to include SCD at the end of Behavioral experiments are also used to test
unrealistic cognitions, as well as to provide ad-their daily relaxation practice. Finally, in the

course of cognitive therapy (described next), ditional exposure to feared situations and op-
portunities to practice applied relaxation andimages of the most likely outcomes for worri-

some topics are created, and these are to be perspective shifts. On the basis of the data col-
lected in these analytic and behavioral exer-imagined vividly as soon a worry is detected.
cises, the clients learn to treat their perceptions
as hypotheses and revise inaccurate predictions
or assumptions involved in the spiraling inten-

Cognitive Therapy sification of their anxiety. By learning to pay
less attention to negative environmental cuesFrom a CBT perspective, clients’ inaccurate

perceptions are important components of their and by focusing less on the past or the future,
the clients also learn to be fully immersed inworry and anxious experiences. As such, nu-

merous cognitive techniques are used to help their present reality, to process environmental
information as needed, and to be confidentthem develop cognitions that more closely cor-

respond with the available environmental in- that they will be able to deal with smaller or
bigger challenges to come. Indeed, the even-formation. Clients are first instructed to ob-

serve their environment, as well as to monitor tual goal in therapy is to move from inaccurate
expectations about the future, to relativelythe content of their anxious thoughts on a daily

basis. Clients’ inaccurate perceptions and/or more accurate expectations, and ultimately to
no expectations at all. Such expectancy-freeinterpretations are then challenged by diverse

methods, such the search for evidence to sup- living is our cognitive therapy method for con-
tributing to the goal of living in the presentport and reject clients’ cognitions, the genera-

tion of alternative perspectives, and the identi- moment, wherein there can be no anxiety or
depression.fication of core beliefs (or nonadaptive attitudes)

underlying many of their specific inaccurate Finally, clients are encouraged increasingly
to make use of intrinsically motivated behav-thoughts and negative images. Because worry

frequently involves an exaggeration of the neg- iors for approaching worrisome or anxiety-
provoking situations and for taking an activeative implications of specific events, the cogni-

tive technique of decatastrophizing (i.e., a step- approach to daily living in general in order to
maximize joy in life. Thus, drawing from theby-step analysis of what it is that the client fears

might happen, including the probability of values that clients hold near and dear to their
hearts, the therapist helps them to create emo-each of these steps and the client’s coping re-

sources to deal with them) is particularly useful tional and cognitive sets reflective of those val-
ues and facilitative of a true, whole-organismfor GAD clients. Perhaps differing from some

CBT approaches, we place special emphasis approach to each life situation that they are
about to enter.on the creation of multiple perspectives for any
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I/EP a general understanding of clients’ perceptions
of their interpersonal needs and fears, as wellI/EP has been added to CBT so that therapists as their typical attempts to deal with them. Ascan address the clients’ problematic relation- early as in the second or third session, however,ships and facilitate emotional deepening. Briefly the primary focus of treatment shifts away fromput, the goals pursued in this segment are to a description of these past and/or current rela-facilitate clients’ identification of interpersonal tionships to an exploration, in an emotionallyneeds, fears, and schemas and to help them immediate way, of the therapeutic relationship.develop behaviors that will better satisfy their Guided by Safran and Segal’s (1990) inte-personal needs. Though the focus of interven- gration of interpersonal therapy constructstions and the techniques used differ from (e.g., Sullivan, 1953), we assume that clients’CBT, the general goal is the same. Essentially, maladaptive patterns of relating are likely to betherapists attempt to help clients to live in the repeated in the therapeutic relationship. Aspresent—to focus on their immediate experi- such, an important task of therapists is to iden-ence with others. Rather than paying attention tify when and how they have been participat-to the past or the future (the bad things that ing in clients’ interpersonal schemata. Safranhappened and/or could happen), clients learn and Segal (1990) have suggested that therapiststo focus on what they currently want from oth- actually need to be “hooked” into clients’ mal-ers, as well as on what others want from them. adaptive ways of relating to others—to beA greater awareness of their contributions to pulled by clients into behaving consistentlymaladaptive patterns of relating and the acqui- with clients’ expectations—in order to helpsition of new social skills will also help clients them change the way they interact with others.to reduce their negative impact on others. Adopting an attitude of a participant-observerAs in the CBT segment, I/EP directly tar- (Sullivan, 1953), therapists pay constant atten-gets the GAD clients’ tendency to avoid. Cli- tion to signs of having been hooked, such as aents are encouraged to expose themselves to feeling of being emotionally detached from thefeared emotions, feared critical feedback about client, or the realization of having frequentlytheir impact on others, and their fear of being let the client tell long tangential stories. An-vulnerable to other people by showing who other indicator of therapists being hooked isthey really are. By trying things that may help when they and/or their clients are trying to findthem confront their immediate fear, clients be- out why clients are reacting (or not reacting)come aware of how their avoidance of negative in a particular way, instead of helping the cli-emotions in the short term comes at a great ent to become aware, own, or deepen theircost in terms of a restricted lifestyle in which emotional experience.their needs are not met in the long term. The Once hooked, the therapist stops acting intherapist also helps clients to shift their atten- ways that are consistent with the client’s expec-tional focus away from danger anticipation and tations. Instead, he or she is asked to exploretoward openness, spontaneity, and vulnerabil- what is taking place in the relationship in orderity with others as well as toward a greater em- to help the client gain awareness of his or herpathic attention to the needs of others. maladaptive ways of relating, as well as the
rigid construal of interpersonal relationships
that underlies these patterns. Such exploration

Exploring and Changing first requires the therapist to disclose, in an
Interpersonal Functioning open and nondefensive manner, his or her re-

action to what transpired in the relationship,Early in the I/EP segment, the task of the ther-
apist is to get a sense of the clients’ interper- such as saying “I feel pushed away, when you

don’t answer my questions.” In some cases, thesonal history. Open-ended questions about re-
lationships with past and current significant therapist self-disclosure immediately leads cli-

ents to being open to their own emotional ex-others are aimed at providing the therapist with
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perience. With our GAD clients, however, we his or her own interpersonal schema (avoiding
core therapeutic issues because of his or herhave rarely observed such an ability or willing-

ness to be vulnerable with another person. own fears of hurting the client or being hurt
by outbursts of anger). From a cognitive-inter-What is typically required is gentle but re-

peated invitations for the client to identify, ex- personal perspective (Safran & Segal, 1990),
alliance ruptures are events that can be ex-perience, and express emotions triggered by

the therapist’s self-disclosure and/or the event pected when two individuals are involved in a
complex, demanding, and emotionally mean-that preceded it. The therapists’ role is then to

empathize with and validate the affective expe- ingful relationship such as therapy.
Accordingly, our therapists are trained toriences expressed by the client, as well as to

share his or her own reactions to the client’s recognize markers of alliance ruptures, such as
clients’ overt expressions of dissatisfaction, indi-self-disclosures, such as saying “Of course, you

would want to avoid a topic that made you un- rect expressions of hostility, disagreements about
the goals or tasks of therapy, overly compliantcomfortable. However, not answering my ques-

tion also has an impact on me and makes me behavior, evasive behavior, and self-esteem–
boosting maneuvers (Safran, Crocker, McMain,feel as though what I am asking for isn’t impor-

tant.” Therapists are also encouraged to ob- & Murray, 1990). Therapists are asked to at-
tend to markers of alliance ruptures duringserve and communicate whether clients’ re-

sponses to their openness help them feel both the CBT and I/EP segments, but these
markers can only be addressed during the I/EPunderstood by clients.

When used with warmth and support, these segment because, for our additive design study,
the protocols could not allow therapeutic workinterventions can help the client become

aware of his or her impact on another person. on interpersonal behaviors during CBT seg-
ments.In addition, such an exploration of the thera-

peutic relationship allows the therapist to Based on the contributions of Burns (1989)
and Safran (Safran & Segal, 1990), attemptsmodel an open communication style. By dis-

confirming the validity of the client cognitive- are made to repair the alliance by following
three steps. First, therapists invite clients to talkinterpersonal schema (i.e., “It is dangerous to

openly communicate with others), this way of about their negative reactions (e.g., “I have a
sense that you aren’t as engaged as you haveworking with the therapeutic relationship—of

metacommunicating (Kiesler, 1996)—can pro- been in other sessions. Is that how you are feel-
ing?”). Second, the therapist empathizes withvide the client with a unique corrective experi-

ence (Alexander & French, 1946; Goldfried, the client’s perception and emotions and in-
vites him or her to express additional emotions1980).

Similar techniques of metacommunication and thoughts about what was unhelpful or in-
validating in the treatment. When the therapistare also used in I/EP to repair alliance rup-

tures. In fact, the enactment of client interper- has the sense that the client feels understood,
the therapist should then recognize and com-sonal schema during sessions, as when the cli-

ent walls off the therapist or pulls for his or her ment on his or her own contribution to their
relationship difficulty. This last step, elegantlyhostility, will at times create alliance ruptures.

This, however, in no way suggests that clients captured by Burns (1989) as a “disarming”
technique, requires the therapist to find someare always responsible for alliance problems.

Such alliance tears can be caused or exacer- truth in the client’s reaction, even when the
reaction may seem unreasonable. The use ofbated by the therapist’s less than adequate level

of engagement, attention, empathy, warmth, this technique is based on the assumption that
the therapist has invariably contributed intact, or attunement to the client needs. The

therapist may frustrate the client’s desire to be some way to the lack of synchrony between cli-
ent and therapist. It is also based on the as-helped by not using the most appropriate tech-

nique, by failing to use competently a perfectly sumption that the therapist’s openness to his or
her experiences can lead to the client’s open-adequate intervention, or by being blinded by
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ness to his or her experience, which may in are then used to teach clients better ways to
satisfy their interpersonal needs.turn help them to exit an unproductive cul-

de-sac in their relationship (Castonguay, 1996).
Contrary to the client’s expectation, he or

Facilitating Emotional Deepeningshe learns that being emotionally vulnerable
can lead to stronger and safer relationships. In the I/EP segment, helping the client to ex-

perience, deepen, and express his or her emo-The client also learns that when “living in the
moment” (such as when experiencing and ex- tion is aimed in part at extinguishing fear and

avoidance (including worry as a cognitive avoid-ploring in an emotionally immediate way what
is taking place in a relationship), he or she ance response) of emotion. As mentioned above,

basic research has suggested that when individ-ceases to pay attention to the past and the fu-
ture. Worries and ruminations dissipate as one uals with GAD worry, they do so in part to

avoid painful events (future bad outcomes orbecomes real and present with others.
In addition to paying attention to the thera- distressing emotions). As such, worry is main-

tained, at least in part, by its negative reinforce-peutic relationship, therapists also help clients
to draw links between interaction patterns ob- ment quality (e.g., suppression of somatic as-

pects of anxiety or the eventual nonoccurrenceserved in the session and patterns in clients’
past or current relationships with significant of low-probability, but feared, negative events).

By exposing the client to his or her emotionalothers. Therapists, however, are reminded that
such connections are sometimes drawn (by the experience, he or she learns that although

some emotions can be painful, they are notclient or themselves) as a way to avoid process-
ing negative events taking place in the thera- dangerous (e.g., sadness and anger over anoth-

er’s betrayal). As such, the safety of the thera-peutic relationship. Such defensive maneuvers
may prevent the client from fully experiencing peutic relationship provides clients with yet

another unique opportunity for corrective ex-his or her emotions and further reinforce long-
standing avoidance strategies (e.g., intellectual- periences. Indeed, if the experience with and

exploration of feeling repeatedly fails to be in-izing or “staying in his or her head” as opposed
to being open and vulnerable with another per- tolerable, they learn that there is nothing to

fear from their emotional experience. Andson). When part of an emotionally immediate
exploration of the client’s experience, however, when there is nothing to fear, there is no rea-

son to avoid. Worry, as a consequence, loses itssuch connections with outside interpersonal
events frequently helps clients gain a deeper reinforcing impact, and clients begin to gain

access to primary affects that can motivate andawareness of their rigid constructions of rela-
tionships and maladaptive ways of relating with direct adaptive behaviors, as described below.

Emotions are an important source of infor-others.
Therapists also ask clients to monitor and mation for what we need in life. As such, emo-

tional deepening is also used in I/EP to helprecord events taking place between sessions
with significant others. Specifically, clients are clients better understand what they need from

others. Guided by the work of Greenberg andasked to describe specific interactions and to
take note of the emotions they felt during these his colleagues (Greenberg, Rice, & Elliott, 1996;

Greenberg & Safran, 1987), therapists areinteractions, what they wanted and feared from
the other person, what they did, and what hap- trained to track markers of emotionality in or-

der to decide when to use techniques aimed atpened next. Such functional analyses of intra-
personal and interpersonal factors frequently deepening feelings. Examples of such markers

are changes in voice quality, the sound of tearshelps clients to identify what they need and
what they actually get from others (McCul- in the voice, and a slowing or quickening of

conversational pace. When such markers arelough, 2005). In particular, these analyses re-
veal the negative impacts that some of the cli- noted, clients are encouraged to stay with their

emotions and to allow themselves to fully expe-ent’s behaviors have on others. When indicated,
behavioral strategies (e.g., social skills training) rience them. Therapists also pay attention to



254 Integrative Psychotherapy Models

moments of emotional disruption or disengage- them overcome their fear of vulnerability and
achieve a lasting change in their habitualment. When clients stop emoting and/or being

attentive to their affective experience, thera- avoidance of emotion.
pists invite them to focus on their immediate
experience. For example, “What just hap-
pened? You were allowing yourself to cry, and
you quickly moved away from your feeling.” CASE EXAMPLE
When markers of a self-evaluative split—

internal conflict experienced by clients—are The following case was chosen because it illus-
trates the major thrust of our integrative treat-observed, clients are invited to take part in a

two-chair exercise. In the exercise, clients ment. It demonstrates how the addition of spe-
cific techniques to CBT allows therapists to workdistinguish the two parts of themselves—as

though they were two separate people—and with material not directly or adequately addressed
in traditional CBT. As such, the case descriptionthen embody each one separately and repeat-

edly as one part speaks to the other until clients will mostly focus on the I/EP segment of the
therapy.have gained greater insight into their feelings

and their own needs in the internal conflict. Wendy was a White undergraduate seen
within the context of a National Institute of Men-In contrast, markers of unfinished busi-

ness—unresolved feelings toward another per- tal Health (NIMH)-funded study aimed at provid-
ing preliminary evidence for the feasibility andson—are dealt within an empty-chair exercise.

Here, the client expresses his or her feelings impact of our integrative CBT+I/EP treatment for
GAD (this study is presented in more detail in thewhile imagining another person sitting across

in an empty chair. next section). Although Wendy’s primary diagno-
sis was GAD, she was also diagnosed with co-The technique of “systematic evocative un-

folding” (Greenberg et al., 1996) is also used morbid social phobia, obsessive compulsive dis-
order, and a specific phobia. She reported thatto address markers of problematic reactions—

when clients experience surprise or confusion she had previously sought psychotherapy for an
interpersonal problem and that this therapy lastedabout one of their own reactions. Clients are

asked to close their eyes and imagine them- 2 months. She was not currently taking any medi-
cations nor had she taken any psychiatric medi-selves back in the situation that evoked the re-

action and play the scene in slow motion in cations in the past. In terms of her GAD symp-
toms, she reported that the current bout of GADtheir imagination. They are asked to vividly re-

member every aspect of the scene, describe in had been chronically ongoing for 7 years. She re-
ported that she was not aware of any formal diag-detail the events and their feelings during the

situation, and to pay attention to every internal noses of mental health problems in her immedi-
ate family but that she would characterize hercue as they repeatedly describe the situation.

By reexperiencing fine-grained details and mother as a worrier.
Wendy was treated by a White male psychol-their reactions to them, clients can better ex-

press and own the emotions that first surprised ogist, who was primarily trained in CBT. In addi-
tion to his full-time private practice, the therapistthem, as well as gain access to previously im-

plicit emotions. had served as a protocol therapist in several pre-
vious CBT studies.Therapists also encourage clients to focus

on and own their emotions as they go on in Wendy felt very comfortable during the CBT
segment. She took the therapist’s directives totheir day-to-day lives. It is indeed important to

help clients generalize the corrective experi- heart and actively complied with the therapeutic
tasks prescribed during and between sessions. Onences of expressing feelings in the safe environ-

ment of the therapy session to interpersonal the other hand, the I/EP segment was much more
difficult for her, at least initially. She was reluc-relationships outside of therapy. Continued at-

tention to clients’ experience and behavior in tant to reveal herself, expressing minimal emotion
and, when she did, only in response to the thera-the real world may well be crucial to help
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pist’s persistent requests. Although she wanted to aware that she had difficulty being spontaneous
with others. One of her first realizations was thatplease the therapist, he felt discounted by her

lack of authentic interpersonal and emotional be- she felt angry at others. This led her to be more
assertive with her boyfriend, but it also made ithavior toward him, probably due to her fear of

being vulnerable. Though she tried hard to under- more difficult for her to be vulnerable, as well as
to be attentive to his needs.stand and follow the therapist’s instructions (as

the perfect client that she wanted to be—and felt Her interactions with her boyfriend led the
therapist to focus on her impact on others, includ-that she could be in CBT), the therapist did not

feel that she wanted to connect with him or allow ing on the therapist himself, which in turn led her
to become more emotionally expressive. The ther-herself to be emotionally close during the I/EP

segment. apist then used emotional deepening techniques
to explore the origins of her fear of being vulnera-What was happening during therapy paral-

leled what had been taking place in Wendy’s in- ble with others. Specifically, the therapist used a
systematic evocation technique and allowed herterpersonal relationships. Early on in I/EP, she re-

ported that she felt that she had to be perfect with to reexperience her feeling of being betrayed by
another person when she was in high school. Thisothers. Her view of relationships was that she felt

obligated to take care of others’ happiness. Not incident appeared to play an important role in her
fear of trusting others, of letting her guard down,surprisingly, she felt burdened by what she per-

ceived to be the expectations of others, became of being herself, of not worrying about (and there-
fore being burden by) others. The use of an emptyangry when friends asked her to socialize be-

cause it was taking time away from her studies, chair (where she expressed her feeling of being
betrayed and hurt) in the same session allowedand frequently avoided being with them.

As therapy progressed, it became clear that her to become aware that the price paid for not
being herself was social isolation, loneliness, andshe had a hard time being empathic to others. In

part, because her attention was on her own be- sadness. She realized that she had missed her pre-
vious connection with others.havior (her attempt to please others), she did not

fully listen to others. She was so focused on her At the same time, she was genuinely surprised
by the therapist’s acceptance of her tears and sad-fear of failure in meeting their needs that she had

little energy left to listen to the needs they actu- ness (of her vulnerability) expressed during the
evocation of these memories: “You like me whenally expressed. She thus found herself trapped in

an unfortunate paradox: She spent so much time I’m like this, really? This is what you were looking
for?” Because the therapist’s reaction to her firsttrying to do everything for others that she feet

burdened by others and thus discarded them. authentic emotional reaction in therapy was op-
posite to what she expected, it led to a significantAt the same time she was surprised to learn

that she did not meet their needs. For example, corrective emotional experience.
In the following sessions, the client becamewhen she asked the therapist after several ses-

sions whether he liked her, she was quite sur- more emotionally present, displayed a wider range
of and more intense emotions, and began makingprised by his reply that he did not know whether

he liked her or not, because he had not yet really numerous and adaptive changes in the way she
was relating to others outside of therapy.met the real her. She thought that she was doing

everything he wanted her to do, including self- Wendy has now been followed up 2 years
after therapy was completed. At pretherapy, herdisclosing.

She was also expecting important others in her assessor severity level was 6 and by follow-up it
was 1. Also, the client demonstrated clinicallylife, including her boyfriend, to have a similar

view of relationships. Specifically, she expected significant change and high endstate functioning
(i.e., her score was within the range of a normativeothers to be vigilant and attentive to her needs.

She expressed considerable frustration at the fact sample) on 6 of the 6 measures of GAD-associated
symptoms (e.g., self-reported worry, self-reportedthat her boyfriend was not always anticipating

what she wanted from him. As therapy helped her trait anxiety, self-reported relaxation-induced anxi-
ety, assessor-rated severity of GAD, observer-ratedto focus on her interpersonal needs, she became
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anxiety symptoms, and self-reported diary mea- Although tentative, the outcome findings
obtained in this open trial were promising. Thesure of worry), demonstrating that she showed at

least 20% change and was within the range of a effect sizes (reflecting differences between pre-
treatment and post-treatment outcome mea-normative sample on all measures.
sures) indeed appeared to be superior to those
obtained by previous studies conducted with
traditional CBT. In fact, whereas the average
within participant effect size from previousEMPIRICAL RESEARCH
CBT studies was 2.44, our pilot study obtained
a 3.5 effect size (Newman, Castonguay & Bor-Our integrative treatment for GAD has been

the object of two NIMH-funded clinical trials. kovec, 2002).
Based on these preliminary findings, weThe first was a preliminary study aimed at de-

termining whether it could be implemented have embarked on a randomized clinical trial.
When completed, more than 70 GAD clientsand if it outcome would suggest possible im-

provement over traditional CBT for GAD. will have been assigned to either CBT+I/EP or
CBT+SL. The use of such an additive designEighteen adults meeting DSM-IV criteria

for GAD received the CBT+I/EP described will permit us to determine specifically
whether the addition of specific componentsabove. The treatment was delivered by three

experienced therapists (one originally trained (interpersonal focus and emotional deepening
techniques) will lead to an improved outcomein CBT and two primarily trained as psychody-

namic therapists). Numerous process findings over traditional CBT package. Our early results
suggest that I/EP does show some added bene-and adherence checks suggested that what took

place during each segment of therapy was con- fit at 2-year follow-up with a significantly greater
percentage of participants receiving the inte-sistent with the treatment manuals. An observer-

rated measure of the therapist interventions, for grative therapy demonstrating high endstate
functioning when compared to the CBT/SLexample, showed that although therapists fo-

cused more on interpersonal issues (e.g., inter- condition (Newman, Castonguay, & Borkovec,
2002).personal pattern, general interactions with oth-

ers) in I/EP than in CBT, they focused more We have also conducted a preliminary out-
come study on an integrative treatment for de-on intrapersonal issues (e.g., the link between

different aspect of functioning such as the im- pression which we called integrative cognitive
therapy (ICT; Castonguay et al., 2004). Here,pact of thoughts on feelings) in CBT than in

I/EP (Castonguay et al., 2002). Also as pre- only one of the components of the I/EP pack-
age was added to a traditional form of CBT.dicted, both clients and therapists reported

talking more about interpersonal matters such Specifically, alliance ruptures were addressed
in cognitive therapy (CT) by using techniquesas the client’s family and significant relation-

ships in I/EP than in CBT, whereas talking described by Burns (1989) and Safran & Segal
(1990). Although the integrative treatment wasmore about matters related to work and anxiety

triggers in CBT than in I/EP (Castonguay, conducted by inexperienced therapists (gradu-
ate students), the findings showed that it wasSchut, Newman, & Borkovec, 1999). In addi-

tion, both self-report (client and therapist) and superior to a waiting-list condition. As a whole,
the findings also compared favorably withobserve-measures showed that, as predicted,

higher levels of negative emotions (e.g., sad- findings of previous results obtained with tradi-
tional CT. The effect size obtained for theness) were found in I/EP. For a number of pos-

itive emotions (e.g., confidence, joy), however, Beck Depressive Inventory (Beck, Ward, Men-
delson, Mock, & Erbaugh, 1961), for example,higher levels of intensity were found in CBT

(Castonguay, Schut, Newman, & Borkoveck, was more than twice that estimated in a meta-
analysis of control studies comparing CT and1999; Castonguay et al., 2001), which is consis-

tent with its focus on building skills and in- wait-list or placebo condition (Gloaguen, Cot-
traux, Cucherat, & Blackburn, 1998). Becausecreasing self-efficacy.
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of its small N and the absence of a direct com- pists to use alliance repair techniques in their
day-to-day practice (irrespective of their theo-parison with a traditional CT, however, these

findings should be considered very cautiously. retical orientation and across a variety of clini-
cal populations) can improve their effectiveness.
Finally, we hope to continue using our clin-

ical experience, the progress made in the theo-FUTURE DIRECTIONS
retical and empirical literature, as well as the
results of our current and future research toWe hope to expand our research program in a

number of scientifically and clinically impor- continue to develop and test treatment meth-
ods that might improve CBT, as well as to pro-tant directions. Based on preliminary analyses

conducted on the current GAD trial, we have vide heuristics for the potential improvement
of other treatment approaches.submitted a research proposal for a study in-

vestigating the impact of our integrative treat-
ment at different sites and with more diverse
ethnic clients. It is indeed important to deter-
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Integrative Psychotherapy
of the Anxiety Disorders

BARRY E. WOLFE

My interest in psychotherapy integration ema- cal experience with the findings of the research
literature, my therapeutic interests evolved intonates from two different but interrelated sources:

(a) my experience as a clinical practitioner, a specialty in the treatment of anxiety disor-
ders. Thus, it seemed to me a logical task toand (b) my previous career as a psychotherapy

research grant manager at the National Insti- attempt to develop an integrative model for the
treatment of the anxiety disorders.tute of Mental Health (NIMH). As a practicing

therapist, I learned what so many of my friends
in the Society for the Exploration of Psycho-
therapy Integration (SEPI) have learned, that INTEGRATIVE APPROACH
conducting therapy solely from the vantage
point of a single psychotherapeutic orientation My training as a psychotherapist generated a

number of expectations regarding how patientsis a recipe for more than occasional failure. As
a psychotherapy research grant manager at the develop and maintain their emotional prob-

lems. Perhaps the best way to describe the ther-NIMH, I learned that each perspective in psy-
chotherapy possesses notable strengths and glar- apeutic approach in which I was trained is that

I learned to talk “psychodynamic” but to prac-ing weaknesses.
My interest in the anxiety disorders is a tice “Rogerian.” A client’s problem might be

formulated in psychodynamic terms but wasproduct of the cross-fertilization between these
two endeavors, my work as a psychotherapist expected to yield to the client’s own experien-

tial search and processing that would occurand my work as a research administrator. Dur-
ing a long career in my latter position, anxiety within the confines of a safe, nonjudgmental

therapeutic relationship (Rogers, 1957). Thisdisorders and their treatment eventually be-
came my primary focus of research grant ad- approach was developed during my second

stint in graduate school at the University ofministration. As I sought to integrate my clini-
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Florida, out of the ashes of my painful experi- recapturing long-forgotten (repressed?) trau-
matic events in their own history or contactingence as a psychology graduate student at the

University of Illinois, which at the time was a previously constructed prototypes that symbol-
ized their sense of helplessness, powerlessness,kind of “Behaviorist Baghdad” that brooked no

opposition to its prevailing orientation (Wolfe, and doom originally experienced much earlier
in their lives (cf. Weitzman, 1967).2001).

As useful as this approach had been in the As the serendipitous discovery of catastrophic
imagery became a routine occurrence in mytreatment of some patients, its benefits for

many others were limited. I found with phobic treatment of phobias, I was increasingly struck
by the irony that unconscious conflicts werepatients, for example, that it provided little res-

olution of the avoidance behavior, as it lacked being elicited by a therapeutic approach that
denied their existence. But this was not an orig-a performance-based, confrontative approach

that was being touted in the research literature inal finding. Feather and Rhoads (1972a, 1972b)
had demonstrated something like this phenom-(Barlow & Wolfe, 1981). Despite my previous

disenchantment with behaviorism and behav- enon many years ago when they attempted to
employ systematic desensitization to previouslyior therapy, I had to acknowledge that behavior

therapists seemed to have a lock on effective elicited unconscious fears. A few years before
their work, Stampfl and Levis (1967) and Weitz-treatment, particularly in the area of phobias. I

then made the typical logical error in thinking man (1967) originally highlighted the impor-
tance of psychodynamic issues in the develop-that effective treatment necessarily implies an

accurate conceptualization of the problem be- ment and maintenance of phobias.
With phobic patients, images of confronta-ing treated; therefore, I eagerly received some

training in a variety of behavioral techniques, tion with the phobic object would result ini-
tially in very high anxiety. If the patient wasincluding a number of exposure-based proce-

dures. able to experience the anxiety associated with
the catastrophic imagery, rather than trying toWhen I attempted to employ traditional ex-

posure therapy, however, my expectations were avoid or interrupt it, the anxiety eventually
would give way to a variety of feared emotions,unsubstantiated once again. The application of

imaginal exposure to the phobic patient’s feared including rage, humiliation, shame, hopeless-
ness/helplessness, and despair.object or situation led to a series of recurring

clinical observations that profoundly altered A similar phenomenon occurred with panic
patients for whom there may not be an externalmy conceptualization of the formation, main-

tenance, and treatment of phobic disorders. phobic object. These patients typically fear their
body sensations, particularly the sensations ofThe following observations serve as the empiri-

cal foundation for my etiological model of anx- anxiety (Reiss, 1987). Such patients would be
asked to focus on the most prominent body siteiety disorders.

I had assumed that anxiety somehow be- of anxiety. Once patients were able to maintain
a continual focus on the experience of theircomes conditioned to the phobic object and

that imaginal exposure would allow the patient anxiety, one or more of the aforementioned
frightening and painful emotions would be ex-to experience the habituation of that anxiety by

means of continual exposure. What I serendip- perienced.
It was through such experiences that a pa-itously discovered, however, was that imaginal

exposure uniformly elicited images of catastro- tient would come to realize that the anxiety
appeared to function as a signal or an alarm ofphe associated with the experience of extremely

painful emotions. The imaginal scenes that very threatening emotions and their embedded
meanings. For example, one patient who suf-spontaneously arose would find the patient in

a powerless position, about to be humiliated fered from a severe fear of flying experienced
his anxiety predominantly in his throat. Heor badly harmed by the phobic object. As my

patients and I would explore their catastrophic would feel a severe constriction whenever he
imagined himself on a plane. When we wereimagery, we would find that they were either
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able to induce this constriction through imagi- toms of an anxiety disorders and the underlying
conflicts and beliefs that seem to drive the dis-nal exposure, I would instruct him to maintain

a strict attentional focus on his throat. After do- order. I developed an integrative treatment
model (to be described later) that combined aning this for a few minutes, he suddenly burst

into sobs as he reexperienced his long-dormant initial symptom-focused treatment with a later
effort to help patients explore, allow, and even-rage at his mother, which would eventually se-

gue into an intense feeling of extreme sadness tually process the painful emotional meanings
that seem to drive the anxiety disorder.over her apparent neglect. As he experienced

and explored the meaning of these feelings, his But I was also intrigued by the nature of the
underlying etiology of these disorders, and Ianxiety disappeared.

This particular patient, however, found de- therefore have spent the past several years de-
veloping an integrative etiological model of thepressive sorrow to be as painful as the anxiety

and panic, and the anxiety reappeared upon anxiety disorders. This was accomplished by re-
viewing the psychodynamic, behavioral, cogni-the next trial of imaginal exposure. Repeated

episodes of imaginal exposure demonstrated to tive-behavioral, experiential/existential, and bio-
medical models of anxiety disorders. I was ablethe patient, beyond doubt, that his anxiety sig-

naled the surfacing of depressive sorrow, a feel- to abstract the common and differentiating fac-
tors of these perspectives. The common factorsing for which he possessed virtually no toler-

ance. The meaning that was embedded in his can be viewed as constructs that form the foun-
dation of an integrative etiological model. Isorrow was that he was so crippled that he could

not ever hope to have a committed relationship. then sifted through the research literature and
my clinical experience with this population inThese clinical observations are predicated

on the patient’s being able to explore the im- order to develop a rationale for selecting cer-
tain differentiating constructs. Space does notplicit meaning of his or her in-the-moment

anxiety. But what if the patient is unable to stay allow a detailed description, but I will present
in summary form the resulting integrative etio-in contact with the immediate experience of

anxiety? Another set of recurring clinical ob- logical model, which is more fully described
in a forthcoming book, provisionally entitledservations was made in conjunction with the

patient’s inability to experience their anxiety Understanding and Treating Anxiety Disorders:
An Integrative Approach to Healing the Woundeddirectly. Anxious patients typically shift their at-

tention away from the immediate experience Self.
of anxiety to a more perceptually distant focus
on the self as anxious accompanied by cogita-
tion about the implications of being anxious. AN INTEGRATIVE ETIOLOGICAL

MODEL OF ANXIETY DISORDERSI have chosen the word cogitation because it
suggests that the individual begins to obses-
sively think about the implications of his or her My model attempts to provide an integrative

perspective on the nature, development, andanxiety rather than contacting it directly. Cogi-
tating typically increases the level of anxiety ex- maintenance of anxiety disorders.
perienced by the individual. This phenome-
non was originally described by Goldstein and

The Nature of an Anxiety DisorderChambless (1978) as the “fear of fear” and sub-
sequently investigated by Reiss (1987) as “anxi- A major premise of the model is that anxiety

disorders are based in troubled self-perceptionety sensitivity.” More recently, researchers such
as Barlow (1988, 2000) and Ingram (1990) have and experiencing. Every anxiety disorder is

rooted in a sense of danger or catastrophe toemphasized the concept of “self-focused atten-
tion,” which also captures the perceptually dis- the self. Each anxiety disorder patient possesses

specific unconscious catastrophes that he ortant experiential stance.
These observations made it clear to me that she dreads; these catastrophes are accompa-

nied by unacceptable painful emotions. Thisit was necessary to treat both the surface symp-
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expectation of catastrophe to the self is self- ries of such painful experiences. The person
fears both the meanings of these painful self-endangerment. At a conscious level, self-endan-

germent is characterized by a sense of losing views and the accompanying emotions such as
humiliation, rage, and despair. The woundscontrol, lacking safety, and feeling powerless.

When one becomes anxious, there is typi- are mostly unconscious but are nevertheless in-
fluential in determining the person’s decisions,cally an automatic shift of attention to a more

perceptually distant focus on the self as anxious, feelings, and actions.
There are basically three nodes to an anxi-accompanied by cogitation about the implica-

tions of being anxious. Cogitation typically in- ety disorder: (a) the immediate experience of
the anxiety or panic; (b) cogitating about thecreases the level of anxiety. Thus, a self-endan-

germent experience involves both the immediate implications of being anxious; and (c) the im-
plicit meaning of the anxiety or panic attack.anxiety and cogitation about its implications.

Because of this automatic shift of attention, The external and internal cues that provoke
anxiety are developed through the perceptionthe individual cannot discover the implicit or

preconscious meaning of the anxiety. The im- of relationships between certain life experi-
ences and intense fear. That is, certain experi-plicit meaning of self-endangerment is that

one anticipates a confrontation with an excru- ences are perceived as self-endangering. The
cues themselves often function as abbreviatedciatingly painful view of the self. I call these

unbearably painful self-perceptions self-wounds. shorthand for the painful memory that exists
beyond the individual’s conscious awareness.I use the metaphor of wounds because of the

pain that is experienced when they are ex- The feared catastrophes that are signaled by
the sense of self-endangerment relate to bothposed. For persons suffering from an anxiety

disorder, wounds to the self generate a chronic physical and psychological survival. Physical
fears include the fear of dying, paralysis, orstruggle with their own subjective experience.

In other words, their immediate experience physical breakdown. Psychological fears in-
clude the fear of being unlovable, unworthy,feels dangerous. Figure 12.1 provides a sche-

matic model of anxiety disorders. unacceptable, inadequate, abandoned, isolated,
rejected, weak, pathetic, humiliated, domi-Self-wounds are basically organized struc-

tures of painful self-related experience—or nated, or controlled. In addition, there is dread
associated with the pending loss or destructiongeneralizations of such painful experience—

that are stored in memory. These wounds may of one’s meaning in life.
The content of the unconscious conflicts in-be known directly as a damaged sense of self or

known conceptually as beliefs and propositions volve the wounded self struggling with the “on-
tological givens” in life; that is, the unavoid-about the self. These painful self-views may be

specific memories that a person has experi- able human realities we all must face. These
conflicts frequently concern how much free-enced with a significant other or may represent

a generalized self-view constructed out of a se- dom versus how much security one wants to

Automatic shift of attention to

Increases anxiety symptoms

Implicit meaning of
anxiety symptoms

ReinforcesGenerates

Cogitation
Anxiety

symptoms

FIGURE 12.1 Schematic Model of Anxiety Disorder
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have in one’s life; acceptance versus denial of underlying maladaptive self-beliefs. Psycholog-
ical defenses in this model serve as self-defeat-one’s mortality; how much to trust people in

one’s life; acceptance of personal responsibility ing efforts to protect one’s self-image.
for one’s thoughts, feelings, and actions; and
acceptance of the inevitability of the loss—of

Maintenance of anloved ones, relationships, careers, and physical
Anxiety Disordercapabilities.

All of these views suggest a perception of A number of cognitive and emotional pro-
cesses automatically spring into action to pro-self as one who cannot cope with—and there-

fore needs protection from—the rigors and re- tect the self-wound from exposure. Instead of
confronting the self-wound head-on, anxietyalities of everyday living. Because these realities

are unavoidable, the anxious individual must patients typically engage in strategies designed
to keep them hidden from one’s self and fromcreate indirect strategies for coping with these

realities that protect them from intolerable emo- others. There are three categories of strategies
that anxiety patients typically employ: (a) cogi-tions while at the same time keep them from

facing these realities head on. Such strategies tation, (b) avoidance, and (c) negative cycles
of interpersonal behavior. These strategies orrange from behavioral avoidance to cognitive

ritual to emotional constriction; they usually psychological defenses usually produce untended
interpersonal consequences that have the para-produce unintended interpersonal consequences

that have the paradoxical effect of reinforcing doxical effect of reinforcing the patient’s pain-
ful core beliefs about the self (i.e., self-wounds).the patient’s core beliefs about the self.
When we observe the consequences of these
self-image protective strategies, we see that the

Development of an wound analogy breaks down, because these
Anxiety Disorder protective processes do not allow the self-

wound to heal, but rather guarantee that theyAlthough this model acknowledges that certain
patients may have a genetically transmitted will not heal. Unhealed self-wounds are the

primary reason for the maintenance or contin-predisposition for developing an anxiety disor-
der, the bulk of the causative weight is placed uation of an anxiety disorder.
on the patients’ damaging life experiences, the
self-wounds that those experiences generate,

Integrative Model Appliedand the ineffective “protective strategies” that
to Specific Anxiety Disordersare employed to prevent the exposure of those

wounds. These damaging experiences stem This integrative etiological model is applicable
to all anxiety disorders. The details, however,from a variety of sources, including traumatic

experiences, shaming or toxic ideas, betrayals shift slightly from disorder to disorder. Space
limitations allow only a brief description of theby significant others, emotional miseducation,

and ineffectual responses to the realities of or- model for two separate anxiety disorders: social
phobia and panic disorder.dinary living. In our field’s drift toward a more

biomedical view of mental illnesses, the extent Social phobias develop in a matrix of de-
structive hypercriticism from primary caregiv-of damaging life experiences and their role in

the generation of emotional disorders have ers. When individuals are severely criticized
for revealing a vulnerability or weakness, theybeen seriously underestimated.

In response to the initial anxiety, patients are likely to internalize toxic opinions of the
self. Typically, these opinions suggest that indi-typically engage in cogitating about being anx-

ious (i.e., self-preoccupation), avoiding the viduals are defective or inferior. These opin-
ions produce self-wounds, which are character-fear-inducing objects and situations, and/or en-

gaging in negative interpersonal cycles. These ized by feared self-appraisals that they are
socially inadequate, unlovable, or unworthy. Asstrategies result in the temporary reduction of

anxiety and the reinforcement of the patient’s a result, social situations and public-speaking
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opportunities produce the experience of self- the panic attacks, the individual, associating
the location of a panic attack with its cause,endangerment. The associated anxiety protects

the individual from painful feelings of inade- begins to avoid the panic locations. This pro-
cess can become so extensive that the personquacy. The extreme humiliation is unbearable

and is thus avoided by experiencing the panic/ may become housebound.
Panic disorder is maintained by agorapho-anxiety instead. The anxiety or panic leads to

an automatic shift of attention to a preoccupa- bic avoidance, the continuation of the un-
healed self-wounds, and the inability to experi-tion with one’s social limitations and with the

imagined rejection from a hostile or disdaining ence the implicit meanings of the panic attack.
As with other anxiety disorders, panic patientsaudience. This self-preoccupation degrades social

performance, and the vicious circle is then com- cannot tolerate the experience of certain pain-
ful emotions. In my experience, the emotionspleted when the degraded social performance

reinforces the feared negative self-appraisals. that panic patients seek to avoid at all costs in-
clude anger/rage and humiliation/shame.The disorder is basically maintained by three

separate processes: (1) the self-diminishing opin-
ions (i.e., self-wounds), (2) avoidance of social
occasions or public speaking engagements, and INTEGRATIVE TREATMENT MODEL
(3) impression management, which involves be-
having in ways that patients believe will bring Since the publication of this chapter in the ear-

lier edition of the Handbook, my treatmentthem approbation from others. The difficulty
with impression management strategies is that model has moved closer to a more seamless

integration. The treatment attempts to synthe-the behavior feels inauthentic.
Typically, social phobics fear several interre- size elements of psychodynamic, behavioral,

cognitive-behavioral, and experiential thera-lated catastrophes, including being exposed as
a fraud or imposter, being unacceptable or in- pies. The model defines ultimate and interme-

diary treatment goals. The core intermediaryferior, being rejected, and losing status. Social
phobics also fear the associated emotions of goal is the reduction or resolution of the symp-

toms of an anxiety disorder. The achievementshame and humiliation.
Panic disorder with or without agoraphobia of this goal is a necessary prelude to the ulti-

mate goal of healing the self-wounds that pre-is rooted in an unconscious self-wound. Pa-
tients suffering with panic disorder and agora- sumably generate the anxiety symptoms. There

are a number of subsidiary goals associatedphobia learn early on that it is dangerous to
live autonomously in an unsafe world. They with this healing process, including (1) en-

hancing the individual’s sense of agency or self-secretly believe that they cannot cope with
life’s unavoidable realities. Although the feared efficacy, (2) increasing the individual’s toler-

ance for emotional experience, particularlycatastrophes vary from person to person, they
generally concern the inability to accept such negative affects, (3) identifying and modifying

the various cognitive and affective defensesontological givens as death, loss, increased re-
sponsibilities, intense negative emotions, au- erected against emotional experience, (4) re-

structuring toxic views of the self, and (5) in-tonomy, and interdependence. Past self-endan-
germent experiences, however, have been creasing the patient’s ability to engage in au-

thentic relationships.“zipped” and are now unconscious except for a
somatic trace of the original experience. These The reduction of anxiety symptoms neces-

sarily involves an increasing ability to toleratesomatic traces (i.e., bodily sensations of anxi-
ety) lead to an automatic shift of attention to painful affects. This is achieved through a

painstaking focus on the individual’s direct, in-cogitating about the implications of these sen-
sations, which, in turn, produces more anxiety. the-moment experience. Once the patient has

achieved a sense of control over the anxietyThis process may spiral upward until the pa-
tient has a panic attack. In an effort to control symptoms, he or she is invited to explore the



Integrative Psychotherapy of the Anxiety Disorders 269

underlying determinants of the anxiety symp- tant fears of disappointment, the patient may
find it difficult to acknowledge and accept thetoms.
therapist’s care and concern. Part of the alli-
ance-building phase of therapy will identify the

Phase I: Establishing various strategies by which the patient inter-
the Therapeutic Alliance rupts his or her immediate experience of the

therapist’s trustworthiness. As these defensesThis integrative treatment conceptualizes the
treatment process in terms of four phases (Wolfe are identified and found to be inapplicable in

the current context, the patient may begin to& Sigl, 1998). Phase I involves establishing the
therapeutic alliance. Therapy with anxious pa- experience and “take in” the therapist’s trust-

worthiness. The resurrection of immediate ex-tients is often characterized by a difficult be-
ginning because of their self-protecting inter- periencing will begin to lead to a corrective

emotional experience regarding the depend-personal style. The life histories of anxiety
disorder patients are replete with experiences ability of a significant other.

The direct experiencing of the therapist’sof betrayal, empathic failures, mistreatment,
and difficulties with attachment. Thus, the ne- trustworthiness indirectly contributes to the re-

building of the patient’s sense of self-efficacy.gotiation of trust is typically the first task of
therapy. From the first session onward, the With the therapist as ally, the patient feels

more confident of his or her ability to face thetherapist will typically encounter fears of trust-
ing, humiliation, and of being known. The anxiety-inducing objects or situations and to

endure the automatically occurring anxiety.process of repairing the wounded self begins
here by attempting to enhance the client’s abil- The provision of a safe relationship that is em-

pathic, genuine, and nonjudgmental serves asity to trust both the therapist and him or her-
self, and with desensitizing the client’s fear of a therapeutic bulwark against which the pa-

tient leans as he or she negotiates the specificbeing known.
A frequently occurring phobogenic conflict therapy tasks (Rogers, 1957).

in agoraphobic patients, for example, involves
the bipolar dimension of freedom versus secu-

Phase II: Treating the Symptomsrity. Each pole possesses both a positive and a
of an Anxiety Disordernegative valence. Freedom connotes autonomy

and isolation; security connotes being cared for By the third or fourth session—although there
are many instances where it may take longer—and being controlled. With such patients, ther-

apists will be called upon to pass specific tests most clients suffering with an anxiety disorder
are ready to begin phase II, which focuses onof trustworthiness (Friedman, 1985; Weiss &

Sampson, 1986). Can therapists care for with- the symptom layer of the disorder, including
the bodily symptoms of anxiety and the obses-out controlling agoraphobic patients? By the

same token, can therapists allow patients to sive catastrophic cogitating about the symp-
toms. The primary focus of this phase is to helpfunction autonomously without abandoning

them? Unless therapists pass such tests, agora- the patient achieve some measure of control
over the symptoms of an anxiety disorder. Cog-phobic patients cannot make use of any of the

therapeutic techniques and tasks, including nitive-behavior interventions are in the ascen-
dancy during this phase. Relaxation strategies,imaginal or in vivo exposure. The first thera-

peutic task, then, is for therapists to establish exposure to fear stimuli, and the cognitive re-
structuring of conscious catastrophic thoughtstheir trustworthiness, and for patients to receive

this trustworthiness. surrounding the fear stimuli are the primary
interventions during this phase of treatment.To the extent that the therapist is being

trustworthy, he or she is providing the patient It is extremely important to monitor the
state of the therapeutic alliance as the patientwith important information to be assimilated.

But because of past disillusionments and resul- begins to carry out the phase II interventions.
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The introduction and implementation of these patient is subsequently instructed to focus all
of his or her attention on the anxiety-inducingtherapy techniques possess meaning for the pa-

tient in terms of his or her feelings toward the cue and simply to notice whatever thoughts,
feelings, or images appear. In the case of pho-therapist. If they are presented in an authoritar-

ian manner, for example, the patient may rebel bias, the patient is asked to imagine the phobic
object or situation. In the case of panic disor-either directly or implicitly and may refuse to

carry out the treatment or terminate it prema- der, the patient is asked to identify the most
prominent bodily sites of anxiety or fearfulturely. The patient may resist the treatment be-

cause its nature or manner of presentation acti- bodily sensations and to maintain a strict atten-
tional focus on these sites. For OCD patients,vates unconscious conflicts regarding authority.

Sometimes the conflict may be conscious. I the strict attentional focus is on the obsessive
thought that is causing anxiety. Typically,once treated a patient suffering with obsessive-

compulsive disorder (OCD) by presenting him within one or two sessions, this procedure re-
sults in the appearance of several thematicallywith a self-initiated program of exposure plus

response prevention. Two weeks in a row he related and emotionally laden images. It usu-
ally takes longer with panic-disorder patientsreturned to therapy without having started the

program. When I asked him why he had not because they have great difficulty contacting
emotion-laden imagery. Despite this, however,been able to carry out the potentially helpful

therapy, his reply was as follows: “I cannot the procedure is almost uniformly successful in
eliciting the catastrophic imagery reflecting astand to be told what to do by a male authority

figure.” This revelation not only uncovered a specific self-wound.
The imagery is imbued with themes of con-potential rupture in the therapeutic alliance

but also led to a temporary shift in therapeutic flict and catastrophe that the patient is helpless
to prevent or terminate. These memories offocus to the exploration of his painful relation-

ship with his caustically critical father. self-endangerment reflect specific self-wounds.
For example, memories of parental betrayal
may shape a painful view of oneself as un-

Phase III: Eliciting the Tacit wanted, unlovable, or unworthy, which in turn
Self-Wounds produces fears of abandonment. These memo-

ries are usually accompanied by powerful andOnce an anxiety patient achieves some mea-
sure of control over his or her anxiety symp- painful emotions, which also become fear

stimuli.toms, the therapy is at a decision-point. For
some patients, the therapy is complete. They This technique often segues into a guided-

imagery procedure that allows us to explore thehave received what they came for and are
ready to terminate the therapy. Many other pa- network of interconnected ideas, feelings, and

associations that constitute the implicit mean-tients, however, wish to explore the roots of
their anxiety and are willing to undergo a shift ing of anxiety.

One interesting feature of applying this pro-in therapeutic focus and technique. The thera-
peutic goal of phase III is to elicit the tacit self- cedure with panic disorder patients is that where-

as, consciously, their fears are often about physi-wounds and the feared catastrophes and emo-
tions associated with them. The major technique cal destruction, the tacit catastrophic imagery

is most often about psychological destruction.employed during phase III is Wolfe’s Focusing
Technique, a form of imaginal exposure (Wolfe The goals of the modified imaginal exposure

depart somewhat from the original behavioral& Sigl, 1998).
The patient is first told to relax and to en- version. The experience of anxiety is not only

for the purpose of learning that the feared di-gage in the previously taught diaphragmatic
breathing for about 2 minutes. During this in- saster will not take place or that the anxiety will

habituate but also for the patient to uncoverduction process, the patient is primed to allow
him or her to be open to whatever thoughts the underlying self-wound and its associated

felt catastrophes.or feelings may arise during the exercise. The
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Though Wolfe’s focusing and guided imag- The enhancement of the patient’s self-effi-
cacy actually begins with phase II, the symp-ery are the major techniques for eliciting self-

wounds, they also may be elicited on occasion tomatic treatment phase. By achieving some
control over their anxiety symptoms, patientsthrough interpretive insight-oriented techniques.

Socratic questioning has also being successful, begin to feel more confident and hopeful not
only about “beating their disorder” but alsoon occasion, in pursuing a fear to its ultimate

catastrophic end, which will reveal the specific about solving the basic difficulties of their lives.
That self-efficacy increases as they begin to allowself-wound in question. Whether one initially

employs imagery, interpretation, or question- themselves to experience and accept their tacit
fears and disavowed emotions.ing depends on what is determined to be the

most acceptable or congenial access point for Often, the imagery work will uncover tacit
catastrophic conflicts to be resolved. Conflictthe patient. Some patients are most comfort-

able beginning with behavioral techniques; resolution essentially involves the creation of a
synthesis between incompatible aims. The stepsothers prefer more cognitive interventions to

start with; still others prefer insight-oriented involved in resolving conflict include (a) iden-
tifying the poles of the conflict, (b) employinginitial work. In rare instances, patients begin

with experiential or imagery-based interven- the two-chair technique in order to heighten
the experience of each pole, (c) beginning ations.
dialogue between the two poles in an effort to
create a synthesis, and (d) making a provisional

Phase IV: Healing the Self-Wounds decision to take specified steps toward change.
Once a decision has been made regarding spe-The healing of the activated self-wounds in-

volves a variety of interventions, focused on a cific behavioral changes, the next step is to take
action and allow one’s immediate experiencenumber of separate but interrelated goals. For

self-wounds to heal, a number of processes to inform the patients of the results of the
change steps taken. Successful outcomes frommust be set in motion, including (a) identify-

ing and modifying the patient’s defensive inter- these self-fashioned choices increase the likeli-
hood of a change in dysfunctional self-repre-ruption of his or her organismic experiencing,

(b) enhancing the patient’s self-efficacy (Band- sentations. As the patients try to change, they
will encounter the specific ways in which or-ura, 1977) or sense of agency, (c) resolving dis-

crepancies between self-beliefs and immediate ganismic experience is defensively interrupted,
and additional work will be necessary to limitself-experiencing, (d) increasing tolerance for—

and ownership of—negative affects, (e) resolu- the impact of these defenses and increase the
patients’ ability to accept their immediate-in-tion of conflicts that prevent the patient from

a complete commitment to a particular self- the-moment emotions.
focus, (f) the emotional processing of painful
realities, and (g) increasing the patient’s will-
ingness to engage in authentic relationships. ASSESSMENT AND

CASE FORMULATIONOften, this phase of therapy begins with the
identification of the patient’s defenses against
emotional and visceral experience. This is of- A clinical interview is the primary means of

assessing anxiety disorders. On occasion, thisten done in conjunction with the application
of Wolfe’s Focusing Technique. Occasionally, might be supplemented with a standardized in-

strument, such as the Anxiety Disorders Inter-patients are unable to carry out this technique,
and the immediate therapeutic task is to under- view Schedule (ADIS-R; DiNardo et al., 1985),

which may be useful in the differential diagno-stand why. Typically, one finds variations of
the same theme, an intense fear of feelings. sis of an anxiety disorder as opposed to another

Axis I disorder. However, a clinical interviewThese fears are desensitized gradually, which
then allows the patient to engage in the imag- not only can produce a clear symptom pic-

ture, but it can also supply some clues regard-ery techniques previously described.
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ing the underlying determinants of an anxiety dressed the self-care and attachment issues in
a more exploratory approach.disorder.

The major diagnostic tool for uncovering
the implicit meaning of anxiety symptoms is
Wolfe’s Focusing Technique. It involves a APPLICABILITY AND STRUCTURE
strict attentional focus on the anxiety-inducing
cue. For panic patients, the attentional focus is As the title of the chapter suggests, this integra-

tive treatment is most relevant for patients suf-on the frightening bodily sensation. For OCD
patients, it is the disturbing obsessional thought. fering from an anxiety disorder. My clinical ex-

perience, however, suggests that many aspectsFor the specific phobic, it is the feared object
or situation that is imagined. This approach to of this approach are relevant for patients suffer-

ing from mood disorders, somatoform disor-diagnosis and case formulation results, I believe,
in a more comprehensive description of a pa- ders, and milder forms of personality disorders.

It may be less useful for severe forms of border-tient’s anxiety disorder by delineating the spe-
cific symptom cluster associated with a given line and narcissistic personality disorders, which

might best benefit from other approaches (Koer-anxiety disorder and the underlying self-wounds
that presumably generate the symptoms. ner & Linehan, 1992). In general, this ap-

proach is most relevant with those disorders forThe assessment of anxiety disorders focuses
on six key elements: (1) the nature of anxiety which the inhibition of emotional processing

and organismic experiencing play a centralsymptoms, (2) the intensity of the anxiety, (3)
the extent of interference in the patient’s life, role.

For the most part, psychotherapy is con-(4) the underlying catastrophic events and con-
flicts (if any) and the self-wounds they reflect, ducted once per week for 45–50 minutes. Dur-

ing the symptom-focus phase, the therapy ses-(5) other physical and psychological problems,
and (6) the degree of connection between the sions tend to be more structured. Homework is

typically assigned and then reviewed duringauxiliary problems and the anxiety symptoms.
The anxiety symptoms become the first targets the early part of the session. The in-session

work then will typically focus on specific symp-of treatment. Once patients feel that they have
some control over the symptoms, they will be toms. When therapy progresses to a focus on

the roots of the disorder, the therapy is moreasked if they would like to explore the possible
underlying issues governing their anxiety symp- exploratory and experiential and therefore less

structured. In-session markers serve as cues fortoms. At their option, we would then proceed
with the focusing work in an effort to uncover specific experiential techniques. If the patient

is struggling with a particular issue, therapythese presumed underlying issues.
Focusing typically will uncover the substan- may involve exploration and interpretations.

On occasion, the exploratory work may un-tial network of ideas, images, and feelings con-
nected to specific self-wounds. For example, cover or activate an underlying self-wound for

which specific cognitive techniques may beone driving-phobic patient remembered an
early panic attack while driving with his wife employed. At this juncture, the therapy re-

sumes a more structured cast. The alternationwhen she announced that their marriage was
over. This attack was associatively connected to between periods of more and less structure is

particularly characteristic of this integrative ap-a panic attack that he had when he was only 9
years old. He had been left alone and in charge proach.
of two siblings while his alcoholic parents went
out drinking. Self-wounds around attachment
and self-care apparently began to develop here. PROCESSES OF CHANGE
Exposure therapy was helpful in that it allowed
him to drive up to 8 miles from his home. Psychotherapy researchers by and large have

concluded that the debate about whether in-Here, he stymied in his progress, and we ad-



Integrative Psychotherapy of the Anxiety Disorders 273

sight or behavior change is the fundamental feared situation. There is therefore a dialectical
tension between one’s immediate experiencemechanism of therapeutic change is a sterile

one. Insight without behavior change often re- of the world and the ideas that we have already
stored in memory. The tension that permeatessults in a new way of talking about one’s prob-

lems, but behavior change without a change problematic moments and the painful memo-
ries that seem ineluctably associated with themin the person’s “central processing unit” (i.e.,

cognitions, emotional processing, attitude, or are at the heart of the therapeutic modification
of anxiety disorders.perspective) is not likely to endure. Each mech-

anism, however, seems to point to a particular In this model, direct experience is the medi-
ator of all change. It is a necessary ingredienttruth about change. Behavior change implies a

proactive engagement with the world in which in the modification of behavior, cognitions, af-
fects, and underlying self-beliefs. Different pa-one makes a decision to act, implements that

decision, and experiences the consequences of tients, however, possess different access points
for the process of change. For a variety of rea-that decision. Whatever else is included in a

concept of therapeutic change, the element of sons, patients differ in their comfort level in
the initial focus of therapeutic work. Behaviorbehavior change as proactive engagement seems

to be a necessary one (Wachtel & McKinney, change is the initial access point for many pa-
tients. For some patients, cognitive change is1992).

The concept of insight, however, points to the initial point of access. For a very few pa-
tients, therapeutic work may begin with a focusthe necessity of change in the way we perceive,

think, and feel about the world and ourselves. on bringing about corrective emotional experi-
ences (Alexander & French, 1946). ResearchThus, insight implies some kind of cognitive-

emotional change in the way we construe self data and clinical experience both confirm that
behavior change is the simplest and easiest lo-and world. What has been sundered by the po-

lemics between psychoanalysts and behavior cus of change; cognitive change tends to be
more difficult; and changes in the core self aretherapists needs to be (re)integrated. An inte-

grative concept of change must, on the one the most difficult to effect and require treat-
ment of the longest duration (Howard, Kopta,hand, involve behavior, cognition, and affect,

and, on the other, encompass both behavior Krause, & Orlinsky, 1986). Changing core self
beliefs and healing internal wounds requirechange and “deep structure” change. With re-

spect to anxiety disorders, this translates into corrective emotional experiences and the emo-
tional processing of painful as well as positivesymptom reduction, on the one hand, and the

healing of the underlying self-wounds, on the meanings.
One can view an anxiety disorder as a two-other.

Change in this model is construed as an os- tiered disorder. Tier 1 includes the anxiety
symptoms and the patient’s catastrophic cogita-cillating process between engagement with the

world and the articulation of emotional experi- tions about the symptoms. Tier 2 includes the
implicit roots of an anxiety disorder that gener-ence resulting from that engagement. Change

results from the emotional processing of experi- ate the bodily symptoms of anxiety. Change
can also be thought of as a two-tiered processential contact with the world. The anxiety pa-

tients who can remain anxious when confront- (a) the reduction of anxiety symptoms and the
patient’s cogitating about them and (b) chang-ing the feared situation will eventually begin to

experience the disavowed emotions connected ing the underlying determinants of an anxiety
disorder (i.e., healing the self-wounds).to past catastrophic situations. When patients

can do this, they come to see that they are ac- The treatment of Tier 1 anxiety symptoms
tends to be cognitive-behavioral in nature. Thetually not being threatened in the present.

Once the discrimination can be made between cognitive-behavioral treatment of anxiety dis-
orders attempts to reconnect patients to theirpast catastrophe and present reality, anxiety pa-

tients eventually gain a sense of safety in the direct experience of the world while simultane-
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ously trying to change their threat-laden inter- tion on their immediate self-experience. And it
is organismic self-experiencing and its symbol-pretations of that experience (i.e., cogitation).

Once patients achieve some control over their ization that provide the necessary information
for human change. For anxious patients, resis-symptoms, they may be willing to explore, and

attempt to modify, the underlying determi- tance to change is manifested by avoidance of
situations and feelings that appear to threatennants of their anxiety disorder.

Change at the level of the implicit roots of the viability of self-experience. Whenever pa-
tients try to enter a particular context of fear,anxiety (Tier 2) is achieved by having the pa-

tients confront, process, and ultimately revise they experience the growing presentiment of
self-annihilation. Therapist empathy and pa-the extremely painful self-views they morbidly

fear. The healing of self-wounds proceeds by tient acceptance of this experience are prereq-
uisites of change.first analyzing and gently confronting patients’

defenses against their immediate, organismic
experience. Once patients’ recognize and are
willing to modify their defensive strategies, the THERAPY RELATIONSHIP
way is opened to experiential work that allows
them to emotionally process their feared self- All therapeutic change is predicated on the de-

velopment of a strong, supportive non-judg-views. The emotional processing may also in-
volve Socratic questioning designed to help pa- mental therapeutic alliance. As mentioned

above, the safety of the therapeutic alliancetients experience their feared emotions around
the self (i.e., self-wounds). This work will also allows the patient to tolerate the intimate and

sometimes painful exploration and expressioninclude behavioral experiments designed to
help patients enact a new sense of self. of his or her most tender thoughts and feelings.

The therapeutic relationship is now viewed byThe process of therapeutic change rarely
runs as smoothly as may be implied by the all therapy orientations as a critical element of

the change process; it is an integrative com-above description. The dynamics of change ap-
pear to be characterized by oscillations be- mon factor of all psychotherapies (Horvath &

Greenberg, 1994).tween old and new patterns of functioning (Ma-
honey, 1991). Any change will be experienced When one explores the details involved in

the establishment and maintenance of a strongby the patient initially as dissonance relative to
the individual’s current level of self-organiza- therapeutic alliance, one finds that many of

the issues emphasized by the psychodynamiction. Accordingly, change tends to be resisted,
not because of pathology, but rather because perspective are involved. In this integrative

model, it is critically important for the therapistof, as Mahoney puts it, “individuals’ healthy
caution about embarking upon or embracing to stay in touch with transference and counter-

transference as well as the characteristic inter-experiences that challenge their integrity, co-
herence, or (felt) viability as a living system” personal defenses revealed by the patient dur-

ing the therapy session. The monitoring of the(p. 329).
Resistance to change, therefore, is viewed as therapeutic alliance is particularly important

when a therapist attempts to implement a spe-a precondition to change. The therapist at-
tempts to work toward identifying the sources cific therapeutic task (e.g., exposure therapy).

The therapist needs to remain cognizant ofof resistance and endeavors to help patients un-
derstand its necessary functions. The patients what the task means (explicitly and implicitly)

to the patient particularly with respect to hisneed to accept that they will resist change as
much as they need to accept other aspects of or her feelings about the therapist. How the

therapist relates to the patient may activate thetheir current functioning (i.e., painful emo-
tions and self-views). The acceptance of “who patient’s in-session defenses, which can im-

pede or even undermine his or her ability tothey are” at the moment is an enabling condi-
tion of change (Beisser, 1970). In-the-moment carry out any of the therapeutic tasks, includ-

ing the initial symptom-reduction strategies.self-acceptance allows people to focus atten-
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METHODS AND TECHNIQUES disorders. It should be noted that they include
techniques from four of the major psychother-
apy orientations: behavioral, cognitive-behav-The cognitive-behavioral methods used in the

treatment of Tier 1 anxiety symptoms include ioral, experiential, and psychodynamic.
relaxation strategies such as diaphragmatic
breathing, imaginal and in vivo exposure to the
fear stimuli, and cognitive restructuring of the CASE EXAMPLE
threat appraisals. Tier 2 techniques include the

A 45-year-old economics professor with a suc-analysis of defenses against immediate experi-
encing and resistance to change. This task in- cessful academic career presented to therapy

with a public-speaking phobia. He experiences acludes the techniques of clarification, con-
frontation, and interpretation. The analysis of great deal of anticipatory anxiety regarding a

pending talk that often begins as soon as hedefenses is followed by Wolfe’s Focusing Tech-
nique, which typically leads to the surfacing of makes the commitment to speak. The anticipatory

anxiety increases significantly as the day of theavoided feelings. When these feelings emerge,
the patient becomes aware of the intuitive, tacit, talk approaches. On the day of his talk, he be-

comes preoccupied with fantasies of what the au-catastrophic appraisal of specific past or present
events. These tacit appraisals may represent the dience may think if he has a panic attack during

his talk. These cogitations continue up until therecovery of repressed veridical memories or of
constructed prototypes of catastrophe or cata- time that he actually begins to speak. Once he is

a few minutes into his talk, however, he is usuallystrophic conflicts. These catastrophic appraisals
emanate from various wounds to the self. fine and relatively anxiety-free. Further probing

revealed that his central fear is of having a panicWhen the powerful and painful feelings
emerge, the therapy focuses on helping the pa- attack during his talk. To panic in such a situation

would be extremely humiliating, and he fears thattient to allow and accept these feelings (Green-
berg, Rice, & Elliott, 1993). As these feelings others would begin to view him as intellectually

inferior, if not pathetic.become more acceptable to the patient, they
can be explored through imagery and meta- Glen remembers an early panic attack when

he was teaching. He had been particularly criticalphor. One patient suffering from OCD, for ex-
ample, described his disorder as a metallic suit of a student. The student told Glen that he was

leaving before he said something that he wouldof clothes that imprisons his body. We meta-
phorically (through imagery) helped him to regret. Glen remembers a panicky feeling welling

up in him and he was afraid he was going to cry,find a way to remove his restrictive suit of
clothes, which helped loosen the hold that the which also would have been very humiliating.

This panic attack primed him to fear panic everdisorder had on him.
The emerging disavowed feelings are often since.

Glen’s describes himself as coming from adirected toward significant others in the pa-
tient’s life. He or she may be invited to engage southern Italian family in which shame was a ma-

jor catastrophe. His father was a CPA and hisin empty-chair work to express these feelings
to the appropriate individual (even if only in mother was the homemaker who served as the

primary caregiver for Glen and his two youngerfantasy). The uncovered catastrophic conflicts
often reveal self-splits (i.e., the simultaneous siblings, a brother 2 years his junior and a sister

who was a year younger. Though he was neverholding of two incompatible views of the self),
which serve as an in-session marker for two- close with his sister, he felt a special kinship with

his brother. But his younger brother was eventu-chair dialogues. These dialogues are designed
to bring about a synthesis of the conflicting ally diagnosed with mental retardation. His broth-

er’s retardation had a profound effect on Glen. Byviews of the self (Greenberg et al., 1993).
This is a sample rather than a comprehen- familial association, it made him doubt his own

intellectual potential. This doubt has haunted himsive list of the techniques that I may employ in
my therapeutic work with patients with anxiety throughout his career.
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His relationship with his father was apparently thoughts or feelings that automatically arose as he
imagined preparing for and giving a talk. As hetroubled. His father seems to have been disap-

pointed in Glen’s lack of athletic talent and in the began to experience intense humiliation as he
imagined his having a panic attack in the middlefact that Glen eventually chose to become an ac-

ademic, which, in his father’s mind, was unmas- of his talk, he became aware that his “illusion of
superiority” was beginning to disappear. Instead,culine. Glen has many memories of trying to talk

to his father who would never give Glen his full he began to see himself as an intellectual impos-
ter, a fraud that the audience would surely dis-attention. His father would read the newspaper

while claiming he was listening. This infuriated cover and ridicule. Not only was it becoming
clear that his implicit self-view was that of an in-and humiliated Glen and led him to believe that

he was not “interesting enough” or “good enough” tellectually inferior “poseur,” but that his defense
against this extremely painful self-view was an at-for his father. Glen also had an uncle who could

be vicious in his ridicule of Glen, particularly tempt to project a self-image as an intellectually
superior academic. This defense of impressionwith respect to Glen’s “unmasculine” pursuits. In

addition, Glen experienced his mother as cold management is very common among people with
interpersonal anxiety, but it is particularly charac-and unnurturing.

The initial therapeutic work was symptom fo- teristic of persons with a public-speaking phobia.
The basic elements of the defense are to projectcused. The sequence of his anxiety disorder fol-

lowed the basic model above. His anticipatory an image to others that will merit approval while
at the same time hide from others and from him-anxiety around giving his talk led to his cogitating

about the audience’s reaction to his panic attack. self his actual self-view.
The implicit meaning of panic for Glen is thatThe more he cogitated, the less he was able to

focus on the talk and on the ideas that he wished he is a pathetic, worthless imposter who does not
belong in the company of the presumably intel-to communicate to the audience. The initial part

of therapy, therefore, involved teaching him a re- lectually superior audience that he is addressing.
As we explored the meaning of his self-woundlaxation skill and on retraining his attention to fo-

cus on the task at hand rather than on his fanta- of inferiority, Glen eventually discovered that as
intellectual pursuits represented his self-chosensies regarding the audience’s response to his

“shameful display” of panic. I taught him dia- alternate path to masculinity (in contrast to his
family’s view of masculinity), to be intellectuallyphragmatic breathing, which he practiced on a

daily basis. We also engaged in frequent behav- inferior was also to be insufficiently masculine.
Panic was now seen as the ultimate emasculatingioral rehearsals during which he worked on shift-

ing his attention away from invidious cogitations experience. As the guided imagery work contin-
ued, a generalized self-wound emerged, which in-toward a focus on the task at hand. We also em-

ployed imaginal exposure: I had him imagine volved Glen seeing himself as “not good enough,”
“not masculine enough,” not smart enough,” “nothaving a panic attack and to try and tolerate some

of the feelings of humiliation that automatically worth listening to,” and, ultimately, “not a good
enough human being.”arose. The exposure work also helped him to see

that he would survive if he does panic. The dia- There seemed to be at least two experiential
conflicts that Glen needed to resolve. The firstphragmatic breathing showed him that he could

achieve some control over the level of anticipa- was to detoxify the meaning of panic; the second
was to convey to his family that he was in fact atory anxiety that he experiences. After 2 months

of the symptom-focused treatment, he was much successful adult man (in his own terms) who had
achieved some prominence in his chosen line ofimproved. He gave a talk without significant an-

ticipatory anxiety. work and that he was worth listening to. By “con-
vincing” them, he would convince himself. In ap-Glen, however, wanted the therapy to con-

tinue in order to deal with the underlying “driv- proaching the first task, we worked on accepting
himself as he is and to forego the need to engageers” of the public speaking anxiety. At this point,

imaginal exposure converted to Wolfe’s focusing in impression management. Part of this work in-
volved his imagining having a panic attack andtechnique, during which he dipped into whatever
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redefining the significance of such an event. He not listening, for not teaching him things, for his
unending litany of criticism and disappointment.first imagined telling the audience straightfor-

wardly that he was having a panic attack and he After 2 years of therapy, Glen’s public-speaking
phobia is gone. Moreover, Glen has gone a greatneeded to pause for a moment (thus defusing the

power of his secret). He then imagined resuming distance in healing his self-wound. He is able to
put his intellectual strengths and weaknesses intohis talk. After the talk, he imagined the audience

supporting and nurturing him rather than ridicul- proper perspective. He feels that he is sufficiently
masculine, mature, and smart.ing him for panicking. This imaginative redefini-

tion of the meaning of a panic attack began to The symptom-focused treatment was basically
successful in a few months, but the healing of thechip away at his earlier view that having a panic

attack meant that he was pathetic. self-wounds took 2 years. Glen still has work to
do because every now and again, panic can takeIt became clear to Glen that when he could

let go of the need to project an inauthentic image on some of its prior toxic meaning and the wounds
to the self, though mostly healed, can open upof superiority, his anxiety would dissipate. But of-

ten, as he negotiated the oscillations of the change again under stress.
This case illustrates how the symptom-focusedprocess, he would return to his old defensive

strategy of impression management and the anxi- treatment is necessary but insufficient for treating
the underlying determinants of an anxiety disor-ety would return. This struggle between old and

new patterns of presenting himself during the talk der. For a more comprehensive and durable treat-
ment, one has to confront unconscious conflictswent on for many months. Over time, he was able

to allow himself to be vulnerable and to avoid the that involve powerful, painful emotions. The ther-
apist also has to observe, identify, and help mod-strategy of the poseur more often than not. With

this change came a diminution of the anxiety. ify the patient’s self-defeating self-protective strat-
egies that, in the long run, cause more anxiety.The second major experiential task was being

able to “own” his accomplishments and maturity One interesting transference issue occasion-
ally arose in therapy that laid bare the nature ofin the presence of his father. This task presented

some difficulties because his father had been Glen’s self-wound and its eventual healing. Our
appointment was typically late on a Friday after-dead for many years. Yet, the relationship with

his father was very much alive in his mind. I in- noon. If the stress of the week was heavy upon
me, or if I did not get sufficient sleep the nightvited Glen to engage in an empty-chair dialogue

with his father and to tell him that he has been a before, I would become heavy-lidded as Glen
was talking. I would struggle to keep my eyes“good enough” adult, accomplished, mature, and

sufficiently masculine. Here we ran into another open. Early on, Glen’s characteristic response—
without a hint of sarcasm—was “I’m sorry that Ipiece of the puzzle. Initially, he was unable to

carry out the dialogue for fear of emotionally am not a more interesting patient today.” Toward
the end of our therapy, he had totally droppeddamaging his father. Glen had always sensed an

emotional fragility in his father that made it im- his placatory manner, and was able to express his
annoyance with me for nearly falling asleep onpossible for Glen to speak his mind. In order to

protect his father (and to keep him on the pater- him.
nal pedestal), Glen needed to remain insufficient
in his father’s eyes. Now we see the catastrophic
conflict clearly. If he owns his accomplishments,
he may damage his father. If he doesn’t, he re-
mains chronically anxious and fearful of being

EMPIRICAL RESEARCH
AND FUTURE DIRECTIONS

thought a fraud. Glen felt he was damned if he
does and damned if he doesn’t. Because this model of psychotherapy integra-

tion has not yet been subjected to empiricalAfter many months, Glen was able to carry out
the dialogue as planned and he was able to tell research, the key future direction for this ap-

proach is to find ways to do so. However, therehis father of his maturity and his competence. He
was also able to express his anger at his father for are certain features of the model that present
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great difficulties for the researcher. As I have elicited by imaginal and interoceptive expo-
sure. Wolfe’s Focusing Technique is nowtried to show, self-experiencing in both its or-

ganismic and conceptual modes is the crucial ready to be tested as an imaginal probe for cata-
strophic imagery. Its potential for rapidly un-focus of therapeutic change. The existing re-

search literature on self-schemas and self-repre- covering painful tacit issues needs to be put to
the test.sentations has contributed—and will continue

to contribute—much to the development of this A final research need is to systematically
evaluate the efficacy of this integrative treat-model (e.g., Markus & Wurf, 1987; Segal &

Kendall, 1990; Wolfe, 2003). But research on ment model for anxiety disorders. In particular,
my conviction that this integrative treatmentorganismic or direct experiencing is a bit more

challenging. produces more comprehensive and durable
outcomes than cognitive-behavioral treatmentImmediate experiencing revives an old di-

lemma for psychotherapy research, the dilemma alone should be subjected to empirical test.
The standardization of this treatment packageof trying to be objective about subjective expe-

rience. For the therapist/researcher, the experi- presents some formidable difficulties, however,
because substantial flexibility is required in theence of one’s own subjectivity is a reality as

palpable to us as persons as it has been invisi- choice and timing of the operations employed
in the individual case. Similar concerns haveble to us as scientists. As researchers, we are

painfully aware of the measurement difficulties been expressed by fellow eclectics or integra-
tionists, such as Lazarus (1992), Beitman (1992),presented by any conception of the subjective

self. As therapists, however, we are also keenly and Prochaska and DiClemente (1992); indi-
vidually tailoring treatments to unique clientsaware that a patient’s subjective experience,

and his or her struggle with it, is integrally in- compounds uniform standardization of “the
treatment.” I have tried to present the guidingvolved in the formation, maintenance, and al-

leviation of psychological disorders. principles of this approach, as well as the modal
sequence of treatment, but individual differ-The evolving cognitive perspectives attempt

to capture certain aspects of the experiencing ences seem to undermine any standardization
operational paradigm.self, but their efforts have focused mainly on

what is available to us in conceptual awareness; Clinically, I am extending the scope of the
integrative model to other disorders (e.g., moodnamely, our self-representations and concepts

(Segal & Kendall, 1990). The research of Green- disorders) in order to determine (1) if similar
cognitive-affective processes operate in the ac-berg and Elliott has begun to help us get a

handle on immediate self-experiencing, but quisition and maintenance of these disorders,
and (2) whether this integrative treatment willthis work is still in its infancy (Elliott, Green-

berg, & Lietaer, 2003). A significant future di- be effective in changing more than just the
manifest symptoms of these disorders. Anotherrection, therefore, is to develop measures for

assessing various aspects of organismic experi- clinical priority is to develop effective proce-
dures for the more intractable cases of anxietyencing.

A major impediment to therapeutic change disorders. Some people are so frightened of
their feelings or so convinced of the veracity ofinvolves the myriad ways in which an indi-

vidual interrupts his or her organismic experi- their catastrophic ideas that it is difficult for
them to expose themselves to their organismicencing in an effort to defend against the ac-

knowledgment of painful or self-threatening experiencing. Exposure therapy has been too
frightening for them to continue. Finally, Iinformation. Thus, in addition to measures of

organismic self-experiencing, measures need to hope to develop new procedures that will help
patients process their painful self-related emo-be developed for assessing various types of de-

fensive interruptions of self-experiencing. tions and integrate the resulting information
with their preexisting network of core self-A third research need is to develop a reli-

able measure of the tacit catastrophic imagery beliefs.
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Cognitive Behavioral Analysis System
of Psychotherapy (CBASP)
for Chronic Depression

JAMES P. MCCULLOUGH, JR.

THE INTEGRATIVE APPROACH moderate major depression. Today, I would be
diagnosed “double depression” (Keller, Lavori,
Endicott, Coryell, & Klerman, 1983; Keller &My long-standing interest in chronic depres-

sion and in finding a treatment to modify the Shapiro, 1982, 1984). During my mid-twen-
ties, I underwent a multiyear quasi-psychoanal-patient’s psychopathology stems from multiple

sources. These include (1) my own struggles ysis involving free-associating “on the couch.”
The cognitive-emotive-behavioral morass waswith the disorder; (2) patients presenting with

a chronic course of depression; (3) my reading resolved after several years, and the process of
recovery influenced my construction of Cogni-of Seligman’s (1975) book, Helplessness; (4) as

an ardent behavior therapist, early in my ca- tive Behavioral Analysis System of Psychother-
apy (CBASP). For example, in CBASP (Mc-reer, a desire to operationalize patient change

(rate of response), as well as demonstrate the Cullough, 2000), I placed high value on the
“disciplined personal involvement” role of theutility of single-case designs to illustrate patient

change; (5) the contributions of Bandura, Beck, therapist, a characteristic of my therapist. Dis-
ciplined personal involvement is emphasizedKiesler, and Piaget; and (6) finally, my interest

in studying the diagnostic nomenclature for so that the intrapersonal learning deficits in the
patient can be addressed. Many patients havechronic depression.
never had precedent emotional experiences
that are necessary for interpersonal fulfillment.

Personal Depression Struggles One requisite precedent is being able to gener-
ate interpersonal trust toward one’s caregiversDuring early adolescence, I experienced an

early-onset dysthymic disorder that was fol- or other significant others. If an individual has
never been able to trust another human being,lowed periodically by several episodes of mild-

281
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interpersonal failure is guaranteed. In such data strengthened my view that the therapist
role could be used as a major interpersonalcases, learning to trust one’s therapist becomes

an essential goal of treatment. change variable. Finally, Piaget’s (1926/1923,
1967/1964, 1981/1954) theory of cognitive-
emotive development, elegantly described in

Seligman’s Helplessness Intelligence and Affectivity (1981/1954), pro-
vided the conceptual foundations for my etio-Even though Seligman’s aim was to describe

the etiology of “generic” depression, he pre- logical views concerning the structural dilemma
of early- and late-onset chronic depressives.sciently described the helplessness phenome-

nology of the chronically depressed individual
in exciting new ways. This book challenged me

Diagnostic Nomenclatureto find a means by which I could overthrow
the patient’s refractory and long-standing help- The nomenclature in Diagnostic and Statisti-

cal Manual of Mental Disorders II (DSM-II)lessness dilemma.
(APA, 1968) describing affective chronicity
coupled with the field’s conclusions about the

Behavior Therapy patient being nonresponsive to treatment, par-
ticularly psychotherapy, were inadequate andI graduated from the University of Georgia in

1970, at the height of the behavior therapy rev- wrong. Robert Spitzer’s creative work with the
Research Diagnostic Criteria (RDC; Spitzer,olution and became an ardent behavior thera-

pist. Skinner (1953) provided the means to op- Endicott, & Robins, 1978) was a step in the right
direction. Two years later, the first chronic Axiserationalize patient change (rate of response)

as well as demonstrated the utility of single- I affective category (viz. dysthymia) appeared
in DSM-III (APA, 1980). Since the 1970s, mycase designs to illustrate patient change. Subse-

quently, my practice and research activities research program has been divided between
constructing an effective treatment for thehave always included systematic measurement

of patient change (e.g., McCullough, 1984a, chronically depressed patient and developing
an accurate diagnostic nomenclature for the1984b, 1984c, 1991; McCullough & Carr,

1987). From Skinner (1968), I also learned chronic disorders (e.g., Keller et al., 1995; Mc-
Cullough et al., 2000; McCullough et al.,how to teach therapists to arrange in-session

contingencies so that the lessons of psychother- 2003).
Summarily, CBASP is a conceptual-meth-apy are learned. This is accomplished by sys-

tematically creating negative reinforcement odological model derived from multiple sources:
Psychoanalysis emphasizing early developmentalconditions during the session. When adaptive

behavior changes are accompanied by felt re- influences and the patient’s interpersonal trans-
fer of learning from significant others to theductions in discomfort and distress, behavior is

strengthened. person of the therapist (implicating what was
learned as well as what was not learned); Skin-
nerian Psychology with its reinforcement and

Other Theoretical Models empirical priorities; Social Learning Theory
with its crucial theoretical unification of think-Several models have also influenced my con-

struction of CBASP. During the late 1970s, I ing, behavior, and environmental consequences
as the requisite unit of analysis for behaviorread Bandura’s (1977) Social Learning Theory

and Beck’s treatment manual, Cognitive Ther- change; Kiesler’s Interpersonal Theory and par-
ticularly his Impact Message Inventory (Kieslerapy (Beck, Rush, Shaw, & Emery, 1979), as

well as many of Beck’s other writings. CBASP & Schmidt, 1993), which measures the pa-
tient’s stimulus value and enables therapists toconstruction also reflects the interpersonal psy-

chotherapy views of Kiesler (e.g., Anchin & define their corresponding interpersonal role;
and finally, the Cognitive-Emotive Matura-Kiesler, 1982; Kiesler, 1983, 1996). Kieslerian

interpersonal theory as well as his experimental tional Theory of Piaget, which clarified the un-
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derlying structural problems of the patient as [SCID-I/P, Version 2.0] (First, Spitzer, Gib-
bon, & Williams, 1995). The SCID provides awell as the etiological sources of the disorder.
current as well as lifetime history of psycho-
pathology. Recommended assessment proce-
dures for the initial CBASP sessions are as fol-

ASSESSMENT AND FORMULATION lows:

Diagnosis of Chronic Depression
Assessment During Early Sessions

It is no longer acceptable to speak of depression
in the “generic” sense (McCullough, 2003b; Mc- Screening Session Interview.
Cullough et al., 1996). In spite of 20 years of
research demonstrating many qualitative differ- 1. SCID (The Mood Disorder section is ad-
ences between the chronic depressions and ministered again at treatment termina-
acute/episodic major depression, the field still tion).
uses the word “depression” to describe the uni- 2. BDI-II (Beck, 1996) is administered at
polar disorders as if they were one unitary phe- every session.
nomenon. They’re not. The clinical course of 3. Rotter Internal-External Locus of Con-
the chronic disorders, modal age of onset, out- trol Scale (I-E: Rotter, 1954, 1966, 1978)
come of treatment, time-to-response, recur- is also administered at the ninth and fi-
rence and relapse rates, psychosocial function- nal session to assess the acquisition of the
ing, concomitant Axis III involvement, family perceived functionality learning set (Mc-
history among first-degree relatives, develop- Cullough, 2000).
mental history and abuse, and the prevalence 4. Ways of Coping Questionnaire-Research
rates of Axis II comorbidity have all been well Edition (WCQ-R: Folkman & Lazarus,
documented as differentiating variables sepa- 1988) is also administered at the ninth
rating the depressive subtypes. Last, but cer- and final session to evaluate the quality
tainly not least, is the fact that the chronic de- of social coping skill functioning.
pressions are lifetime disorders with low rates 5. The therapist asks the patient to “tell his/
of spontaneous remission. This is not the case her story” describing why they came to
with episodic major depression which is usu- therapy.
ally a time-limited disorder that frequently re- 6. The therapist explains the Significant
mits within 9 months even without treatment Other History procedure (McCullough,
(Tollefson, 1993). 2000), which will be administered dur-
When the CBASP clinician sees a depressed ing session 2. The history will help the

patient, he or she must first determine whether therapist generate Causal Theory Con-
the disorder is chronic or episodic. The thera- clusions material for Transference Hy-
pist training manual for CBASP (McCullough, pothesis construction.
2001) describes a course graphing procedure
that can be used to identify the historical Session 2 assessment:
course of chronic depression as well as deter-
mine single or recurrent episodes of episodic 1. BDI-II.

2. Significant Other History (postsession con-major depression where the interepisode peri-
ods are symptom free. The major questions struction of 1–2 Transference Hypotheses).

3. The therapist completes the Impact Mes-that must be answered at intake are (a) is the
current disorder chronic or episodic? (b) and if sage Inventory postsession (IMI: Kiesler

& Schmidt, 1993). The IMI is adminis-the disorder is chronic, is antecedent dysthy-
mia in the course? tered again at the midpoint and the end

of treatment to evaluate modification ofOne reliable method for diagnosing chronic
depression is the Structured Clinical Interview the patient’s “stimulus value” for thera-

pist.for DSM-IV Axis I Disorders—Patient Edition



284 Integrative Psychotherapies for Specific Disorders and Populations

4. Patient given the Patient’s Manual for ment indices: the SCID, BDI–II, Rotter I-E,
WCQ-R, and the IMI. We want patientsCBASP (McCullough, 2003a).

5. Patient given multiple copies of Coping achieving DSM-IV diagnostic remission status
by the end of acute treatment; to report zeroSurvey Questionnaire (CSQ: McCul-

lough, 2000). One is completed prior to or no depression intensity levels; to move to-
ward an internal locus of control orientation;every session.
to enact Planful Problem Solving as the modal
coping strategy (Folkman & Lazarus, 1988);Session 3 assessment:
and to increase their scores on the IMI in the
Dominant, Friendly-Dominant, and Friendly1. BDI-II.

2. Patient begins their Situational Analysis octants.
training (SA: McCullough, 1984a, 2000).

3. Patient scored on their SA performance
during every session using the Patient APPLICABILITY AND STRUCTURE
Performance Rating Form (McCullough,
2000). CBASP (McCullough, 1984a, 1991, 2000, 2001,

2003) was developed specifically for the treat-
ment of the chronic depressive disorders found

Two Types of Dependent Variables in DSM-IV (APA, 1994): dysthymia, double
Are Assessed in CBASP depression, chronic major depression, recur-

rent major depression without interepisode fullCBASP is, in part, an acquisition learning
model of psychotherapy. The first type of de- recovery, and a new chronically depressed

course type, chronic major depression with an-pendent variable (DV) assessment involves de-
termining the degree to which patients have tecedent dysthymia. In addition, several DSM-

IV comorbid Axis II personality disorders havelearned the social problem solving algorithm
taught throughout treatment. The Patient Per- also been successfully treated: avoidant, depen-

dent, obsessive compulsive, and mild-moderateformance Rating Form (PPRF) is used for this
purpose. Early data on the PPRF were reported borderline (Keller et al., 2000).

CBASP has not been successful with severein 14 single-case replications (McCullough,
1984a, 1991), in which therapy was terminated borderline patients presenting with chronic sui-

cidality, self-mutilation patterns, extreme cogni-when patients performed the problem solving
procedure to criterion twice in a row meaning tive-splitting, and frequent hospitalizations (Mc-

Cullough, 2002). Seven successive failures arethat their PPRF ratings were perfect for two
successive sessions. Data derived from the Kel- reported with these patients (McCullough,

2002). Marsha Linehan has opined thatler et al. (2000) study evaluated the relation-
ship of PPRF performance to treatment out- CBASP is not capable of managing and finally

controlling the severe borderline patient’s var-come. The responding patients scored higher
on PPRF performance than nonresponding pa- iegated emotional behavior and extreme emo-

tional lability (Marsha Linehan, personal com-tients in both the CBASP-only and combina-
tion treatment cells (Manber & McCullough, munication, July 3, 2002). The author concurs.

Data are available concerning the recom-2000). The data also revealed that the PPRF
scores predicted outcome of treatment inde- mended number of acute phase sessions needed

to obtain a positive treatment response. Intent-pendently of either medication status or the se-
verity of depression at baseline (Manber et al., to-treat data from a recent national study (Kel-

ler et al., 2000) showed that the average num-2003).
A second level of DV illustrates how treat- ber of sessions received among 216 responding

psychotherapy-alone patients and 226 respond-ment influences the generalized treatment ef-
fect variables (McCullough, 2000, 2002). As ing patients who received combination treat-

ment was 16.0 (±4.7) and 16.2 (±4.8) sessions,noted above, CBASP uses several measure-
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respectively. However, a better indicator of the Patients enter therapy functioning interperson-
ally and socially in a preoperational mode, andtypical number of required sessions for a posi-

tive treatment response was seen with the pa- they think in a prelogical and precausal man-
ner. In essential ways, their cognitive-emotivetients who “completed” the 12-week acute phase

of treatment. Ninety responding patients in the functioning mimics the behavior of 4- to 6-year-
old preoperational children.psychotherapy-only cell and 152 responding

patients in combined treatment received a Overestimating the cognitive-emotive abili-
ties of this patient a universal dilemma for cli-mean number of 18.2 (±1.9) sessions; among

the nonresponders, 83 psychotherapy alone nicians. Therapists overestimate patient abili-
ties because it is difficult for us who functionand 27 combination patients averaged 17.9

(±1.9) sessions. The optimal number of acute on a formal operational level (e.g., planning
ahead; thinking that if I do this, then that willphase sessions needed for a therapeutic re-

sponse seems to be 18–20 sessions. happen; having the capacity to generate empa-
thy) to work with patients whose phenomeno-One exception to the optimal number of

sessions are adults who are diagnosed with logical view of self and world is primitive and
qualitatively different than our own.early-onset dysthymia without major depressive

involvement (pure dysthymia). Pure dysthymia, The patient’s view of the world is described
in the following statements: (a) “The world isalthough described in DSM-IV as a milder dis-

order than major depression, is one of the most the way it is simply because I believe it.”; (b)
“Time has stopped for me, and my life looksdifficult chronic disorders to treat to remission.

Eighteen to 20 sessions will probably not be like a ‘snapshot’ picture of reality which is go-
ing nowhere” (i.e., the negativity of today is theenough. I have reported outcome data on 10

pure dysthymics who completed CBASP treat- same as yesterday, and tomorrow only means
more of the same); (c) “My life is summed upment (McCullough, 1991). Patients were seen

for an average number of 31 (±9.34) sessions. by one theme: ‘Misery and being hurt by others’.”
Clinicians are also frustrated by these phe-The mean treatment duration was 8 months

with cases seen on a weekly basis. Sample pa- nomenological characteristics as they realize
that many aspects of the patient’s worldviewtients were followed for 16–96 months after

treatment termination. One hundred percent are appropriate (and valid) given their abusive/
traumatic developmental histories. Frustrationof the patients responded to treatment, and all

but one remained in remission at the follow- also results when our modification tools such
as interpersonal acceptance and feedback, ex-up visit.
periment exercises and homework, logical dis-
putation, and/or causal reasoning tactics fail to
modify the patient’s negative view of self andPROCESSES OF CHANGE
others.
Preoperational patients are interpersonallyI will briefly describe three psychopathology

domains that therapists confront when treating isolated, caught in a time warp without a fu-
ture, feeling hopeless about things ever beingthe chronically depressed patient (McCul-

lough 1984a, 2000, 2003). different, feeling helpless and unmotivated to
change, and unable to perceive that their be-
havior produces destructive interpersonal con-

Structural–Perceptual sequences. Teaching patients to learn to recog-
Psychopathology nize (Harlow, 1959) the consequences of their

behavior must be accomplished first. Once thisChronic depression denotes structural–percep-
tual psychopathology whereby patients are un- learning set is acquired and the patient can

now view his/her life in a perceived functionalable to generate formal operational cognitive-
emotive behavior (McCullough, 2000; Piaget, manner (i.e., recognizing the consequences of

his or her behavior), then and only then does1981/1954) in the social–interpersonal sphere.
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he or she, the therapist, as well as others in 1994; Keller, Lavori, Rice, Coryell, & Hirsch-
feld, 1986). The catastrophic, phenomenologi-the patient’s life gain control over the patient’s

behavior. When patients are positively affected cal consequences of the unremitting major de-
pression is seen as the person progressivelyby the environment and can produce what

they want by enacting adaptive cognitive and adopts the attitude: “It really doesn’t matter
what I do, I will always be depressed.” Percep-behavioral strategies, several intrapersonal

changes will have occurred: primitive preoper- tual structural deterioration follows as the
“heightened-chronic emotionality” washes awayational functioning has been replaced by for-

mal operations thought. Rotter I-E externality the late-onset individual’s normal cognitive-
emotive regulatory functions (Cicchetti, et al.,scores decrease; mood control is obtainable;

the patient is learning how to generate inter- 1995; McCullough, 2000; Piaget, 1981/1954).
The result is a return to preoperational func-personal empathy; social coping skills will have

improved and be reflected in the WCQ-R tioning in the social–interpersonal sphere.
Scales, particularly in the Planful Problem
Solving subscale; and finally, the SCID Mood

Inability to GenerateDisorder subsection will reflect changes in the
Authentic Empathydiagnostic status of the patient.

How does the preoperational problem arise? The second pathological feature of the chroni-
cally depressed adult is seen in their inability toSevere early trauma (early-onset chronic de-

pression) and chronically heightened, out-of- generate authentic empathy. Empathy requires
one to use language in a reciprocal manner incontrol emotionality (late-onset chronic de-

pression) are the etiological causes of chronic order to understand another individual as well
as to make oneself understood. Being able todepression. In the early-onset case, cognitive-

emotional (maturational) retardation is the re- generate empathy also assumes that one can
use formal operational thought. Extreme ego-sult of a developmental history of maltreatment

where “surviving the hell of the family,” not centrism, not empathy, is one of the hallmarks
of preoperational functioning. As noted above,growth, was the major goal (Cicchetti, Acker-

man, & Izard, 1995; McCullough, 2000; Pia- egocentrism is symptomatic of the patient’s
perceptual disconnection from the environ-get, 1981/1954; Spitz, 1946). Recent data from

the Keller et al. (2000) study (Nemeroff et al., ment. One of the major goals of CBASP is to
teach patients to generate empathy with their2003) revealed that one-third of the outpatient

sample reported abuse. Thirty-four percent of therapists as well as with others.
681 outpatients reported parental loss, 44% re-
ported physical abuse, 16% said they had been

Gross Interpersonal Skill Deficitssexually abused, and 10% said they were ne-
glected. All categories described abuse that oc- Third, patients begin therapy with interper-

sonal skill deficits. For example, many have dif-curred before 15 years of age.
In contrast to the early-onset patient, late- ficulty saying what they need, want, and don’t

want. Assertive training is universally requiredonset patients usually describe a milder devel-
opmental history (Horwitz, 2001; McCullough, with this patient. We turn now to a discussion

of the techniques of CBASP.2000). One or more significant other relation-
ships have frequently played a salutary role.
Late-onset individuals also report that their first
major depressive episode occurred about 25 METHODS AND TECHNIQUES
years of age (McCullough & Kaye, 1993). Cur-
rent research shows that >20% of late-onset Situational Analysis (SA), the Interpersonal

Discrimination Exercise (IDE), and Socialadults who are treated for their first major epi-
sode do not fully recover; thus, they go on to Skill/Role Rehearsal Training (SS/RRT) con-

stitute the three major techniques used indevelop a chronic course (Keller & Hanks,
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CBASP. All techniques are designed to move procedure requiring the individual to engage,
in a programmed learning manner, in formalpatients to formal operational functioning, to

assist them to generate authentic empathy, and operations problem evaluation and resolution.
Patients begin treatment talking globally aboutto insure that they have the necessary social

skills to manage their lives effectively. Only the their problems and being unable to focus on
one problem at a time. During the Elicitationfirst technique will be described below. The

IDE will be discussed in the Therapy Relation- Phase of SA, they approach an interpersonal
problem by pinpointing one event when theship section and the skills training procedures

will be described. difficulty occurred (e.g., Therapist: “Tell me
when this last happened to you”). Once the event
is targeted, the person describes the slice of time

Situational Analysis in terms of a beginning point, an exit/end point,
and the story in-between. During the exercise,SA is a multistep social problem solving exer-

cise designed to (1) move the patient from pre- patients are not allowed to move “outside” the
slice of time and talk about other things. Rigidoperational functioning to a formal operations

cognitive-emotive level; (2) target maladaptive patterns of psychosocial functioning, when an-
alyzed carefully in one situation, often turn outcognitive and behavioral patterns that are then

revised; (3) teach the patient to recognize the to be a microcosm of the universe of interper-
sonal problems the person confronts in all rela-consequences of his or her behavior; and, (4)

attack the helplessness/hopelessness perspective tionships. Thus, the single SA is easily general-
ized to other areas of the patient’s life. Theof the chronically depressed patient by demon-

strating repeatedly that one’s misery is pro- generalization and transfer of learning step
constitutes the last step of the SA exercise.duced and maintained by the patient himself

or herself. The impact of this message becomes SA highlights specific behavioral consequences
(exit/end point of the situation) that are labeleda paradoxical word of hope: If you don’t like

what you’re producing as well as the miserable the Actual Outcome [AO]. After pinpointing
the AO, patients are then asked to construct away you feel, then you must change your be-

havior! Patients begin to assume radical re- Desired Outcome [DO] for the exit/end point.
During the early sessions, DO formulationsponsibility for their lives when they recognize

their behavior has consequences. What started highlights the fact that the AO was not what
the person wanted. This is made explicit dur-out during session 1 as a helplessness/hopeless-

ness statement that “nothing I do matters” is ing SA when the patient is asked: “Did you get
what you wanted here?” Discrepancies be-transformed by SA into a self-affirmation that

“everything I do matters.” It cannot be stated tween what one produces (AO) and what one
wants (DO) often noticeably increase felt dis-strongly enough that making behavioral conse-

quences explicit in SA moves the patient to comfort. Distress at this point is desirable.
this perceptual stance—not the charismatic
and logical persuasive power of therapists. This

Remediation Phaseis the reason why CBASP therapists are rigor-
ously trained to arrange in-session contingen- Now, the administration of negative reinforce-

ment becomes possible (reducing the distresscies to modify the patient’s behavior rather
than rely on personal influence tactics (Mc- by substituting more appropriate behavior) dur-

ing the Remediation Phase when the misman-Cullough, 2000).
aged situation can be “fixed.” When patients
see what must be done cognitively and behav-

Elicitation Phase iorally to produce their DO, they often feel
better. The therapist must then assist the indi-The goal of teaching SA is to have the patient

complete the exercise without assistance from vidual to recognize that the alleviation of dis-
comfort is connected to the solution strategies.the clinician. It is a structured contingency
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In this way, patient learning is reinforced not sustain their newly acquired cognitive-
emotional alliance with the therapist vis-à-vis(Skinner, 1968).
powerful connections with a negative past.
They need specific and robust assistance; the

Successful SAs IDE provides such assistance.
During the IDE exercise, patients must firstOver time, patients begin to bring in situations

recall a specific event where a significant otherwhere the AO = DO. Such successes are cause
reacted to them in a hurtful way. The contentfor celebration, particularly when they first oc-
of the event must fall in one of four contentcur. Successful situational management will be
domains and must describe actual encounterssubjected to the same intensive scrutiny as has
with one or more significant others: (a) an inti-been the case with mismanaged situations. SA
macy situation that occurred between the pa-also prevents patients from overlooking conse-
tient and a significant other; (b) a time whenquences resulting from successful behavior.
the patient requested emotional help/assistance
or asked for material goods; (c) an occasion
when the patient made a mistake or broke

THERAPY RELATIONSHIP some rule; or (d) an encounter where the indi-
vidual felt or expressed negative emotions to-

Interpersonal ward a significant other (e.g., frustration, anger,
Discrimination Exercise fear, guilt, shame, regret, etc.). Patients are

then asked to describe how the significantPreoperational patients habitually reconstruct
psychotherapists into perceived, “hurtful” sig- other reacted as well as recall how the reaction

affected them. As in the SA comparison be-nificant others. Patients are, for the most part,
unaware of these tendencies; thus, their mis- tween the AO and DO, recalling negative past

events often potentiates emotional discomfort.construals don’t represent explicit knowledge;
instead, they strongly suggest tacit patterns of Highlighting the patient’s aversive emotions

during recall makes it possible to create a nega-behavior (Polanyi, 1966). Regardless, the con-
sequences are the same for the therapist be- tive reinforcement condition. The aversive

state frequently diminishes when the patient’scause his or her motives, behavior, thoughts
and feelings can be seriously misinterpreted. attention is directed to the therapist’s positive

reactions. Thus, the interpersonal bonding withClinicians are often expected to reject, punish,
abandon, or abuse. Viewing therapists unrealis- the therapist is strengthened.

Once the encounter is described, the thera-tically not only decreases the probability of
change, it can also decrease the patient’s moti- pist reviews how the significant other reacted

during an intimacy moment (father to his son:vation to change. Left unaddressed, these per-
ceptual distortions often preclude successful “You don’t tell another man that you love him!

Do you want other people to think you’retreatment.
The Interpersonal Discrimination Exercise queer?”). The clinician now asks the patient

how he reacted when he told him that he felt(IDE) is designed to correct interpersonal dis-
tortions and heal early traumatic experiences really close to him (same intimacy content do-

main, different authority personnage). The cli-by adding a dose of interpersonal reality to the
patient’s experience. It teaches patients to make nician’s present reactions are then compared

and contrasted to the father’s. When patients,accurate discriminations between the positive
qualities of the therapist and the negative char- after repeated discrimination exercises, come

to see that therapists are not going to punish oracteristics of significant others. Unless patients
are systematically and repeatedly guided to reject them during intimacy moments, relief is

often expressed either verbally or nonverbally.make their misperceptions explicit, important
distinctions between hurtful significant others The final IDE step moves to a discussion of

what the new interpersonal relationship offersand the clinician are not learned (McCul-
lough, 2000). Said another way, persons can- the patient.
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Several desirable consequences occur over make a mistake”; “I can’t ever get mad or feel
any anger, even today. This comes from myrepeated exercises: (1) the IDE highlights the

positive reality of the dyadic relationship and mother. She always punished me for being
angry.”makes it explicit knowledge; (2) the IDE pro-

actively replaces negative emotional attach-
ments with new emotional connections to the

Transference Hypothesestherapist; (3) the IDE strengthens the person’s
awareness that his or her therapist is qualita- Following session 2, the therapist reviews the

Causal Theory Conclusions and uses the mate-tively different from significant others and
demonstrates experientially what a normal in- rial to construct one or two transference hypoth-

eses. One or two consistent themes usuallyterpersonal relationship should be; and finally
(4) patients are freed from the growth-inhi- characterizes the Causal Conclusions. The modal

themes are used for Transference Hypothesisbiting trauma inflicted by significant others.
Summarily, CBASP therapists use the IDE to construction. With most patients, one hypothe-

sis is usually sufficient to capture the major in-strengthen their personal involvement with pa-
tients and to impart requisite emotional experi- terpersonal issue needing to be addressed.

Using an example where the therapist wasences that lead to greater interpersonal ful-
fillment. male and the patient’s mother had taught her

daughter that she shouldn’t trust a man, theThe therapist role is defined by the clini-
cian after session 2, and two sources of data are following hypothesis was constructed: “If I get

close to Dr. Samuels, then he will hurt/rejectused. The first source stems from the transfer-
ence hypotheses that clinicians generate and me.” Notice the functional way the hypothesis

is stated: if this happens . . . then that will oc-the second from data obtained when therapists
complete the Impact Message Inventory (IMI; cur. The hypothesis also states the name of the

therapist to personalize the patient’s expec-Kiesler & Schmidt, 1993) on the patient.
tancy. Patients rarely come to therapy thinking
this way. As stated above, the transference hy-

Significant Other History pothesis, when used in the IDE, makes explicit
what has previously been tacit knowledge.A Significant Other History (McCullough,

2000) is obtained during the second session. Whenever the therapist and patient experience
moments implicated by a transference hypoth-Patients are asked to provide a list of 6–7 sig-

nificant others who have shaped them to be esis, for example during a moment of closeness
or intimacy, the occasion is labeled a “hotthe kind of person they are. These must be ma-

jor life players and individuals who have left spot” transference area. The hot spot area sig-
nals the clinician that the IDE exercise shouldtheir “stamp” on the individual. The valence

of the contribution may be either positive or be administered.
negative—it’s usually negative for early-onset
patients. Patients are asked to describe the

The Impact Message Inventorystamp or legacy in one or two sentences, and
these descriptions are called Causal Theory The Impact Message Inventory (IMI) is the

second source of data that informs the therapistConclusions. Some patients have considerable
difficulty drawing Causal Theory Conclusions role definition. The IMI assesses interpersonal

impacts on 8 octants, all of which representabout significant others. Examples of Causal
Theory Conclusions might be the following: subdivisions within the interpersonal circle

(Kiesler, 1983; Kiesler & Schmidt, 1993).“From my mother I learned that I could never
trust a man”; “Both parents taught me that I Kiesler’s interpersonal circle contains two in-

tersecting axes. Each axis represents an inter-must always be self-sufficient, that it is wrong
to need anything from anyone”; “Growing up personal impact dimension characterized by

constructs that are polar opposites. The Domi-around my father left me with the feeling that
I always had to be perfect—I should never nant (D)→ Submissive (S) vertical axis desig-
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nates a power dimension, whereas the Hostile octants. The optimal IMI profile for CBASP
therapists is to remain in a mild impact posi-(H)→ Friendly (F) horizontal axis signifies the

affiliation dimension. Power and affiliation im- tion on the Dominant-Submissive axis on ei-
ther the D or S octants and to avoid beingpacts are essential stylistic variables that define

the patient’s stimulus value for therapists. rated as hostile.
These two impacts are always present in all in-
terpersonal relationships and exert their influ-

Disciplined Personal Involvementence on the quality as well as the direction re-
lationships take. As noted earlier, many chronically depressed

adults describe a disorder that began duringOne can further divide the quadrants into
octants by moving counterclockwise around mid-adolescence. Such a beginning point pro-

vides strong evidence that the individual hasthe circle after starting at the top of the circle
with the Dominant (D) octant. The next oc- been interpersonally damaged by significant

others. These patients have learned that realitytant is Hostile-Dominant (H-D) which divides
the upper left quadrant. Continuing down are is harmful, and they bear the scars to prove it.

As noted above, many popular cognitive andthe Hostile (H), Hostile-Submissive (H-S), and
Submissive (S) octants. Moving over to the behavioral tactics such as disputation, logical

reasoning, reality testing experiments, and so-friendly side of the circle, we continue up to
the Friendly-Submissive (F-S), Friendly, and cial skill training, used by themselves, will not

free the person from the overwhelming powerFriendly-Dominant (F-D) octants. In earlier
studies (McCullough et al., 1988; McCul- of a harmful past. What will spring the patient

loose are therapists who create interpersonal re-lough et al., 1994a,b), we found that chroni-
cally depressed adults obtained highest scores lationships that challenge and finally over-

throw the old negative interpersonal realities.in the Submissive and the Hostile-Submissive
octants. This means that these individuals were The goals for creating a personal relation-

ship are threefold. First and foremost is totypically submissive and compliant (S) and re-
mained detached and anxious (H-S) in inter- modify behavior; second is to help patients

make stable discriminations between harmfulpersonal encounters. S and H-S persons natu-
rally “pull” others into assuming a Dominant significant others and the person of the thera-

pist, and third is to teach interpersonal behav-(D) take-charge role, and frustration, impa-
tience, and outright hostility (H-D) often ac- iors that are congruent with the new inter-

personal reality existing between therapist andcompany the reactions of others to these
adults. More importantly, S and H-S patients patient. The logic of the strategy can be

summed up this way: This is who your fatherpull therapists into Dominant (“I’ll take charge”)
and Hostile-Dominant (“You can’t do any- was/is versus who I am; this is who your mother

was/is versus who I am. Now, given who I amthing, I’ll have to do it for you”) roles. Even
when therapists successfully resist falling into and the fact that I’m not rejecting, punishing,

abandoning, or abusing you, what are the im-D and H-D roles, these particular pulls from
patients are omnipresent. Identifying the stim- plications of this new interpersonal reality?

For almost 100 years, our profession hasulus value of patients using the IMI determines
the interpersonal role the clinician must as- prohibited and discouraged therapists from be-

coming personally involved with patients. It’ssume if he or she is to help the patient move
to other interpersonal impact domains (Mc- time we rethink this taboo. All techniques

don’t work equally well with all disorders. Like-Cullough, 2000; chapter 8).
In CBASP, the therapist role consists of (a) wise, enacting the same therapist role with all

patients will not work in every case. Chroni-identifying the transference hot spots that must
be addressed by the IDE and (b) making ex- cally depressed patients quickly identify the

mental health workers who are not beingplicit the interpersonal impact pulls (IMI peak
octants) that must be resisted so that patients themselves but instead are “playing” a profes-

sional role. Interpersonal reciprocity is missing.can be assisted to increase functioning in other
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It’s no wonder that many patients remark that I could have been candid with the patient
psychotherapy has nothing to do with the real about my fatigue and used it to strengthen a
world. behavior that will endear her to others. I spend
One example, taken from my earlier thera- considerable time in supervision teaching

peutic efforts, will illustrate the point that just CBASP therapists to relax, to be themselves,
being human rather than playing a professional and to quit trying to be a professional psycho-
role is the best strategy. therapist—instead, just be a human being. I

feel strongly that in our day the most appro-
PATIENT: “Dr. McCullough, you look tired priate word to therapy trainees is not “be pro-
this afternoon.” fessional”; rather, a more appropriate admoni-

tion is “be human.”MCCULLOUGH: “We’re not here to talk about
me, we’re here to talk about you. How have
you been doing?”
PATIENT: “Oh, I forgot. Let me tell you what CASE EXAMPLE
happened to me this afternoon.”

DEMOGRAPHIC DATA
The patient’s reaction to my obvious fatigue

was an example of empathy. She read my non- Susan was a 41-year-old, divorced, part-time em-
verbal behavior accurately and commented on ployed, above average intelligence, single-parent
it. Her behavior also denoted formal opera- with an adolescent daughter. She had been de-
tional functioning as well as a focus on some- pressed “for as long as I can remember” and in
one other than herself (which suggests an over- addition to her early-onset dysthymia, she re-
throw of preoperational egocentricity). called 4 or 5 major depressive episodes during
Now, let’s look at a more human response the past 25 years. Her index major depressive ep-

that I could have made that would have re- isode (onset of the last major depressive episode)
flected genuine personal involvement. began 3 months prior to the screening interview

and followed the breakup with a boyfriend. Her
PATIENT: “Dr. McCullough, You look tired first husband had been an alcoholic, and her last
this afternoon.” relationship ended when she discovered the man
MCCULLOUGH: “You surely read me right. was also seeing another woman. Susan and her
I’m very tired. This has been a long day.” father lived in the same city and saw each other

at least once a week. They had a stormy, conflic-PATIENT: “Would you like to reschedule our
tual relationship that she always felt had beenappointment?”
largely her fault. Susan’s mother died 8 years pre-MCCULLOUGH: “Yes, but I don’t want to be-
viously. The mother abandoned the family for an-cause there is something very important that
other man when Susan was 10. She had a brotherwe must address.”
2 years younger and a sister 5 years her junior;

PATIENT: “What’s that?” the mother took the sister when she left home.
She didn’t hear from or see her mother or sisterMCCULLOUGH: “The way you’re talking to

me now. You’re reading me correctly! You’re for 20 years. Her brother committed suicide when
Susan was a senior in high school. She lived withconcerned about me and how I feel. This is a

change. It’s what we’ve been talking about for her father until she went to college at age 18. The
father severely criticized the patient for everyseveral weeks. That is, you learning how to

read others to identify what’s going on with mistake, and his criticism continued up to the
present time. Based on her descriptions of theirthem before you act. No, I don’t want to re-

schedule. Thanks for the offer. I’ve just experi- confrontations, he still treated her like a child.
During adolescence, he frequently accused her ofenced a new burst of energy. Let’s talk about

how your new empathic behavior has been af- “being a whore,” “a slut,” “a junkie,” and many
other negative labels. She made As and Bs duringfecting your life.”
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high school and graduated on time, but she did Submissive octant describes someone who is
compliant and who pulls others to tell her whatadmit that she ran with a “wild crowd” and did

anything that would keep her out of the house. to do. My confusion comes with her sociability,
which I hypothesis is not genuine, though on the
surface it looks authentic. The detached and anx-DIAGNOSIS & ASSESSMENT
ious H-S impact “trumps” her sociability and
makes it suspect. To me, this means that I mustThe SCID was administered during the screening

interview. Susan was diagnosed, early-onset dou- not be seduced by her friendliness (F); rather, I
must attend more to her obvious interpersonalble depression and, as noted above, met criteria

for major depression. She obtained a BDI-II score distrust (H-S), which is congruent with her Causal
Theory Conclusions as well as with the contentof 35 and a Rotter I-E externality score of 15. Us-

ing the WCQ-R, her predominant coping strate- of my transference hypotheses. The S pattern is a
warning me that I must avoid the lethal trap ofgies were Escape-Avoidance (wishful thinking

and efforts aimed at avoiding the problem) Ac- assuming a Dominant (D) role in the session.
More specifically, I must resist enacting a “take-cepting Responsibility (acknowledging one’s role

in the problem and trying to make things right), charge” role but instead encourage Susan to take
the in-session lead.and Seeking Social Support (seeking informa-

tional, tangible, and emotional support). Now I’ve defined my therapist role with the
patient: The interpersonal hot spots have been
identified with two transference hypotheses, andSESSION 2
I’m clear about what interpersonal pulls I must
resist (viz. viewing her friendliness as represent-Susan obtained a score of 34 on the BDI-II at the

beginning of session 2. The Significant Other His- ing progress and inadvertently assuming a domi-
nant therapist role).tory was administered. Six significant others were

listed in the following order: mother, father, ma- At the end of session 2, Susan was given the
Patient’s Manual for CBASP (McCullough, 2003a)ternal grandmother, college professor, first hus-

band, and her brother. The Causal Theory Con- as well as several Coping Survey Questionnaires
(CSQ) for doing her Situational Analysis home-clusions centered around two salient themes: No

one will be able to care for me or love me if they work (McCullough, 2000). I asked her to com-
plete one CSQ for session 3. The patient beganreally get to know me; and I’m a screw-up, and I

can’t do anything right. From her Causal Theory taking sertraline (Zoloft) following session 2 and
remained on 150 mg for the next 6 years.Conclusions, two Transference Hypotheses were

constructed:
SESSION 7

Intimacy: “If I get close to Dr. McCullough,
then he will reject me in disgust.”

Her BDI-II score was 26, and the content of Su-
Making mistakes: If I make a mistake around

san’s 5th in-session SA is shown below:
Dr. McCullough, then he will ridicule me
and make me feel like a child.

ELICITATION PHASE
I also completed the IMI and plotted Susan’s

stimulus value for me on Kiesler’s Interpersonal Situational Description (What happened?)
Circle. She obtained moderate peak scores on the
Hostile-Submissive, and Friendly octants. Profiles “I was in the house washing clothes and helping

my daughter with her algebra homework. I hadof this type can be confusing. Her moderate Hos-
tile-Submissive score denotes a detached and not gone to work because she was sick. I stayed

home from work that day to be with her. Theanxious interpersonal impact (“I’m nervous being
with you”), but it is accompanied by a similar doorbell rang, I got up, and answered it. It was

the air-conditioning repairman who had come toFriendly peak score suggesting a sociable, “I like
being with you,” impact. A peak score on the replace the filter in our unit. I told him this was
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not a good time for him to do the work. I asked REMEDIATION PHASE (“FIXING”
THE SITUATION)if he could come back. He insisted that he would

not be long. Again I protested and asked that he
come back, but I opened the door, and he walked Revising the Situational Interpretations
in. He went to the utility room, replaced the filter,
left his bill, and walked out. I didn’t even speak All three interpretations had to be revised. They

did not accurately describe what was going on; into him when he left.”
fact, no interpretation dealt specifically with the

Situational Interpretations (What did the situation problem at-hand. Because they were irrelevant
mean to you? or, What thoughts or feelings did (not anchored to the event) and inaccurate (did
you have during the event?) not correctly describe the ongoing action), we

had to modify them so that they would meet cri-
teria for relevance and accuracy. With consider-1. “I can never control what happens to me.”
able assistance, Susan revised her interpretations[Global interpretation that doesn’t address
in such a way that the probability of obtaining thethe problem-at-hand.]
DO was increased:2. “Big corporations are unfair to homeown-

ers.” [Global interpretation.] 1. “I don’t want the filter replaced at this
3. “My life is out of control.” [Global interpre- time” [accurate & relevant introspective in-
tation.] terpretation].

2. “I’ve got to work out another appointment
time with the repairman” [Action Interpre-Situational Behavior (What did you do
tation that leads to assertive behavior].in the situation?)

“I answered the doorbell and asked the repair
Repairing the Situational Behaviorman to come back at a better time. I asked him

twice. Oh, I almost forgot, I held the door open MCCULLOUGH: “Had you interpreted the situa-
for him. I didn’t speak to him when he left.” tion this new way, how would your behavior

have changed?”
Actual Outcome (How did the situation come

SUSAN: “I would have been more assertive and
out for you?)

definite with the repairman. And, I certainly
would not have held the door open for him!”

“The repair man replaced the filter and left.”
MCCULLOUGH: “Had you managed the situation
this way, do you think you would have gottenDesired Outcome (How did you want
what you wanted here—that is, for him to re-the situation to come out for you?)
schedule and come back?”

“I wanted the repair man to come back at a more SUSAN: “I surely would have had a better chance
convenient time.” of getting what I wanted than I did the first time

through.” (Her crying stopped, and Susan is
AO–DO Comparison (Did you get what showingmore signs of having energy and convic-
you wanted here?) tion about what would have happened.)

Space limitations do not permit us to discuss“No!” (Susan begins to cry while saying what a
the final two steps of SA: the Wrap-up/Summaryfailure and screw-up she is.)
and Transfer of Learning/Generalization Steps.
But before leaving the SA, the reader should noteWhy Didn’t You Get What You Wanted Here?
how Susan’s global cognitive interpretations pre-
cluded problem resolution; and, when the cogni-“Because I’m stupid! I can’t do anything right!”

(more crying). tive errors were combined with her lack of assert-
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ive behavior, situational failure and frustration We must stop here, but you can see how the
were guaranteed. Her life really was out of con- IDE exercise attacks proactively the negative re-
trol in this situation; and, without realizing it, she actions of significant others by focusing attention
inadvertently produced the failure she described on the salubrious behavior of the therapist. The
during the Elicitation Phase. stable reality of this new interpersonal relation-
I administered an IDE following the SA exer- ship must be nurtured and strengthened over time

cise because the situation implicated a hot spot so that it will acquire the capacity to compete
that was covered by the second Transference Hy- with and finally overthrow the old interpersonal
pothesis (viz. If I make a mistake around Dr. Mc- realities and the hold they have had on Susan’s
Cullough, then he will ridicule me and make me life.
feel like a child). Here’s the way the IDE exercise Susan ended weekly treatment after 21 ses-
was administered: sions. Her Rotter I-E externality score was a 7 at

session 21 (indicating internal locus of control)
MCCULLOUGH: “Susan, let me ask you a ques-

and on the WCQ-R, Planful Problem Solving (de-
tion. Had you told your dad about the way you

scribes deliberate problem-focused efforts to alter
first handled this situation, how would he have

the situation, coupled with an analytic approach
reacted?”

to solving the problem) became her modal cop-
SUSAN: “He would have laughed out loud at me ing style. Susan learned to self-administer SA to
and made me feel like a stupid idiot. He would criterion (using the PPRF as the rating scale) with-
have gone on and on about how I can’t do any- out assistance from me by the end of session 21.
thing, how I’m always screwing up.” (Susan is be- At session 21, she obtained a BDI-II score of 9,
ginning to tear up.) though the Mood Disorder Section of the SCID

showed that she continued to meet criteria forMCCULLOUGH: “How would your first husband
dysthymic disorder. She and I saw each otherhave reacted had you told him about your experi-
during the next 12 months on a twice per monthence with the repairman?”
and then on an as-needed basis. Six months after

SUSAN: “He would have poured himself a drink the weekly sessions ended, Susan achieved re-
and told me I had driven him to drink. He was mission from dysthymia.
just like daddy. He would have called me stupid,
dumb, an imbecile, and the biggest loser he had
ever known. (Susan is crying softly now.)

EMPIRICAL RESEARCHMCCULLOUGH: “Now, I want you to describe for
me what my reaction was to the way you dealt

CBASP has recently been tested with medica-with the repairman?”
tion in a large, national 12-site study lasting 19

SUSAN: “It was okay, I guess.” months (Keller et al., 2000). The study, the
largest psychotherapy-medication clinical trialMCCULLOUGH: “Think back, what did I do, how
ever conducted, provides a unique perspectivedid I look throughout, what did I say? I want you
from which we can evaluate the efficacy ofto think carefully about how I behaved with you
long-term treatment for a large sample of chroni-a few moments ago.”
cally depressed outpatients. The Keller et al.

SUSAN: “You certainly didn’t make me feel stu- (2000) study, where the majority of the 681
pid. You helped me see what I could have done outpatients had been depressed for more than
better, you encouraged me, and then you were 20 years, contributed treatment data in three
pleased when I said that the second way would ways: (1) finding that combination treatment
have probably gotten me what I wanted.” was significantly more effective than mono-

therapy in the treatment of the chronically de-MCCULLOUGH: “Now, I want you to compare
and contrast my reactions to you with those of pressed adult; (2) demonstrating that patients

who improved after 12 weeks of acute treat-your father and ex-husband. Tell me how they
were similar and how they differed.” ment and who remained in the same treatment
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modality for 4 additional months continued to greater proportion of combination patients
achieved partial or full responder status at theimprove; (3) provided an opportunity to inves-

tigate recurrence rates among CBASP-only pa- continuation exit-point than did either the medi-
cation-only or CBASP-only groups. The data intients during a 12-month maintenance period

(Klein et al., 2004). Table 13.1 show that the percentages of full
responders in the three treatment groups in-Intent-to-treat response rates were 73% for

the combination cell and 48% for both the creased consistently across all groups when
treatment was continued.medication-only and CBASP-only cells. Among

completers of the acute phase, combination In summary, CBASP outcome data demon-
strate the need for long-term treatment for thetreatment produced a response rate of 85% and

a 55% and 52% response rate for medication chronically depressed patient. I feel strongly
that the more our mental health field prospec-and psychotherapy patients, respectively. One

of the major outcomes of the Keller et al. tively compares the outcome efficacy of short-
term versus long-term care, the more we will(2000) study was the conclusion that combina-

tion treatment should be the treatment of move away from cost-effectiveness priorities to-
ward a position that constitutes the foundationchoice for the chronically depressed patient.

This conclusion was drawn in spite of the fact of the healing professions; namely, the well-
being of the patient.that nefazodone (Serzone) is the only medica-

tion to be tested to date with CBASP. The rea- At the end of the Continuation Phase, 82
patients who responded to acute and continua-son for the conclusion is that Serzone pro-

duced a faster-acting symptom-decrease effect tion phase CBASP-only treatment were random-
ized to monthly CBASP or assessment-onlythan psychotherapy alone in reducing the

symptoms of major depression (Keller et al., groups for 12 months. Estimated recurrence
rates were 11% and 32% in the CBASP and2000). There is no reason to think that other

serotonergic medications would not act simi- assessment-only groups, respectively. The CBASP-
only patients benefited significantly from con-larly. In the CBASP-only group, symptom re-

duction did not match the medication-only tinued treatment contact (once per month)
with their therapists. Even among those ran-cell decreases until the end of the eighth week.

Rapid symptom decreases (e.g., major depres- domized to assessment-only, CBASP had a
moderate prophylactic effect (68% survived)sive symptoms such as diminished ability to

think or concentrate, indecisiveness, dimin- (Klein et al., 2004).
ished interest in current activities, hopeless-
ness) at the outset of psychotherapy are highly
desirable. Because psychotherapy requires pa- FUTURE DIRECTIONS
tients to learn, that is, to think clearly, concen-
trate and focus, generate interest in the task During the next decade, CBASP must be dis-

mantled to identify the active change ingredi-at-hand, make decisions, and be able to experi-
ence hope in the outcome of treatment learn- ents operative within the model. Second, it

must be compared to Cognitive Therapy (Beck,ing in the combination group appeared to be
enhanced with the early medication gains. In Rush, Shaw, & Emery, 1979) and Interpersonal

Psychotherapy (Klerman, Weissman, Rounsa-the absence of symptom decreases, patient mo-
tivation is likely to remain low, and the effec- ville, & Chevron, 1984) to determine its relative

efficacy with chronically depressed patients. Fi-tiveness of psychotherapy may be significantly
compromised. nally, the question of its efficacy with other psy-

chological disorders should be explored.In order to assess the continuing status of
patients after the end of the acute phase, the A dismantling investigation was launched in

2002 in a 9-site national NIMH Study treatingthree treatment groups (Combination Treat-
ment, Medication-only, CBASP-only) were 910 chronically depressed outpatients. CBASP

is being compared to Brief Supportive Psycho-compared at the continuation phase (4 months)
exit point. Analyses showed a significantly therapy (Markowitz et al., 1995, Markowitz,
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TABLE 13.1 Comparative Percentages of “Full Response Subjects”
(Ss) at the End of the Acute and Continuation Phases
in the 3 Treatment Groups

End Acute Phase End Continuation Phase

Combination group
Percentage full responders 48% (109/226Ss) 62% (92/148Ss)
Medication-only
Percentage full responders 29% (62/220Ss) 62% (59/90Ss)
CBASP-only
Percentage full responders 33% (72/226Ss) 63% (54/86Ss)

Ss = Subjects in the study

Spielman, Scarvalone, & Perry, 2000) to con- liams, J. B. W. (1995). Structured Clinical In-
terview for DSM-IV Axis I Disorders–Patienttrol for the nonspecific factor of therapeutic al-

liance. We want to determine what additive ef- Edition (SCID-I/P, Version 2.0). New York:
Biometrics Research Department, New Yorkfects Situational Analysis (the social problem

solving algorithm of CBASP) might have on State Psychiatric Institute.
Folkman, S., & Lazarus, R. S. (1988). Ways of cop-treatment outcome. Comparative clinical trials

have not been undertaken to date nor have in- ing questionnaire–Research edition. Palo Alto,
CA: Consulting Psychologists Press.vestigations with other psychological disorders

been carried out. Harlow, H. F. (1959). Learning set and error factory
theory. In S. Koch (Ed.), Psychology: A study
of a science (Vol. 2, pp. 492–537). New York:
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Integrative Therapy for Borderline
Personality Disorder

HEIDI L. HEARD AND MARSHA M. LINEHAN

Psychotherapy integration synthesizes different also in a continuous process of change in
which new developments are accepted rathertheories and techniques to develop a maxi-

mally efficacious therapy. In this way, the goal than avoided, rather like a client effectively
participating in therapy.and process of psychotherapy integration paral-

lels the goal and process of psychotherapy it- This chapter elaborates on the various in-
tegrative aspects of DBT by describing its ap-self. Psychotherapists from various schools

strive to foster synthesis within their clients, plication to individuals who meet criteria for
borderline personality disorder (BPD), the pop-whether by targeting the incorporation of new

skills into a client’s behavioral repertoire or by ulation on which the treatment was originally
developed. First, it identifies the primary theo-guiding the client toward the integration of dis-

parate aspects of the self. In Dialectical Behav- retical and philosophical principles of the ap-
proach and the history of their integration. Itior Therapy (DBT; Linehan, 1993a, 1993b),

the emphasis on observing and creating synthe- discusses “dialectics” in greater detail and de-
scribes some of the ways in which the dialec-ses within the process and content of the ther-

apy has developed into an integral part of help- tical philosophy performs multiple integrating
roles throughout the therapy. The chapter de-ing clients achieve their ultimate goals. DBT

is integrative in the “dialectical/developmental” scribes the initial assessment, case formulation,
and treatment modalities. It focuses on thesense of the word (Stricker & Gold, 1993),

meaning that it emphasizes the “open-ended strategies and process that occur within a ther-
apy session, as well as how the therapy relation-dialogical process in which differences are ex-

amined and novel integrations are welcomed” ship contributes to change. A case example il-
lustrates the integration of the various strategies.(p. 7). Thus, while at any given moment DBT

constitutes a single, unified psychotherapy, it is Finally, the chapter summarizes the results of

299
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outcome trials that examine the efficacy of made the application of CBT in a straightfor-
ward way extremely challenging.DBT for BPD and considers future directions

for the treatment approach. Therapy-interfering behaviors occur as a re-
sult of CBT’s perceived focus on changing be-
haviors, ranging from emotions and cognitions
to overt behavior. She suggested that the focus

INTEGRATIVE APPROACH on change was experienced by the client not
only as invalidating specific behaviors but as

Development of Approach invalidating the client as a whole. Research by
Swann (Swann, Stein-Serussi, & Giesler, 1992)Linehan (1993a, 1993b) originally developed

DBT as an outpatient cognitive-behavioral in- may explain how such perceived invalidation
leads to problematic behavior in therapy. Theirtervention for individuals meeting criteria for

BPD and engaging in parasuicidal behavior. research revealed that when an individual’s ba-
sic self-constructs are not verified, the individu-To explain the etiology and maintenance of

problematic behaviors associated with BPD, al’s arousal increases. The increased arousal
then leads to cognitive dysregulation and theshe combined capability deficit and motiva-

tional models of behavioral dysfunction. Indi- failure to process new information. The bio-
social theory would suggest that BPD clientsviduals who meet criteria for BPD lack impor-

tant skills (e.g., emotion regulation, interpersonal are particularly sensitive to any potentially in-
validating cues and more likely to becomeeffectiveness), and personal and environmental

factors both inhibit skillful behavior and rein- highly aroused.
To balance the emphasis on change, Line-force problematic behavior. Linehan further

proposed a transactional theory of the etiology han began to integrate the principles of Zen
(e.g., Aitken, 1982) and the associated practiceand maintenance of BPD that combines bio-

logical, social, and developmental causes. of mindfulness (e.g., Hanh, 1987), which de-
scribe “acceptance” at its most radical level.To change the problematic behaviors, Line-

han applied the principles of behaviorism (e.g., Zen encourages radical acceptance of the mo-
ment without change. Practice includes focus-Pryor, 1984; Skinner, 1974) and the traditional

practices of cognitive-behavior therapy (CBT; ing on the current moment, seeing reality as
it is without “delusions,” and accepting realitye.g., Barlow, 1988; Masters, Burish, Hollon &

Rimm, 1987; Goldfried & Davidson, 1976; without judgment. The practice also encour-
ages students to let go of attachments that ob-Wilson & O’Leary, 1980) that had led to the

development of efficacious treatments for many struct the path to enlightenment, to use skillful
means, and to find a middle way. Zen teachesother disorders. To facilitate case conceptual-

izations and interventions capable of address- that each moment is complete by itself and
that the world is perfect as it is (Aitken, 1982).ing the multiplicity and complexity of behav-

iors associated with BPD, she integrated and Zen focuses on acceptance, validation, and tol-
erance instead of change. Finally, in contrastadapted traditional problem-solving strategies

such as skills training, exposure, and contin- to the experimental evidence required in psy-
chology, Zen emphasizes experiential evidencegency management. Clinical experience, how-

ever, suggested that these practices alone as a means of understanding the world.
Recent outcome research examining the ef-would prove insufficient when treating BPD

clients. Compared to most clients who success- fects of practicing mindfulness supports the in-
tegration of the practice into DBT. Kabat-Zinnfully complete behavioral programs, these cli-

ents had significantly more behaviors to target, (1990, 1994), who defines mindfulness as “pay-
ing attention in a particular way: on purpose,poorer treatment compliance, and higher treat-

ment dropout. Developing and maintaining a in the present moment and non-judgmentally”
(1994, p. 4), has developed a mindfulness-collaborative relationship and a stable set of

treatment goals while encountering high sui- based approach to treat stress. Research has
provided favorable initial evidence of the treat-cidality, conflict in therapy, and other crises
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ment’s efficacy in treating chronic pain (Kabat- reality is (1) interrelated or systemic, (2) oppo-
sitional or heterogeneous, and (3) continuouslyZinn, Lipworth, Burney, & Sellers, 1986) and

anxiety disorders (Kabat-Zinn et. al., 1992). changing—are discussed in greater detail.
More recently, Segal, Teasdale, and Williams
(Segal, Teasdale, & Williams, 2002) have

Interrelatednessadapted Kabat-Zinn’s approach and integrated
it with aspects of CBT for depression to de- Dialectics stresses the fundamental interrelate-

dness and unity of reality by emphasizing rela-velop a treatment, Mindfulness-based Cogni-
tive Therapy (MBCT), designed to prevent re- tionships within and between systems. Levins

and Lewontin (1985, p. 3) describe this aspectlapse prevention from major depression. A
randomized control trial suggested that the ad- of dialectics: “Parts and wholes evolve in con-

sequence of their relationship, and the rela-dition of MBCT to treatment as usual may re-
duce the likelihood of relapse for some clients tionship itself evolves. These are the properties

of things that we call dialectical: that one thing(Teasdale, Segal, Williams, Ridgeway, Soulsby,
& Lau, 2000). cannot exist without the other, that one ac-

quires its properties from its relations to theThe tensions arising from Linehan’s attempt
to integrate the principles of behaviorism with other. . . .” Behaviorism and Zen both recog-

nize the importance of interrelatedness. Thoughthose of Zen required a framework that could
house opposing views. The dialectical philoso- all CBT therapists are trained to include the

external environment in their search for con-phy, which highlights the process of synthesiz-
ing oppositions, provides such a framework. trolling stimuli and to evaluate the effect of be-

havioral antecedents and consequences, theThrough the continual resolution of tensions
between theory and research versus clinical ex- contextualist position described by Hayes (1987)

most clearly resembles the dialectical emphasisperience and between Western psychology ver-
sus Eastern practice, DBT evolved in a manner on attention to interrelatedness and the whole.

Zen and other Eastern practices (Wilber, 1979)similar to the theoretical integration model de-
scribed by psychotherapy integration research- highlight the experience of connectedness to

the universe and letting go of personal bound-ers (Arkowitz 1989, 1992; Norcross & New-
man, 1992). aries.

One of the most pervasive ways in which
the principle of interrelatedness influences

Dialectical Principles treatment is that it encourages a systemic ap-
proach to the analysis of behavior. Within theDialectics describes the process by which the

development and progress of therapy occurs systems that influence behavior, the DBT ther-
apist considers two basic levels at which theand by which conflicts that impede progress

are resolved. The American Heritage Diction- client may experience dysfunction. The first
level encompasses mutually influential systemsary (1979, p. 363) defines dialectics, in part, as

“The Hegelian process of change whereby an within the individual such as biochemical sys-
tems, affective regulation systems, and informa-ideational entity (thesis) is transformed into its

opposite (antithesis) and preserved and fulfilled tion processing systems. For example, if a cli-
ent’s serotonin uptake is dysregulated, this mayby it, the combination of the two being re-

solved in a higher form of truth (synthesis).” lead to affective instability. Affective dysregula-
tion often interferes with cognition. If the cog-Linehan’s application of dialectics was influ-

enced by evolutionary biology (Levins & Lew- nitive dysregulation includes a disruption of
problem-solving abilities, then this disruptionontin, 1985), cognitive development (Basseches,

1984), and the evolution of self (Kegan, 1982). could lead to a crisis that further dysregulates
affect. Though multiple dysregulations may re-Based on such sources, Linehan draws several

assumptions about the nature of reality that are quire multiple treatments, a systemic approach
also foresees how any single intervention mayparticularly relevant to psychotherapy with

BPD clients. Three of these assumptions—that influence multiple systems. For example, effec-
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tive pharamacotherapy may regulate serotonin tween accepting the client and changing the
client.intake such that the chain described above never

begins. Alternatively, enhancing emotion-regu- The relationship between change and ac-
ceptance forms the basic paradox and contextlation skills may help the client to cope effec-

tively with biological changes such that infor- of treatment. Therapeutic change can occur
only in the context of acceptance of what is,mation processing and problem solving are not

impaired. and the act of acceptance itself is change. The
ability of the DBT therapist to balance changeThe second level of systemic dysregulation

involves the interpersonal systems, such as fam- and acceptance is enhanced through combin-
ing aspects of CBT and Zen practices. Thoughily and culture, and other environmental sys-

tems. To obtain an accurate understanding of CBT provides the technology of change, Zen
provides the technology of acceptance. Tothe client’s behavior, the DBT therapist must

assess these influences as well as biological and maximize therapeutic progress, the DBT thera-
pist continuously interweaves acceptance strat-psychological factors. Many clients live in or

interact with systems that reinforce problem- egies, which acknowledge the client as is in
the moment, and change strategies, which at-atic behavior or punish skillful behavior. For

example, the hospitalization of a client for sui- tempt to alter the client’s behavior. The ther-
apy strives to help the client understand thatcidal behavior may actually reinforce the be-

havior if the hospitalization provides desirable certain behaviors may prove both valid and
problematic. For example, a client who fearsconsequences such as more warmth and caring

from staff than the client received elsewhere not having sufficient skills to cope when the
therapist leaves town for a holiday is a validor fewer onerous responsibilities (e.g., finding

housing) that the client cannot otherwise avoid. response from a client who has few coping
skills and functions better when the therapistDecreasing the suicidal behavior may involve,

in part, the therapist and client working to di- remains in town. On the other hand, the client
must learn new skills to cope with the separa-minish the likelihood that hospitalization leads

to such desirable consequences. Alternatively, tion because the therapist will leave town. To
validate the client while also solving a prob-a client’s attempts to search for employment

may be punished by a family in which every- lem, the therapist may offer the client an extra
session prior to the holiday and then focus ex-one else lives on unemployment benefits. One

of the most critical interpersonal systems is, of clusively during that session on skills to help
the client cope with the therapist’s absence.course, the therapeutic relationship, which will

be discussed later.

Change
Opposition Dialectics stresses change as a fundamental as-

pect of reality. All therapies foster change, butDialectics also highlights the complexity of na-
ture by suggesting that reality is composed of they differ in the type and degree of change

they promote. As noted above, both behavior-opposing forces, the thesis and the antithesis,
in tension with each other. Development oc- ism and Zen discuss change, though in slightly

different ways. CBT promotes change by usingcurs as these oppositions proceed toward syn-
thesis, and as a new set of opposing forces interventions that require the client and/or the

therapist to actively change emotions, thoughts,emerges from the synthesis. In psychotherapy,
tensions can arise within the client, within the overt behavior, or the environment. In con-

trast, neither the Zen student nor the mastertherapist, between the client and therapist, or
between the client and/or therapist and the tries intentionally to change but instead mind-

fully observe experiences as they occur. Whereaslarger treatment system. Here we focus on
what Linehan has identified as the central the behavior therapist teaches the client how

to actively decrease dysfunctional behavior, theopposition for the therapist: the tension be-
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Zen master helps the student learn to observe of the relevant skills that they have learned dur-
ing skills training.how emotions, cognitions and urges, both

pleasant and aversive, naturally come and go
without any attempts to change them. Accord-
ing to Zen, everything is impermanent and APPLICABILITY
comes and goes like waves in the ocean.
Behavior therapy and Zen practice thus of- DBT was originally developed as an outpatient

treatment program for women who met criteriafer two approaches to change. For example,
whereas behavioral procedures can reduce sui- for BPD and had a history of parasuicidal be-

havior. Clients committed to an initial year ofcidal behavior by teaching the client how to
actively reduce suicidal urges, Zen practice treatment, which included weekly individual

therapy, weekly group skills training, and after-can reduce suicidal behavior by teaching the
client how to allow and observe the urges with- hours telephone consultation as needed. Ini-

tially, the treatment excluded individuals whoout acting on them. These behavioral and Zen
approaches to parasuicide reciprocally en- met criteria for schizophrenia, bipolar disorder,

substance dependence, and mental retarda-hance each other. On the one hand, an impor-
tant step in reducing suicidal urges is to in- tion, but included individuals who presented

with comorbidity for other disorders. Becausecrease awareness of those variables that control
the urges. On the other hand, if one observes treatment programs for substance dependence

often excluded borderline individuals, Linehanthe urges without reinforcing them through ac-
tion, the urges will naturally decrease over (Linehan & Dimeff, 1997) decided to develop

an adaptation of DBT to treat BPD womentime.
In addition to promoting change in the cli- who also met substance dependence or abuse

criteria. The randomized controlled trials (RCT)ent’s behavior, DBT allows therapists extensive
freedom to change their own behavior and demonstrating the efficacy of these treatments

will be discussed at the end of the chapter. Itsome aspects of the treatment’s structure. For
example, as the therapy relationship develops, is worth noting here, however, that these RCTs

all focused on women, so the applicability ofthe therapist may become willing to expand
various limits (e.g., willingness to accept phone the treatment to men remains an empirical

question. Clinical experience suggests that,calls, using examples of self as a coping model)
as one would expand limits in any other rela- perhaps with some treatment adaptations, men

can benefit from DBT as well.tionship over time. This natural change is al-
lowed to occur so that the therapeutic context Other clinicians and researchers have fo-

cused on adapting DBT for various treatmentmatches, as closely as possible, the “real world.”
Alternatively, such limits may also contract as settings. Pilot studies have examined the effec-

tiveness of DBT when applied to borderlinea result of changes in the therapy relationship
(e.g., client begins to phone the therapist too patients on psychiatric inpatient units (Barley

et al., 1993; Bohus, Haaf, Stiglmayr, Pohl,often or shares the therapist’s self-disclosure
with other clients) or the therapist’s life (e.g., Bohme, & Linehan, 2000) and in a high secu-

rity, forensic hospital (Low, Jones, Duggan,therapist has a baby, is studying for exams).
The therapist does not try to protect the client Power, & MacLeod, 2001). Though the results

of these studies generally favor DBT, the find-from natural change but instead tries to help
the client learn to cope with such change, ings must be replicated in more tightly con-

trolled trials before clear interpretations can beviewing such changes as opportunities for the
therapy to actively address deficits in the cli- made. Treatment developers are also begin-

ning to investigate adaptations of DBT for non-ent’s ability to adapt. For example, when group
skills trainers rotate into and out of an ongoing BPD psychiatric populations, including sui-

cidal adolescents (Miller, Rathus, Linehan,group, the trainers may directly target the cli-
ents’ distress by helping them to practice some Wetzler, & Leigh, 1997), men with histories of
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domestic violence (Fruzzetti & Levensky, 2000) develop a hierarchy of behaviors to target.
These target behaviors are as specific and asand the elderly with comorbid depression and

personality disorders (Lynch, 2000). The adap- clearly defined as possible. The target hierar-
chy is as follows: (1) decreasing suicidal (e.g.,tation with the most empirical support thus far

is group DBT for binge eating disorder, which parasuicide, suicidal urges, suicide threats) and
other imminently life-threatening behaviorshas reported positive results in a pilot study

(Telch, Agras, & Linehan, 2000) and an RCT (e.g., homicidal behaviors); (2) decreasing ther-
apy-interfering behaviors of both patient and(Telch, Agras, & Linehan, 2001).
therapist; (3) decreasing severe quality of life
interfering behaviors (e.g., other diagnostic dis-
orders, impulsive spending leading to bank-ASSESSMENT
ruptcy, behaviors leading to homelessness);
and (4) increasing behavioral skills such as dis-Regardless of the setting, pretreatment assess-

ments begin with a thorough diagnostic assess- tress tolerance, emotion regulation, interper-
sonal effectiveness, and mindfulness in orderment. Though DBT emphasizes the importance

of such assessments, however, the treatment to bring about skillful coping. The target hier-
archy guides the agenda of each session. Oncemaintains a behavioral view that suggests that

a diagnosis of BPD is simply a term that sum- the therapist and client have identified an epi-
sode of a behavior to target during a session,marizes a particular pattern of behaviors. If the

behaviors cease, so too does the diagnosis. Fur- they will conduct a thorough assessment of that
episode.thermore, DBT therapists approach the appli-

cation of the diagnosis of BPD from a utilitar- The identification of treatment targets high-
lights a tension between behavior therapy andian perspective. That is, DBT does not “believe

in” the diagnosis per se but uses it because it Zen and a paradox within Zen itself. Whereas
the behavior therapist helps the client to definehas been demonstrated to be effective. A diag-

nosis of BPD functions to predict the prognosis where the client wants or needs to go, the Zen
master helps the student to realize that the stu-of various types of treatments and allows the

therapist to develop a treatment plan. dent is already there. The paradox within Zen
is that, although one enters the practice toAfter establishing the individual’s diagnostic

suitability, pretreatment assessments focus on achieve enlightenment, the more one focuses
on enlightenment as a goal during practice,obtaining histories of the individual’s most se-

vere behaviors. Borderline individuals often pre- the less likely one is to experience it. The DBT
therapist balances requiring the client to worksent with severe behavioral dyscontrol, engag-

ing in multiple unsafe and or destabilizing on treatment targets with appreciating the cli-
ent’s inherent strengths. Of course, the thera-behaviors. A single individual may be parasui-

cidal, abuse substances, physically threaten pist must also attend to the many ways in
which attention to treatment targets can inter-others, and dissociate. Because BPD clients of-

ten engage in behaviors that either directly in- fere with achieving them. For example, the cli-
ent’s fears of not being able to stop drinkingterfere with therapy (e.g., not attending, not

completing homework, remaining mute) or may actually cause anxiety that leads to more
drinking.that lower the therapist’s motivation to provide

treatment (e.g., insulting the therapist, threat-
ening to complain about the therapist to man-
agement, stalking the therapist), an assessment CASE FORMULATION
of the individual’s past treatment experiences
may prove valuable as well. Formulation in DBT may be viewed as occur-

ring on two overlapping levels, a general caseFor clients at this stage of dysfunction, DBT
focuses on moving from severe dyscontrol to formulation and specific behavioral formula-

tions. The therapist first develops a formulationbehavioral control. The initial assessment of
the severe behaviors enables the therapist to of the case as a whole. Based on behavioral and
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dialectical principles and the bio-social theory, managed the emotions well. To conceptualize
emotion regulation, Linehan has incorporatedthe case formulation provides a general under-

standing of the development of the client’s be- the work of Gottman and Katz (1990), who
have suggested that emotion regulation requireshaviors and general guidelines for treatment.

This formulation slowly evolves across sessions the ability to (a) inhibit inappropriate behavior
related to strong negative or positive affect, (b)as the therapist first addresses the same prob-

lem in various contexts and then moves on to self-sooth physiological arousal induced by the
affect, (c) refocus attention away from the af-address other problems. Within a single ses-

sion, a therapist first selects an episode of the fect, and finally (d) organize one’s behavior to-
ward coordinated action to achieve the exter-client’s most severe behavior (e.g., cutting,

bingeing, dissociating) to target and then devel- nal goal (i.e., solve the problem that initially
elicited the affect).ops a behavioral formulation for that specific

episode. If the behavior reoccurs the following Though emotion dysregulation may cause
some form of psychiatric problems by itself,week, the therapist will develop a behavioral

formulation of the new episode, incorporating only when such dysregulation transacts with an
invalidating environment over a period of timeinformation from both an assessment of the

current episode and from past formulations. does BPD develop. An invalidating environ-
ment is “one in which communication of pri-Thus, the DBT therapist develops a single case

formulation that slowly evolves and a series of vate experiences is met by erratic, inappropri-
ate and extreme response” (Linehan, 1993a, p.behavioral formulations that may change more

quickly from session to session. 49). Such environments chronically reject or
otherwise punish the individual’s communica-
tion of private experiences (e.g., emotions, cog-

Bio-Social Theory nitions, physical sensations) or self-generated
behaviors and oversimplify the ease of resolv-To explain the development of the behaviors

associated with BPD, Linehan (1993a) pro- ing problems. For example, in response to a
child’s sadness and tears over a lost teddy bear,poses a bio-social theory in which BPD results

primarily from a disorder within the system of an invalidating environment might respond
with “What are you crying about? It was just aemotion regulation. She hypothesizes that the

problems with emotion regulation result from toy. If you want to cry, I’ll give you something
to cry about.” Furthermore, these environ-a dialectical transaction between a biologically

based proclivity toward emotion dysregulation ments then intermittently reinforce the escala-
tion of emotional behavior. For example, anand an invalidating social environment(s). This

hypothesis suggests that not only does the inter- invalidating environment may ignore expres-
sions of distress until it leads to suicide attempts,action of the individual’s biology and environ-

ment lead to problematic behaviors, but also substance dependence, or bulimic behavior.
Though borderline individuals first encounterthat the biology and environment reciprocally

influence each other such that the emotional invalidating environments during childhood,
many find themselves in such environmentsdysregulation creates more invalidation and vice-

versa. (e.g., marriages, employment, treatment sys-
tems) during adulthood as well.The pervasive emotion dysregulation experi-

enced by borderline individuals results from a The potential consequences of continual in-
validation include difficulties in effectively la-biologically based emotional vulnerability com-

bined with insufficient emotion regulation. Emo- beling and regulating emotions and distrusting
ones own experiences as valid responses. Intional vulnerability refers to a physiological pre-

disposition to be highly sensitive to emotional such environments, individuals learn to invali-
date their emotions, cognitions, urges, and otherstimuli, to respond intensely to such stimuli,

and to return slowly to a less emotional base- experiences and to scan the environment for
cues about their own internal experiences. Ad-line. Emotional vulnerability alone would not

necessarily prove problematic if the individual ditionally, the environment fails to adequately
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teach the individual how to solve problems, to skills training groups (Linehan, 1993b) as the
primary modality of enhancing capabilities. Inself-regulate, and to tolerate distress. Instead,

the environment teaches the individual to set general, the groups meet for 21⁄2 hours per
week during the initial treatment year. Theunrealistic personal goals and standards and to

respond severely to any perceived failure. Fi- DBT skills trainer teaches modules or sets of
skills that can be divided into those that pro-nally, the intermittent reinforcement of esca-

lated emotional reactions teaches the individ- mote change, consisting of the emotion reg-
ulation and the interpersonal effectivenessual to fluctuate between inhibition of emotions

and extreme emotional behavior. modules, and those that promote acceptance,
consisting of the mindfulness and the distressDBT requires formulations that employ prob-

lem solving and other strategies to address the tolerance modules. In skills training, the client
first learns a wide variety of skills and thenemotion dysregulation and the invalidating en-

vironment, as well as the resulting problematic works to integrate these skills into a repertoire.
The client’s job resembles that of a technicallybehaviors. DBT particularly focuses on teach-

ing and improving the motivation to use skills eclectic psychotherapist who may select from
a variety of techniques to solve a therapeuticthat foster emotion regulation. All clients attend

skills-training sessions on emotion regulation problem. For both, the key question is what is
effective in this situation.and distress tolerance. Meanwhile, therapists

attend to validating and otherwise reinforcing From an integrative perspective, the mind-
fulness skills may be of particular interest.the use of such skills, while trying to extinguish

extreme emotional displays and associated be- These skills teach clients to observe, describe
and participate without judgment, with a focushavior. These strategies are discussed in greater

detail in the section on problem solving. on the present moment and with an emphasis
on being effective. These skills help clients to
enhance their awareness of reality and are an
inherent part of the other skill modules. BeforeSTRUCTURE
one can change what is, one must first be
aware of what is. As one of their early assign-To enhance its adaptability, DBT is organized

around the tasks or functions addressed by, ments in the emotion regulation module, for
example, clients practice observing and de-rather than the modes employed by, the treat-

ment. There are five primary treatment tasks scribing the prompting event, interpretations,
facial expressions, actions, and so forth, associ-based on the capability deficit/motivational

model. These tasks consist of (1) enhancing ated with a particular emotional episode. Be-
coming aware of the many factors contributingclient capabilities, (2) improving client motiva-

tion, (3) generalizing client capabilities, (4) to a single emotional episode facilitates learn-
ing skills to change those factors and thus bet-structuring the environment, and (5) treating

therapists. The therapy’s dialectical model sug- ter manage the corresponding emotion.
gests that although tensions may arise amongst
the various tasks, the successful completion of

Enhancing Client Motivationany task depends on how well it is integrated
with the others. In addition to having a repertoire of skillful be-

havior, one must also have sufficient motiva-
tion to engage in skillful behavior. DBT thus

Enhancing Client Capabilities requires a second modality that focuses on im-
proving motivation. Again, a variety of modal-To address the assumed capability deficit, the

treatment first requires a modality that en- ities, including inpatient milieus (e.g., settings
that provide incentive systems, peer support/hances the client’s capabilities. Various modal-

ities, ranging from self-help books and videos pressure) and couples therapy and pharmaco-
therapy (e.g., anxiolytics may decrease fear thatto pharmacotherapy, may address this task.

Standard DBT employs psychoeducational inhibits interpersonal skills), may address this
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function. For example, DBT for substance Similarly, the treatment’s fourth function fo-
cuses on helping the client to structure theirabusers (Linehan & Dimeff, 1997) replaces il-

legal drugs with legal medications (e.g., metha- environment in a way that promotes progress
in other contexts.done for heroin users) to decrease the motiva-

tion to use the illegal drugs.
Standard DBT primarily addresses the task Enhancing Therapist Capabilities

of improving in individual psychotherapy, and Motivation
where the therapist conducts an extensive anal-

Finally, dialectical principles guide the treat-ysis of the factors that motivate the client’s be-
ment to also attend to the capabilities andhavior and employs various strategies to im-
motivation of DBT therapists. With difficultprove the client’s motivation. The individual
clients, in particular, the transaction betweentherapist also integrates the skills training de-
client and therapist may be such that the clientscribed above into the individual therapy (e.g.,
punishes therapeutic behavior and rewards iat-suggesting skills as solutions to problems, re-
rogenic behavior. Treating the therapist as wellhearsing the implementation of those skills and
as the client thus reinforces the dialecticalreinforcing the use of skillful behavior). Also, if
frame of the therapy by attending to the twothe client has a problem with the skills training
primary subsystems within the therapeutic con-group (or any other modality), the individual
text. Supervision or consultation meetings amongtherapist consults with the client as to how the
therapists usually address these issues.client can best solve the problem. Similarly,
In the community, one of the frequent con-the client could seek consultation from the

sequences of such a complex network of treat-group therapist regarding a problem with the
ment modalities and care providers is that ten-individual therapist.
sions arise amongst the providers. Therapists
on DBT consultation teams adhere to a set of

Ensuring Generalization agreements that seem to reduce the likelihood
and Structuring the Environment of such tensions. For example, the consulta-

tion-to-the-client agreement states that thera-Just as the DBT therapist does not assume that
pists do not instruct each other about how tothe client will have sufficient motivation to
interact with a client; instead, they coach theapply new skills, the therapist also does not as-
client on how to interact effectively with mem-sume that skills practice will automatically gen-
bers of the team. This removes one of theeralize from therapeutic settings to real-life set-
greatest causes of tension—psychotherapists ortings. The context of applying skills may differ
other treatment providers telling each othersubstantially from the context of learning skills,
how to do their jobs. The consistency agree-particularly in terms of the client’s degree of
ment states, in part, that all team membersemotional dysregulation and the environment’s
need not have a consistent response to a client.likelihood of providing a reinforcing response.
For example, a therapist covering for an indi-As a behavioral treatment, DBT emphasizes
vidual therapist on leave may provide morethe need for in vivo treatment so that learning
hours of phone availability but may hospitalizewill generalize beyond the therapeutic context.
more quickly if the client threatens suicide.Possible treatment modalities include inpatient
Such inconsistencies offer the client an oppor-milieus, occupational therapy and in vivo prac-
tunity to learn, with the therapist’s coaching,tice/exposure with the DBT therapist or a case
how to cope with the inconsistencies andmanager. Standard DBT provides clients with
changes occurring outside of therapy.the opportunity to phone or otherwise contact

a designated member of the DBT team for
brief coaching interventions between individ- METHODS AND TECHNIQUES
ual therapy sessions. These coaching interven-
tions generally function to help the client apply DBT is a technically integrative therapy that

embraces many different techniques adaptedskillful solutions to an immediate problem.
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from a variety of sources. Each technique, conducts a behavioral analysis, which involves
defining a behavior to target, conducting ahowever, must fit within the therapy’s theoreti-

cal framework. The primary techniques or chain analysis of that behavior, and identifying
the function and other variables that controlstrategies are organized into sets of pairs, with

one member of the pair most strongly empha- that behavior. Using the target hierarchy, the
therapist and client choose a specific incidentsizing change and the other most strongly em-

phasizing acceptance. A dialectical set of strat- of a defined behavior for a chain analysis.
When conducting a behavioral chain analysis,egies facilitates the synthesizing of the other

strategies. The relationship between the strate- the therapist addresses in detail all the links in
the chain from the environmental event thatgies resembles a figure skating pair in a rink.

The members of the pair have different steps, prompted the behavior through to the conse-
quences that followed the behavior. Links ofbut the steps must flow together and balance

each other, with one member’s moves enhanc- interest include the client’s cognitions, emo-
tions, sensations, urges, and overt behaviors.ing, not competing with, the moves of the

other. Attaining balance is difficult, of course, Because of the bio-social theory, emotional
links are of particular note. With respect to as-particularly as the balance point continuously

changes across clients and across time for a sin- sessing the consequences of the behavior, the
therapist is interested in both the short- andgle client. That the session is no longer prog-

ressing is the primary indicator that one or long-term psychological and environmental
consequences.more of the pairs of strategies have become im-

balanced. The most frequently used strategies, The following is an example of a brief chain
analysis of an overdose. A client asked her hus-which consist of problem solving, validation,

stylistic and dialectical strategies, are described band to spend more time with her. His refusal
precipitated an argument followed by his de-below.
parture. The client’s anger began to decrease
and be replaced by a sense of loneliness. This

Problem-Solving Strategies sense elicited thoughts that the husband would
never return and that she would not be able toDBT views the problem-solving strategies as

the central strategies for changing dysfunc- cope by herself. These thoughts then prompted
fear, which escalated over time as the clienttional behaviors. Within DBT, problem solving

targets a specific problematic behavior, applies continued to ruminate. The escalating fear led
to thoughts that she might go crazy, which leadbehavioral principles to understand that behav-

ior and focuses on current variables that main- the client to having suicidal thoughts and urges
and eventually to overdosing on prescribedtain the behavior. Furthermore, problem solv-

ing applies empirically supported interventions medication. Later, her husband found her un-
conscious and rushed her to the hospital. Dur-to treat the problematic behavior, integrates

multiple CBT procedures, and emphasizes be- ing her stay in the hospital, the nursing staff
was very validating, while her husband visitedhavioral rehearsal. Problem solving can be di-

vided into two interconnected components: (1) her often and apologized profusely for having
left during their argument. The client enjoyeda behavioral analysis, which assesses the pre-

senting problem(s), and (2) a solution analysis, her husband’s visits and hoped that things
would change when she returned home.which generates and implements more effec-

tive solutions in response to the problem(s). In the chain analysis, the therapist will at-
tempt to identify variables that control the be-
havior. Behaviorists particularly focus on fac-

Behavioral Analysis tors maintaining the behavior in the current
context as opposed to factors that initially de-As described above in the section on case for-

mulation, DBT emphasizes the development veloped the behaviors. DBT therapists also at-
tend particularly to the impact of affect, suchof a behavioral formulation within each ses-

sion. To achieve this formulation, the therapist as the anger, fear, and joy in the example
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above. Most importantly, chain analyses help therapist would apply exposure procedures. If
the skillful behavior has been either punishedthe therapist and client to gain insight into the

function of the target behavior. The client or not reinforced in the client’s environment
or problematic behavior has been reinforced,above overdosed with the intent of escaping

from extreme fear and the behavior functioned the therapist would apply contingency manage-
ment procedures. Finally, if maladaptive cog-in this way. She did not expect the nurses to

validate her, nor her husband to visit and apol- nitions interfere with skillful behavior, then the
therapist would use cognitive modification pro-ogize; she had expected to die, after all. This

couple, however, had a pattern of fighting, cedures. A single behavioral analysis usually of-
fers an opportunity to use several CBT inter-overdosing and repairing, such that overdosing

increased the time spent with her husband ventions.
Solution generation itself presents a prob-more effectively. Over time, the husband’s at-

tentive response to the suicidal behavior had lem for many borderline clients. As a result of
growing up in an invalidating environment,become a secondary function. Once the func-

tion(s) is identified, along with other control- some clients never received adequate model-
ing of how to generate solutions. Other clientsling variables in the chain, then the therapist

and client can generate alternative solutions have acquired the basics of solution genera-
tion, but the behavior remains weak or inhib-that will help the client to more effectively

achieve their goals. The behavioral analysis ited because in the past their solutions have
failed or have been punished by others. Forshould not stand alone but always be followed

by a solution analysis. example, when one client suggested higher ed-
ucation as a way to improve her quality of life,
her uneducated parents responded by asking

Solution Analysis “Who do you think you are? Do you think that
you are better than us?” To shape solution gen-A solution analysis involves generating, evaluat-

ing, and implementing more effective responses eration, the DBT therapist reinforces any rea-
sonable attempt by the client to generate solu-to problems. The first step, generating solu-

tions, requires the therapist and client to iden- tions and encourages the client to generate as
many solutions as possible before trying to eval-tify as many potential responses as possible.

Borderline clients frequently have a tendency uate potential solutions.
The behavioral analysis offers an opportu-to generate solutions that require someone else

(e.g., therapists, social services, family) to solve nity to demonstrate how a therapist and client
may generate multiple solutions for a single ep-the problem for them (Linehan, 1993a). For

example, one client’s only proposed solution to isode of behavior. Interpersonal effectiveness
skills may increase the likelihood that the cli-his drinking problem was to ask his psychiatrist

for mediation, and another’s only suggested so- ent’s husband agrees to spend more time with
her when she initially asks. To manage thatlution to forgetting therapy appointments was

to ask staff to remind him. To solve this prob- anger if the husband refuses, the client might
use emotion regulation skills and, to decreaselem, solution generation should particularly

search for options that require the client’s cognitions that perpetuate the anger, mindful-
ness skills. The therapist may also use cognitiveinvolvement.

DBT also searches for the opportunity to in- restructuring to change problematic cogni-
tions. Distress tolerance skills may decrease thetegrate a variety of CBT interventions. These

interventions include skills training, exposure, sense of loneliness, while mindfulness and/or
cognitive restructuring may decrease the subse-contingency management, and cognitive re-

structuring. If the client does not have the req- quent worry thoughts. With respect to address-
ing the fear, which provided the primary moti-uisite skills to solve the problem, the therapist

would teach the necessary skills. Alternatively, vation for the overdose, the therapist might
suggest a combination of additional emotionif skillful behavior in the client’s repertoire is

inhibited by unwarranted emotions, then the regulation skills and exposure. If these strate-
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gies fail and the client has urges to overdose, mally into the treatment rather than following
the more structured formats of traditional cog-having aversive contingencies in place may

help to prevent the client from acting. For ex- nitive and behavioral therapies. For example,
if a client avoids asking the therapist for helpample, in standard DBT, clients lose their tele-

phone privileges for 24 hours following an epi- because the client fears that the therapist will
respond with rejection, exposure would proba-sode of self-harm. Finally, in case the client

does overdose, the therapist and client might bly serve as the primary intervention. Prior to
the exposure, however, some interpersonalwant to change the current contingencies, par-

ticularly the husband’s response to the over- skills training might increase the likelihood
that the client asks for help in a way that thedose. Through consultation with the husband,

they may try to change the husband’s behavior therapist can reinforce, while a cognitive modi-
fication of expectations might increase the cli-such that he becomes more attentive when she

engages in skillful behavior and less attentive ent’s collaboration with the exposure proce-
dure. Finally, the therapist would reinforce thewhen she engages in suicidal behavior.

After generating solutions, the therapist and client’s appropriate request for help.
client must evaluate the potential efficacy of
the various solutions. The solution evaluation

Validation Strategiesshould attend to long-term as well as short-
term solutions. For example, many clients re- Balancing the focus of problem-solving strate-

gies on change, validation strategies focus onport that they parasuicide because it so imme-
diately reduces their negative affect. In the acceptance. Validation occurs when “the ther-

apist communicates to the patient that her re-long term, however, parasuicide creates more
problems that lead to more negative affect. The sponses make sense and are understandable

within her current life context or situation”evaluation should also identify potential obsta-
cle to implementing solutions. Like suicidal (Linehan, 1993a, pp. 222–223). There are at

least six levels of validation: (1) listening andclients (Williams & Pollock, 2000), borderline
clients seem to emphasize the potential nega- observing, (2) accurately reflecting, (3) articu-

lating the unverbalized, (4) validating in termstive outcomes of potential solutions. Though
this emphasis may result from an information of sufficient causes, (5) validating as reasonable

in the moment, and (6) treating the personprocessing bias, the client’s worries may also
result from an actual lack of skills related to as valid or being radically genuine (Linehan,

1997a).the solution, the anticipation or experience of
extreme affect, or the fact that the client’s natu- Levels 5 and 6 are most definitional of vali-

dation in DBT. Level 5 validation requires theral environment will punish or at least not re-
ward adaptive solutions. CBT interventions therapist to communicate how a client’s re-

sponse makes sense or is normal in terms ofcan again be used to resolve these obstacles.
Finally, the client and therapist select a set the current context, rather than in terms of the

client’s psychiatric disorder or learning history.of solutions and then implement those solu-
tions. If the solutions include new or difficult For example, in a response to a new client who

indicates some distrust of the therapist, theskills, the client rehearses those skills during
the session. This rehearsal strengthens the skills, DBT therapist might say, “It makes sense that

you have difficulty trusting me considering thatchallenges the client’s expectations of failure,
and allows the therapist and client to identify we have just met and you don’t know me well.”

Level 6 requires the therapist to interact withand solve problems that might interfere with
the successful implementation of the skills out- the client simply as a fellow human being,

rather than as a fragile or volatile individualside of therapy.
If the solutions include any of the other who is incapable of learning. For example, a

therapist may notice that a female client, whoCBT interventions, the therapist conducts the
appropriate procedures during the session. DBT complains that the male clients in her skills

training group stare at her, wears very revealinggenerally interweaves these procedures infor-
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clothing to group. If the therapist hypothesizes tachment to the client and that foster a collab-
orative relationship. Part of reciprocal commu-that the clothing contributes to the stares, a

radically genuine response would require the nication requires mindfully attending to the
client by noticing even subtle responses by thetherapist to share this hypothesis with the cli-

ent. The therapist may then validate both the client and by not allowing preconceptions or
judgments to interfere with the attention. Zenclient’s “right” to dress as she wants and the

normalcy of the male clients’ responses to her applies a similar responsive approach to achiev-
ing a state of the mind at rest: “Nothing carriesdress. These last two levels of validation most

clearly reflect the Zen emphasis on the current over conceptually or emotionally. . . . we do
not react out of a self-centered position. Wemoment, on searching for truth, and on the

inherent capability of discovering it. are free to apply our humanity appropriately in
the context of the moment according to theThough validation is an end in itself, it also

facilitates change. The theoretical develop- needs of people. . . .” (Aitken, 1982, p. 42).
In contrast to the reciprocal strategies, thement of validation was strongly influenced by

recent research indicating that the verification irreverent strategies include techniques de-
signed to attract the client’s attention and tem-of an individual’s beliefs about the self tends

to enhance the processing of new information porarily “unbalance” a client engaged in dys-
functional behavior. Procedures include reacting(Linehan, 1997b; Swann, Stein-Seroussi &

Giesler, 1992). This research indicates that in- matter-of-factly to a client’s extreme communi-
cation and directly confronting dysfunctionalterweaving problem solving with validation

might increase the likelihood that the client behavior. Therapists also reframe behaviors
and situations in unorthodox ways. For exam-will process the information provided by the

problem solving. For example, a therapist may ple, if a client commits to decreasing frequent
judgmental thinking, the therapist might re-validate the function of a target behavior (“It

makes sense that you want to stop feeling so spond to in-session judgmental statements by
lightheartedly saying “Did you notice that youanxious, and drinking is very effective at imme-

diately numbing your feelings”), challenge the were judging? We know that you already have
that skill, so you don’t need to practice it anyuse of the target behavior (“But drinking per-

petuates your anxiety in the long run”), and more. Let’s practice a skill that you don’t have
yet. Try just describing what happened.” Thethen suggest alternative skills to achieve the

same function (“We must find more effective irreverent strategies integrate techniques from
Whitaker’s (1975) irreverent style in familyways to help you decrease your anxiety”). In

addition to balancing problem-solving strate- therapy and were influenced by Ellis’s (1962,
1987) style in his rational emotive therapy. Thegies, validation may function directly as a change

strategy by providing information about what is irreverent strategies also reflect the style of un-
orthodox responses employed by Zen mastersvalid, modeling how clients can self-validate

and reinforcing skillful behavior. with their students (Braverman, 1989). Such
responses function to interrupt habitual think-
ing patterns that interfere with a student

Stylistic Strategies achieving enlightenment.
Stylistic strategies refer to the manner in which
the therapist interacts with the client. These

Dialectical Strategiesstrategies attend to the how, as opposed to the
what, of the therapist’s communications to the The dialectical strategies permeate the applica-

tion of all other DBT strategies. Dialecticalclient. The therapist balances the tension be-
tween two opposing sets of strategies, recipro- strategies refer both to a specific set of tech-

niques, which inherently include elements ofcal communication and irreverent communi-
cation. acceptance and change, and to strategies that

facilitate dialectical processes within the ses-The reciprocal strategies refer to those that
communicate the therapist’s interest in and at- sion (i.e., the development of syntheses in
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place of tensions). With respect to developing pist’s job to help the client to be as effective as
possible.syntheses, the therapist and client must attend

to the entire context of a problem, frequently
asking what has been forgotten or ignored. As
discussed above under dialectical assumptions, PROCESSES OF CHANGE
when tensions arise, the therapist and client
search for the validity of various viewpoints and As in other aspects of DBT, a dialectical per-

spective influences the understanding of thethe syntheses between them. The therapist also
responds to dialectical tensions by interweav- processes of change. Indeed, dialectics itself

may be viewed as a theory of change. As de-ing change strategies with acceptance strategies
(e.g., problem solving with validation, irrever- scribed earlier, change occurs continuously.

Thus, an individual’s behaviors will change, forence with reciprocal communication). Further-
more, the therapist must balance adherence to better or worse and regardless of whether the

individual receives treatment or not. The rolethe treatment manual with responsiveness to
the client, just as dancers must follow both the of treatment is to direct and propel change

along the most effective path toward a client’ssteps of the dance and the movements of their
partners. long-term goals and to facilitate the client’s ac-

ceptance of such change.Dialectical techniques all share an inherent
synthesis of acceptance and change. Though Dialectics highlights the occurrence of op-

positional positions and the creation of synthe-some of the techniques, such as metaphor
(Barker, 1985; Rosen, 1982) and “playing dev- ses between these positions. Indeed, the cre-

ation of such syntheses may be viewed as oneil’s advocate” (Goldfried, Linehan, & Smith,
1978), are traditional psychotherapy interven- mechanism of change. DBT itself was created

by integrating behavioral principles of learningtions, other techniques are adapted from East-
ern practices. For example, extending is a with Zen principles of acceptance. Insight and

behavioral rehearsal are two specific mecha-translation of a technique used in Aikido, a
Japanese martial art (Saposnek, 1980; Windle nisms of change that sometimes have been po-

larized. One or the other may prove sufficient& Samko, 1992). The therapist produces
change by “extending” or taking more seriously (e.g., interpersonal contingencies often shape

behavior out of awareness), but more often, thethan the client a problematic position origi-
nally taken by the client. The intent is to un- DBT therapist interweaves them to enhance

the impact of each. For example, insight aboutbalance the client so that the therapist can shift
the client away from the problematic position self-blaming thoughts may increase the client’s

motivation to rehearse more effective ways ofwithout direct confrontation that could pro-
duce conflict. The therapist joins with the cli- thinking. Finally, DBT incorporates several

theories regarding principles of learning (e.g.,ent, allows the behavior to progress naturally to
the point intended by the client, and then ex- classical conditioning, operant conditions), as

well as each theory’s corresponding techniquestends the behavior beyond the point intended
by the client. For example, a client may say, (e.g., exposure, contingency management).

Though the theories could compete with each“You are a horrible therapist, I’m going to write
a complaint about you,” with little intent of other, in DBT each theory and its techniques

solves a particular part of the clinical puzzle.writing a complaint but with the expectation
that the therapist will resist the client’s threat Principles to determine which solution fits

where were described in the section on solu-and will focus on repairing any damage to the
therapy relationship to prevent the client from tion analysis.

The emphasis in dialectics on the transac-writing. A therapist using extending, however,
would accept the client’s desire to write such a tional nature of development underlines the

importance of attending to the interdepen-letter and, extending the client’s threat, may
offer to spend the session time helping the cli- dence of mechanisms of change, as well as

to their opposition. The success of problem-ent to write the letter because it is the thera-
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solving strategies, for example, depends partly whole. In this way, DBT reflects a crucial ele-
ment of Zen that requires the student to prac-upon interweaving them with validation strate-

gies. Problem-solving strategies also rely upon, tice overcoming the delusions that interfere
with practicing Zen or attaining enlightenmentor at least support, each other. For example, a

client’s tolerance for behavioral and solution (Aitken, 1982). DBT therapists do not view
therapy-interfering behaviors simply as obsta-analyses depends on one following the other.

Either alone is experienced as invalidating or cles to be avoided or removed so that therapy
can proceed, but instead view them as exam-otherwise aversive. Examples of interweaving

the solutions themselves was described in the ples of the very behaviors that occur in clients’
lives outside of therapy and as the most imme-section on solution analysis.
diate opportunities to change problematic pat-
terns.
As within any system, tensions will arise be-THERAPY RELATIONSHIP

tween the therapist and client. Three examples
of tensions that occur between the therapistAdhering to dialectical principles, the DBT

therapist attends to the system of the therapy and the client are the client’s belief that taking
drugs is the solution, and the therapist’s beliefrelationship and to the tensions and the conse-

quent therapy-interfering behaviors that can that taking drugs is the problem; the client’s
belief that only hospitalization will prevent sui-arise. Although all psychotherapies, including

behavioral therapies (Meichenbaum & Turk, cide now, and the therapist’s belief that hospi-
talization may increase the probability of a fu-1987; Shelton & Levy, 1981) attend to the

therapeutic relationship, they vary in terms of ture suicide; and the client’s wish for more
contact with the therapist, and the therapist’show they view the role and nature of the rela-

tionship (Linehan, 1988). Dialectical princi- wish to observe natural limits. To resolve such
conflicts, the therapy searches for syntheses.ples specifically direct the therapist’s attention

toward transactions that occur within the thera- The most effective syntheses are generally
those that validate some aspect of both sidespeutic context and accept that the therapist is

part of and, therefore, influenced by the thera- of the debate and move toward more effective
behavior. For example, in the first examplepeutic context. The DBT therapist views ther-

apy as a system in which the therapist and cli- above, if the client considers drugs as a solu-
tion because they decrease overwhelming anxi-ent reciprocally influence each other. Thus,

the client’s experience of and behavioral re- ety, the therapy may achieve a synthesis by
identifying anxiety reduction as a valid therapysponses toward the therapist are examined for

their validity within the context of the current goal. With this as the accepted goal, drug
abuse would no longer be a valid solution, asrelationship and not only as transferences from

past relationships. it will tend, directly and indirectly, to increase,
not decrease, anxiety in the long term. TheJust as the therapist shapes the client’s be-

havior, so the client shapes the therapist’s be- therapy would instead focus on the client de-
veloping more skillful means to prevent andhavior. For example, one can easily imagine

that if a client became verbally aggressive every manage anxiety.
When therapy tensions have not been suc-time the therapist tried to address a presenting

problem, the therapist may become less likely cessfully resolved they often result in therapy-
interfering behaviors. For example, if a thera-to target that problem. In this scenario, the cli-

ent would have punished the therapist’s thera- pist simply confronted a client about the use
of drugs but never offered alternative solutionspeutic behavior, and the therapist may have re-

inforced the client’s aggressive behavior. It is that could achieve the client’s goal of regulat-
ing affect, the client may begin to lie to thethe borderline client’s tendency to shape the

therapist’s behavior in a detrimental direction therapist about drug use. When such behav-
iors occur, the therapist targets the behaviorthat necessitates the integration of therapist su-

pervision/consultation into the treatment as a and applies the problem-solving, dialectical,
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and other strategies described in earlier sec- been hospitalized twice. C reported no other
types of parasuicidal behavior but did meet crite-tions.

Though balancing, integrating, or synthesiz- ria for recurrent major depressive disorder, panic
disorder, and subclinical bulimia. C described aing may prove the most effective ways forward,

how to balance or integrate in any particular history of supportive therapy as helping “me to
feel better but nothing really changed.” She statedsituation is not always obvious or easy. Success

requires comprehensive and detailed assess- that she had not had any problems with the ther-
apy, but her past therapist had described her asments, rapid movement among the strategies,

and rigorous application of the therapy as a “dependent” and “occasionally manipulative”
within the therapy context.whole. Such demands can be intellectually

and emotionally exhausting for the therapist C identified several goals for therapy, includ-
ing no longer being suicidal, having a “better re-and client alike. The therapy can stop or even

reverse if the therapist then becomes emotion- lationship” with her husband, and “feeling better”
about herself. She initially contracted for 1 yearally dysregulated or cognitively distracted by

worries of what may happen next, by beliefs of treatment. The DBT therapist and client devel-
oped the following target hierarchy: (1) decreas-that the therapist should be able to find a syn-

thesis more easily, or by judgments that the cli- ing suicidal overdoses and urges to overdose; (2)
decreasing therapy-interfering behaviors; (3) de-ent should not have placed them in this situa-

tion in the first place. creasing bingeing and purging, panic attacks, and
depression; and (4) increasing skills, includingPerhaps the most crucial element in not be-

coming overwhelmed by the demands of ther- mindfulness, emotion regulation, distress toler-
ance, and interpersonal effectiveness skills. Theapy is conducting therapy as mindfully as pos-

sible. Mindfulness requires the therapist to therapy-interfering behaviors emerged over time
and included frequently phoning the therapistnonjudgmentally focus on the moment and

what is effective, to be aware of unmindful prior to the therapist’s out of town trips, missing
the session following the therapist’s trips, sobbingthoughts and urges, and to refocus on solving

the problem at hand. Also drawing from Zen when the therapist challenged passive problem
solving, and impulsively responding with “Thatpractice, the therapist strives toward balancing

compassion and detachment. Of course, thera- won’t work” to suggested solutions.
Several factors may have initially transacted topists also use for themselves any or all of the

skills and interventions that they teach their shape C’s problematic behavior. She was an only
child, whom her mother described as “colicky”clients.
and difficult to soothe as an infant. Her mother
had recurrent episodes of major depression
throughout the client’s childhood. C described

CASE EXAMPLE her relationship between her mother and father
as “conflicted.” Her father left the family when C
was 8 years old, though he maintained regular“C” is a woman in her late twenties who met cri-

teria for BPD. She had completed college and at but infrequent contact with her. Her mother ac-
cused the father of being an alcoholic, but C be-the beginning of therapy was a married home-

maker with no children. She was referred for lieved him only to be heavily drinking. She also
described occasional outbursts of anger. After fa-treatment following a suicide attempt by over-

dose. C reported a history of overdosing with var- ther departed, mother became more depressed
and irritable and less tolerant of any emotions ex-ying degrees of suicidal intent during the previous

3 years. On average, she overdosed every other pressed by C, though she never abused or ne-
glected C.month, but only half of these required medical

treatment. Early in her history of overdosing, most Though it would prove difficult to differentiate
the relative impact of nature versus nurture, someepisodes requiring medical treatment also led to

brief psychiatric inpatient stays, but during the of the sequelae of their transactions are clearer.
The client presented as emotionally vulnerable,year prior to entering DBT, the client had only
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with a particularly high reactivity to emotional session behavior, solve the problem, and return
to the original target. For example, when the cli-stimuli. Her mother failed to model coping with

emotions and tended to either ignore or other- ent sobbed in session, the therapist would usually
coach the client on mindfulness and emotion reg-wise punish C’s emotional communications un-

less they became extreme (e.g., sobbing). C be- ulation skills until the client had stopped sobbing
and would then proceed with engaging the clientlieved that her father used alcohol to manage his

emotions but also remembers that he did try “to in actively solving problems related to the origi-
nal target. This response not only encouraged thereassure” her when she worried. When possible,

he would also solve problems for her (e.g., finan- client to use skills, but it also functioned as a con-
tingency management intervention in which thecial). C learned to inhibit her emotions as much

as possible, to become extreme when she failed therapist did not reinforce the client’s avoidance
(via sobbing) of active problem solving.to manage them, and to depend on others to

solve problems. Also, she did not learn either to After selecting a target behavior, the therapist
and client completed behavioral and solutiontolerate or to resolve interpersonal conflict. These

patterns were maintained in her relationship with analyses of the target behavior. An example of a
behavioral analysis and the corresponding solu-her husband.

The client received all of the traditional DBT tion analysis for one of C’s overdoses is provided
above in the section on problem solving. Most ofmodalities during the first year of treatment. She

attended individual psychotherapy and group her overdoses were precipitated by a disagree-
ment with her husband that led to strong emo-skills-training regularly, missing approximately

eight sessions of each modality during the course tions, with fear as the predominant emotion. So-
lution analyses included the full range of skillsof the first year. She also regularly used after-

hours phone contact for skills coaching. When and other interventions, with mindfulness and
emotion regulation seemingly the most crucialthe therapist became aware of the extent to which

the husband’s responses influenced C’s motiva- skills. Major therapy-interfering behaviors and
quality-of-life–interfering behaviors received sim-tion, the therapist and C arranged several couple

sessions with the husband. These sessions fo- ilar treatment. For example, panic attacks some-
times occurred in the chain leading to overdos-cused on changing the husband’s responses that

reinforced target behaviors, particularly over- ing, and if so they received treatment like other
links in the chain. In the absence of overdosingdoses and panic attacks. These sessions appeared

effective, in part, perhaps, because the husband or strong urges to overdose, panic attacks often
served as the primary target. Analyses of this be-shared his wife’s treatment goals and was moti-

vated to help. Her psychiatrist had prescribed a havior revealed a similar chain of events. Stan-
dard behavioral treatment, interwoven with mind-variety of antidepressants and anxiolytics prior to

C’s entry into DBT. By the end of the treatment fulness skills, served as the main intervention for
the panic attacks themselves, while a range ofyear, C had stopped using anxiolytics.

During each individual therapy session, the skills and interventions, similar to those used to
treat overdosing, addressed the other links in thetherapist and client targeted the highest behavior

in the hierarchy that had occurred during the past chain.
By the end of 1 year of treatment, C had be-week. If C had not overdosed or had strong urges

to overdose during the past week, the therapy come notably more stable. She had not required
hospitalization at any time during the year. Dur-usually focused on one of the quality-of-life–

interfering behaviors. Therapy-interfering behav- ing the last 4 months of the year, she only infre-
quently had a strong urge to overdose and neveriors topped the agenda only in the case of missing

a session or phoning beyond the therapist’s limits. acted on this urge. C stopped missing sessions in
response to the therapist’s traveling and very sel-Other therapy-interfering behaviors, such as sob-

bing or passive problem solving, usually occurred dom exceeded the therapist’s limits on telephone
calls. The frequency of panic attacks decreasedwhile targeting suicidal or quality-of-life–interfer-

ing behaviors. If these behaviors occurred, the from weekly to monthly, and their intensity and
duration were significantly less. Bingeing andtherapist would briefly shift the focus to the in-
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purging decreased in a similar way. By the end of conducted an RCT comparing standard DBT
to a predominantly CBT control condition.the year, C reported a notable decrease in depres-

sion, as measured by the BDI, though her score The participants were female veterans who met
criteria for BPD, only 40% of whom had a re-remained within the clinical range. C decided to

renew her treatment contract for another year, cent history of parasuicidal behavior. After 6
months of treatment, DBT participants had aand during this second year the treatment focused

on continuing to decrease quality-of-life–interfer- significantly greater reduction in suicidal ide-
ation, depression, hopelessness, and anger ex-ing behaviors and to increase skillful behavior. By

the end of the year, the bingeing, purging, and pression than TAU participants. The two con-
ditions did not differ with respect to treatmentpanic attacks had stopped. C no longer met crite-

ria for major depression but did have occasional retention (DBT = 77% vs. TAU = 82%), para-
suicidal acts, anger experienced, and dissocia-periods of “low mood.” The therapy also moved

into a more advanced stage of treatment where tion.
Second, Linehan and colleagues (Linehan,targets included emotionally processing issues

from her childhood, finding and maintaining em- Schmidt, Dimeff, Craft, & Kanter, 1999) con-
ducted an RCT to compare the efficacy ofployment, and improving the way she related to

her husband. Therapy ended after 2 years be- modifications to standard DBT for the treat-
ment of substance abusers. The participants incause the therapist relocated.
this trial were women who met criteria for
BPD and either substance abuse or substance
dependence. After 1 year of treatment, DBT
participants had significantly greater reduc-EMPIRICAL RESEARCH
tions in substance abuse compared to TAU
participants. The treatment retention rate wasThe initial randomized, controlled trial (RCT)

of standard DBT compared 1 year of the ther- 55% for DBT and 19% for TAU. The condi-
tions did not differ with respect to psychiatricapy to treatment-as-usual (TAU) in the com-

munity (Linehan, Armstrong, Suarez, Allmon inpatient treatment, anger, social functioning
or global functioning. During a 4-month follow-& Heard, 1991; Linehan, Tutek, Heard &

Armstong, 1994). The participants were women up, however, DBT participants had signifi-
cantly greater gains in global and social adjust-who met criteria for BPD and had a recent his-

tory of parasuicidal behavior. The results sug- ment, as well as significantly greater reductions
in substance abuse.gested that after 1 year, participants receiving

DBT had significantly fewer parasuicides, less Third, Linehan and colleagues (Linehan et
al., 2002) completed an RCT that examinedmedically severe parasuicides, higher treat-

ment retention rates (DBT = 83% vs. TAU = the efficacy of DBT for women who met crite-
ria for BPD and opioid dependence. All partic-42%), fewer psychiatric inpatient days, lower

anger, and higher social and global function- ipants received levomethadyl acetate hydro-
chloride (LAAM) as replacement medication,ing. The two groups did not differ, however,

with respect to depression or suicidal ideation. while half received DBT and the other half re-
ceived a control treatment consisting of Com-Additional analyses have suggested that DBT

may also be a cost-effective treatment (Heard, prehensive Validation plus 12-Step program
(CVT+12S). The control treatment consisted2000). Outcome results were weaker but gener-

ally maintained during a 1-year follow-up (Line- of individual therapy and Narcotics Anony-
mous meetings. Individual therapists used allhan, Heard, & Armstrong, 1993). Linehan and

colleagues are currently attempting to replicate of the DBT acceptance-based strategies (e.g.,
validation, reciprocal communication, and en-the initial trial, though with a more rigorously

designed controlled condition. vironmental intervention) as their primary strate-
gies and used problem solving only to reduceFour other RCTs examining the efficacy of

DBT for BPD have been completed. First, imminent suicide risk and to ensure treatment
attendance and medication compliance. TheKoons and colleagues (Koons et. al., 2001)
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control treatment also encouraged participants some outcomes studies suggest possible ave-
nues for future exploration. For example, theto meet weekly with a 12-Step sponsor and to

attend as many NA meetings as possible. The positive outcome for the CVT+12S condition
in the RCT for BPD heroin addicts (Linehanresults of this trial suggested that both treat-

ments effectively reduced opioid use. Interest- et al., 2002) suggests that validation may be an
important mechanism of change, either directlyingly, the Validation plus 12-Step participants

were more likely to remain in therapy (DBT = or indirectly by increasing the likelihood that
the client remains in treatment long enough64% vs. CVT + 12S = 100%), but the DBT par-

ticipants were more likely to maintain treat- for other mechanisms to have an effect. Simi-
larly, an early RCT (Linehan, Heard, & Arm-ment gains.

Finally, van den Bosch and colleagues (Ver- strong, 1995) revealed that simply adding DBT
skills training to standard community psycho-heul, van den Bosch, Koeter, de Ridder, Stij-

nen, & van den Brink, 2003) examined the therapy produced no more improvement than
standard community psychotherapy alone.efficacy of 12 months of DBT versus treatment

as usual for borderline women referred through Though this indicates that therapists should
not abstract DBT skills training from the resteither addiction or psychiatric services. At the

end of this trial, DBT participants had signifi- of the treatment, it also highlights the need for
research regarding the relative importance ofcantly higher treatment retention rates (DBT =

63% vs. TAU = 23%) and greater reductions in skills training within DBT as a whole.
Although DBT has become widely dissem-self-mutilating and self-damaging impulsive

behaviors (e.g., substance misuse, binge eating, inated, little research has been conducted to
examine the efficacy of the dissemination. Onegambling) when compared to TAU partici-

pants. Additional analyses suggested that DBT study (Hawkins & Sinha, 1998) examined the
impact of introductory and advanced educa-had the greatest impact on self-mutilating be-

havior among those patients who had reported tion in DBT on clinician’s DBT conceptual
knowledge. The study reported that perfor-higher baseline frequencies for the behavior.
mance on an examination of DBT knowledge
correlated specifically with DBT training. The
study also reported that background educationFUTURE DIRECTIONS
generally did not predict performance, except
that psychologists scored significantly higherFuture directions for DBT may be roughly di-

vided into three pathways: development of the than other professions. More research is needed
to determine which types of training (e.g.,treatment, dissemination to clinicians, and de-

livery in clinical settings. With respect to treat- workshops, consultation, supervision) produce
the most adherent therapists and which thera-ment development, research will need to occur

in several areas, including continued evalua- pists will most likely benefit from the training.
Finally, the delivery of DBT in clinical set-tion of the treatment’s efficacy, examination of

the mechanisms of change, and determination tings offers many research opportunities to con-
sider the effectiveness of the treatment. Relatedof predictors of outcome. Efficacy research

should include RCTs evaluating the efficacy of to the issue of dissemination, effectiveness re-
searchers must ask whether therapist or pro-DBT for BPD in inpatient and forensic set-

tings. Pilot studies have provided promising re- gram adherence predicts outcome. The com-
pleted RCTs have adherence data, but it issults, but without randomized controls those

results remain open to numerous interpreta- correlational rather than experimental and does
not provide a clear picture. Effectiveness re-tions. It may also prove useful to examine the

efficacy of DBT in treating some of the comor- searchers must also consider the cost implica-
tions of DBT. The first RCT provided favor-bid disorders (e.g., eating disorders, dissocia-

tion) with which BPD clients present. able cost-effectiveness data (Heard, 2000), but
subsequent studies have not analyzed this typeThough no studies have examined the

mechanisms of change in DBT, the results from of effectiveness. More problematic, none of the
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RCTs have included male participants. Be- Goldfried, M. R., & Davidson, G. C. (1976). Clini-
cal behavior therapy. New York: Holt, Rineholtcause men who meet criteria for BPD do pre-

sent in clinical settings, they should be included & Winston.
Goldfried, M. R., Linehan, M. M., & Smith, J. L.in effectiveness studies. Finally, research should

attend to the impact of the treatment on thera- (1978). The reduction of test anxiety through
cognitive restructuring. Journal of Consultingpists as well as on the clients. In the long run,

a therapy will succeed only if therapists are mo- and Clinical Psychology, 46, 32–39.
Gottman, J. M., & Katz, L. F. (1990). Effects oftivated to apply it.

marital discord on young children’s peer inter-
action and health. Developmental Psychology,
25, 373–381.
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Integrative Psychotherapy
with Culturally Diverse Clients

ALLEN E. IVEY AND JEFF E. BROOKS-HARRIS

The purpose of this chapter is to describe an turally diverse clients: multicultural therapy
and multicultural development.integrative approach to psychotherapy with cul-

turally diverse clients. Although the psycho-
therapy integration movement and the multi-
cultural counseling movement have developed INTEGRATIVE APPROACH
along parallel paths during the past few de-
cades, there has been relatively little dialogue
between the two groups. One of the few de- Multicultural Therapy

Multicultural Counseling and Therapy (MCT)scriptions of integrative multicultural psycho-
therapy was written by Franklin, Carter, and is a theory about working with culturally di-

verse clients and understanding the role of cul-Grace (1993), who proposed an integrative mul-
tisystem/racial identity perspective for working ture in human development and behavior. In

the 1970s, many writers in the mental healthwith Black/African Americans. This multisys-
tems approach took into account the role of field concluded that, “counseling has failed to

serve the needs of minorities, and in someintrapsychic dynamics, family systems, socio-
cultural influences, economic resources, and cases, proven counterproductive to their well-

being” (Atkinson, Morten, & Sue, 1979, p. 11).community. These authors concluded that
both a client and therapist’s racial identity de- This conclusion was based on the observation

that “minorities are diagnosed differently andvelopment has a crucial impact on their thera-
peutic interaction. The current chapter will receive ‘less preferred’ treatment than do ma-

jority clients” (Atkinson, Morten, & Sue, 1979,embrace these themes of culture, identity, and
integration by exploring two interrelated lines p. 11). In 1982, Sue and colleagues proposed

the first set of multicultural counseling compe-of thought related to psychotherapy with cul-

321
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tencies that described specific beliefs, skills, to integrate multicultural ideas and strategies
with other theoretical approaches are drawnand knowledge that culturally competent ther-

apists should possess. In 1991, Pederson hailed from a new model of psychotherapy integration
called, Multitheoretical Psychotherapy (MTP;multiculturalism as a fourth force in psycho-

therapy, complementing the three traditional Brooks-Harris, in press). MTP identifies cul-
tural contexts as one of seven elements in aforces of psychodynamic, behavioral, and hu-

manistic psychotherapy. In 1995, the Hand- multidimensional model of human function-
ing that can be used to establish an interactivebook of Multicultural Counseling (Ponterotto,

Casas, Suzuki, & Alexander, 1995, 2000) sum- focus in psychotherapy.
marized the progress of the field. In 1996,
MCT was described as a formal theory with six

Multicultural Developmentpropositions, each with numerous corollaries
(Sue, Ivey, & Pederson, 1996). Developmental Counseling and Therapy (DCT;

Ivey, 1986/2000, 1991/1993; Ivey, Ivey, Myers,Our description of MCT in this chapter will
be organized around the six propositions de- & Sweeney, 2004) is an integrative method for

understanding and facilitating the process ofscribed by Sue et al. (1996). The first proposi-
tion of multicultural theory describes MCT as cultural identity development. DCT is an inte-

grative approach to psychotherapy organizeda metatheory:
around Piaget’s stages of development: “Devel-

MCT theory is a metatheory of counseling and opmental therapy focuses on both the process
psychotherapy. A theory about theories, it offers and outcome of development and suggests spe-
an organizational framework for understanding cific therapeutic techniques that may be em-
the numerous helping approaches that human- ployed to facilitate growth and change” (Ivey,
kind has developed. It recognizes that theories of 1986/2000, p. 11). DCT was one of the first
counseling and psychotherapy developed in the integrative models to address culture as a cen-Western world and those helping models indige-

tral concern of psychotherapy: “One of the im-nous to non-Western cultures are neither inher-
portant tasks we as helpers face is sorting outently right or wrong, good or bad. Each theory
what are the individual and what are the cul-represents a different worldview. (Sue et al., 1996,
tural artifacts of the developmental process” (Ivey,p. 13)
1991/1993, p. 200). In this chapter, DCT will
be described as a method for facilitating cul-When MCT is used as a metatheory, each the-

oretical orientation can be seen as embedded tural identity development, which is a crucial
aspect of integrative psychotherapy for cultur-in a distinct cultural context. Because of the

cultural values that are reflected in each the- ally diverse clients. Therefore, DCT provides a
complementary and very practical approachory, approaches that were developed within

one cultural context may not readily translate that is useful in implementing many aspects of
MCT.to another. Using MCT as a metatheory helps

psychotherapists recognize the cultural values
that are inherent to different theories and to
make conscious choices about intervention ASSESSMENT
strategies that match the cultural values of indi-
vidual clients. Multicultural theory insists that assessment in

psychotherapy must take into account the cul-Integrative psychotherapy with culturally di-
verse clients synthesizes important concepts tural experiences and contexts that shape cli-

ents’ identities. From the perspective of multi-from psychotherapy integration with key prop-
ositions from multicultural theory. This in- cultural integration, a psychotherapist should

assess the way that cultural contexts interactcludes efforts to address the role of culture
within integrative models of psychotherapy and with other dimensions of functioning.

Individuals develop within a cultural con-to integrate MCT with other approaches to
psychotherapy. Many of the ideas about how text. Consciousness of self in social context is



Integrative Psychotherapy with Culturally Diverse Clients 323

central and essential. The individualistic word view, cultural variables that should be assessed
(for both clients and their families) are psycho-self is replaced by self-in-context, self-in-relation,

person-in-community (Ogbonnya, 1994), and logical mindedness, attitudes toward helping,
and level of acculturation, as well as the fam-being-in-relation (Jordan, Kaplan, Baker-Miller,

Stiver, & Surrey, 1991). MCT points out that ily’s attitude toward acculturation (Grieger
& Ponterotto, 1995). Multicultural assessmentinternal emotional distress is often related to

external stressors. So-called disorder is often a should include measurement of group identity
variables, like cultural orientation, in order toreaction to disordered social conditions such as

racism and oppression (Ivey & Ivey, 1998). Un- decide whether culture-specific assessment tech-
nologies are appropriate for a particular clienttil psychotherapy recognizes the centrality of

contextual issues and reconstructs the idea of (Dana, 1993). By assessing these cultural vari-
ables, integrative psychotherapy can be adapt-the self, it will be difficult to work with the

underlying oppression faced by many of our ed to the cultural needs and expectations of
diverse clients and psychotherapists can assureclients. MCT’s proposition in this area states:
that assessment has been sensitive to the cul-
tural background of individuals.Both counselor and client identities are formed
Multicultural therapy involves locating cul-and embedded in multiple levels of experiences

ture within a multidimensional model. The(individual, group, and universal) and contexts
MCT proposition that therapist and client(individual, family, and cultural milieu). The to-

tality and interrelationships of experiences and identities are formed and embedded in multi-
contexts must be the focus of treatment. (Sue et ple levels of experience can be compared to
al., 1996, p. 15). the recognition of multidimensionality found

in some models of psychotherapy integration.
For example, Lazarus’s (1997, this volume)This important proposition of MCT reminds

us that we need to see the individual in social Multimodal Therapy describes seven modal-
ities of functioning: behavior, affect, sensation,context. Another way to think about this issue

is whether or not the problem is in the person imagery, cognition, interpersonal relationships,
and biological processes. Similarly, Prochaskaor in the social context. MCT argues that we

cannot understand the person without an ap- & DiClemente’s (1992, this volume) Transthe-
oretical Approach describes five levels of change:propriate balance of person and environmental

issues. Therefore, assessment with culturally di- symptom/situation problems, maladaptive cog-
nitions, current interpersonal conflicts, familyverse clients must focus on the external envi-

ronment as well as the individual’s experience systems conflicts, and intrapersonal conflicts.
Although these models of integration are orga-of the environment.

From the perspective of multicultural the- nized around important dimensions of human
functioning, neither recognize the role of cul-ory, one of the most important contextual is-

sues is oppression. Locke (1992) pointed out ture. In order to integrate MCT with other
forms of psychotherapy, culture needs to bethe centrality of racism and prejudice in coun-

seling and defined racism as the combination recognized as a crucial dimension that shapes
human functioning and can be the focus ofof prejudiced beliefs with the power to enact

those beliefs. Therefore, multicultural assess- psychotherapeutic interventions.
Figure 15.1 depicts a multidimensional mod-ment should include looking at clients’ experi-

ences with prejudice and racism. For example, el of human functioning drawn fromMultithe-
oretical Psychotherapy (Brooks-Harris, in press).what may appear as dysfunctional behavior in

the dominant culture may best be understood Acknowledging the relationship between cul-
tural contexts and other dimensions of humanas a reaction to prejudice or racism.

Multicultural assessment can be used to un- functioning creates a way for integrative thera-
pists to assess the impact of culture on clients.derstand clients’ worldview or to ensure that

traditional assessment instruments are appro- Once cultural variables such as worldview and
acculturation have been assessed, multiculturalpriate. In order to understand a client’s world-
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FIGURE 15.1 Multidimensional Model of Human Functioning

but also by the dynamics of dominant-subordi-integration involves assessing the way that cul-
nate relationships among culturally different groups.ture impacts psychological dimensions such as
The level or stage of racial/cultural identity de-thoughts, actions, feelings and the way culture
velopment will both influence how clients andinteracts with other contextual dimensions
counselors define the problem and dictate whatsuch as biology, interpersonal patterns, and so-
they believe to be appropriate counseling/ther-cial systems. apy goals and processes. (Sue et al., 1996, p. 17)

The therapist must remember that identity
is shaped by contextual dimensions such as The developmental framework for multicul-family, community, and society (Franklin, Car- tural theory rests in cultural identity theoryter & Grace, 1993; Ivey, Ivey, Myers, & Sweeney, (Cross, 1971, 1991, 1995; Thomas, 1971). Cross2005). Multicultural therapy involves assessing and Thomas independently generated culturalthe impact of culture on all other dimensions identity theory as they observed cognitive/emo-of human functioning. A multidimensional, tional development among African Americansmultitheoretical perspective acknowledges the who experienced the Black identity movementimpact of microsystems, like interpersonal pat- of the 1960s. They both recognized a Blackterns and social systems, and the cultural mac- consciousness or racial identity starting in arosystem on the current experience of humans naı̈ve embedded awareness that was then shaken(Bronfenbrenner, 1979). by the discrepancies encountered in a racist

society.
The most influential model has been that

FORMULATION of Cross, who describes the following states
and/or stages.An essential part of multicultural formulation

is to understand the development of cultural
• Preencounter. The individual may be lockedidentity. The third proposition of multicultural
into a White perspective and devaluestheory highlights the importance of identity de-
and/or denies the vitality and importancevelopment:
of an African American worldview. The
goal of some African Americans who takeCultural identity development is a major deter-
this perspective may be to be as “White”minant of counselor and client attitudes toward
as possible.the self, others of the same group, and the domi-

• Encounter. The African American meetsnant group. These attitudes which may be mani-
the realities of racism in an often emo-fested in affective and behavioral dimensions, are

strongly influenced not only by cultural variables, tionally jarring experience. This perturbs
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one’s former consciousness and often lives. Therefore, a multicultural formulation
based on a description of a client’s stage ofleads to significant change.

• Immersion-emersion. The discovery of identity development can be an important
foundation for integrative psychotherapy withwhat is means to be African American

and valuing blackness become important, culturally diverse clients.
Because development of identity and aware-while often simultaneously denigrating

Whites. Emotions can run strong with ness is such an important part of a multicul-
tural formulation, it is helpful to include a de-pride in one’s culture and anger at others.

This is often a stage of action for African- velopmental formulation to complement the
multicultural formulation. Developmental Coun-American rights.

• Internalization. A more internalized re- seling and Therapy’s cognitive/emotional de-
velopment rests in a postmodern interpretationflective sense of self-confidence develops

and emotional experience is more calm of the Swiss developmental epistemologist, Jean
Piaget (see especially Piaget, 1926/1963). DCTand secure. This is often featured by “psy-

chological openness, ideological flexibil- emphasizes that development occurs over the
life span, that Piagetian constructs reappear inity, and a general decline in strong anti-

White feelings” (Parham, White, & Ajamu, adolescent and adult learning but always in so-
cial context. Whereas cultural identity theories1999, p. 49). However, the strength of

commitment to the African-American tend to focus on specific groups, DCT takes a
narrative approach to the evolution of con-world may even be stronger. Later, Cross

(1995) suggested a fifth stage, very similar sciousness. Individuals (and families and groups)
have life stories that they tell about themselves,to internalization with the addition of a

commitment to action and social change. guiding the way they think and behave.
DCT theory asserts that clients come to psy-

chotherapy with varying levels of consciousnessA large number of researchers have vali-
dated the sequential stages of cultural identity or meaning-making systems used to understand

their world. These consciousness orientationsdevelopment in many cultural settings and ex-
tended it to other groups. Important among lead to different styles of thinking and be-

having. No one type of consciousness is best,these have been Atkinson, Morten, and Sue’s
(1993) general theory of cultural identity devel- although more states and stages permit more

possibilities for thought and action. Meaning-opment; Hardiman’s (1982) description of White
identity development; and Helms’s (1990, 1995) making can be equated with the development

of consciousness. DCT describes four episte-model of African-American and White identity
development. Although the language varies, mological styles or stages of consciousness that

have interesting parallels to cultural identitythe general sequence of development iden-
tified by Cross remains consistent in these theory.
emerging models.
Initially, cultural identity theory focused its • Sensorimotor consciousness. The client is

often embedded in direct experience.central effort on expanding awareness of one’s
racial/ethnic identity. Increasingly, we are find- What is seen, heard, and felt is central.

External reality can direct inner experi-ing identity theories focused on other multicul-
tural issues. Cass (1979, 1984, 1990), Marsza- ence with little or no reflective conscious-

ness. Cognition and emotion are oftenlek (1998), and Marszalek and Cashwell (1998)
have developed theories of gay and lesbian not separated. The person may not be

fully able to separate self from situation.identity development. Ivey, D’Andrea, Ivey, and
Simek-Morgan (2002) suggested that many • Concrete/situational consciousness. People

again are focused on external reality butgroups (e.g. women, cancer survivors, the peo-
ple with disabilities, and Vietnam veterans) go can talk about their issues with a “sub-

ject–object” orientation. Expect concrete,through parallel issues of identity as they dis-
cover the power of context in their individual detailed stories of issues. Emotions are
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now separated from cognition, but reflec- nition of culture helped the field recognize
that multiculturalism is applicable to all clientstion is not prominent.

• Formal/reflective consciousness. The client and that psychotherapy should always address
the role of culture. Although MCT suggestsis able to reflect on experience, cogni-

tions, and emotions. Much traditional ideas that are applicable to all psychotherapy
relationship, it does not suggest a prescribedpsychotherapy theory rests here (e.g., “re-

flection of feelings”). Individuals are able structure. Therefore, integrative psychotherapy
with culturally diverse clients can take manyto notice and think about patterns. Action

on the world, often associated with the forms. Most multicultural therapists have con-
cluded that multiculturalism should comple-concrete and dialectic styles, tends to be

overlooked. Reflective people are often as ment rather than compete with traditional
theories (Corey, 1996; Pederson, 1991). In de-sure of what they think and feel as those

who are concrete—while both may fail to scribing integrative psychotherapy with African
Americans, Franklin, Carter, and Grace (1993)think about the assumptions on which

their thoughts and actions are based. concluded that psychotherapists should inte-
grate various theoretical models when treating• Dialectic/systemic. Two major concepts

illustrate this style of meaning-making: Black clients. Therefore, the only prescription
is an ongoing attempt to see how culture im-multiperspective thought and awareness

of self-in-context. People who think from pacts clients’ thoughts, actions, and feelings, as
well as shapes interpersonal and systemic rela-this perspective are able to view informa-

tion and emotions from several points of tionships.
In this respect, assimilative integration pro-view and to examine and challenge their

own assumptions. Though it is possible to vides a useful way to think about integrative
psychotherapy with culturally diverse clients.become enmeshed in complex thought,

action on oneself and systems is often im- Messer (1992, p. 151) described assimilative
integration as an approach that favors a firmportant.
grounding in one system of psychotherapy, but
with a willingness to incorporate ideas or strate-A formulation based on multicultural devel-

opment involves assessing and understanding gies from other approaches. When assimilative
integration is practiced, techniques from di-cognitive/emotional ways clients make sense of

what is happening. Once a client’s preferred verse sources are adapted within the psycho-
therapist’s primary theoretical framework. Forlevel of meaning making has been identified,

the psychotherapist “joins clients where they example, Messer (1992) described the way that
a Gestalt empty-chair technique could beare” in their cognitive/emotional understand-

ing and assists expansion of development both adapted to behavioral therapy by focusing on
external behavior rather than internal expe-vertically and horizontally. These levels of

identity development and cognitive/emotional rience. Other chapters in this Handbook de-
scribe assimilative psychotherapy based on psy-consciousness will be revisited later as a way to

guide the choice of methods and techniques. chodynamic (Stricker & Gold, this volume)
and cognitive-behavioral theories (Castonguay,
this volume). The recognition that culture is
relevant to all psychotherapy relationships sug-APPLICABILITY AND STRUCTURE
gests that MCT may be used as a foundational
theory for assimilative integration.Early descriptions of multicultural therapy fo-

cused on improving mental health service for Using MCT as a foundation for assimilative
integration involves recognizing the primacy ofethnic minorities (e.g., Atkinson et al., 1979).

This emphasis shifted when Pederson (1991) culture. “MCT theory combines elements of
psychodynamic, behavioral, humanistic, bio-proposed a broad definition of culture that in-

cluded demographic variables, affiliations, and genic, and other perspectives to the extent that
the person’s culturally learned assumptions shapeethnographic variables. Using this broad defi-
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the unconscious in the psychodynamic view, action leading toward change. The psychother-
apy field, individualistic in tradition, faces aact as reinforcing contingencies in the behav-

ioral view, and define the meaning of person- major challenge in the area of social action.
Is psychotherapy interested in transforming thecenteredness in the humanistic view” (Sue et

al., 1996, p. 14). Culture shapes elements of world? Specific methods for applying Freire’s
ideas in psychotherapy have been suggested byhuman experience that are the focus of tradi-

tional psychotherapy approaches. Therefore, Developmental Counseling and Therapy (Ivey,
1995; Ivey, Ivey, Myers, & Sweeney, 2004).using MCT as a foundation for assimilative in-

tegration involves recognizing the way that cul- DCT argues that any integrative model of ther-
apy that does not inform clients of how exter-ture shapes thoughts, actions, feelings, uncon-

scious conflicts, interpersonal patterns, and nal stressors affect client issues actually is not
therapeutic in the long run. Traditional ap-family systems.
proaches, whether theory-specific or integra-
tive, that do not include multicultural issues
are very much “part of the problem” as theyPROCESSES OF CHANGE
work within the cultural status quo.

Common Factors
Liberation of Consciousness

Multicultural theorists have identified a variety
of change processes that are frequently acti- Multicultural therapy recognizes common fac-

tors as central change processes as well. “Thevated in psychotherapy with culturally diverse
clients. One of the most prominent descrip- common factors approach seeks to determine

the core ingredients that different therapies sharetions is that of liberation of consciousness, which
speaks to helping clients understand how op- in common” (Norcross & Newman, 1992, p.

13). For example, Garfield (1992, 1995) de-pression operates in their lives. MCT theory
describes this process of change in the follow- scribed therapeutic variables that are used across

theoretical approaches including the therapist–ing way:
client relationship, cognitive modifications,
and reinforcement. Recognizing common fac-The liberation of consciousness is a basic goal of

MCT theory. Whereas self-actualization, discov- tors starts by recognizing liberation of con-
ery of the role of the past in the present, or behav- sciousness as a multicultural adaptation of con-
ior change have been traditional goals of Western sciousness raising, a common factor described
psychotherapy and counseling, MCT emphasizes in many models.
the importance of expanding personal, family, Two earlier attempts at identifying common
group, and organizational consciousness of the factors used in MCT represent examples of thisplace of self-in-relation, family-in-relation, and

type of multicultural integration. First, Pro-organization-in-relation. This results in therapy
chaska, Norcross, and Sweeney (1999) identi-that is not only ultimately contextual in orienta-
fied a sequence of three therapeutic processestion, but that also draws on traditional methods
that are frequently used in MCT: conscious-of healing from many cultures. (Sue et al., 1996,

p. 22) ness raising, catharsis, and choosing. This
transtheoretical analysis suggested that MCT
frequently begins with consciousness raisingPaulo Freire’s (1972) liberation psychology

has been particularly influential by emphasiz- that helps clients “understand how the domi-
nant culture has shaped their views abouting the need to actively intervene in order to

transform the world. Psychotherapy focused on themselves and their culture” (Prochaska et al.,
1999, p. 422). Then, catharsis is supported inliberation may use a variety of methods to help

bring individual and group awareness of the so- which “suppressed anger over discrimination
and cultural alienation often comes to the sur-cial context. Freire is particularly inspirational

with his focus on situational and concrete face” (Prochaska et al., 1999, p. 423). Finally,
MCT involves choosing “how to express andchange. Awareness and consciousness require
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channel their new-found energy” (Prochaska et MCT stresses the vitality of alternative ap-
proaches to therapy, particularly those drawnal., 1999, p. 424).

Another example of describing common from other cultural frameworks (Nwachuku &
Ivey, 1991). The women’s movement, the gay/factors in MCT was proposed by Fischer, Jome,

and Atkinson (1998) who described four com- lesbian/bisexual/transgendered movement, and
the ethnic/racial identity movements have allmon factors frequently used in MCT that cor-

respond to Frank’s classic model (1961; Frank brought us to awareness of the importance of
social context in practice. Sad to say, traditional& Frank, 1991). The therapeutic relationship,

a shared worldview, client expectations, and a theory and practice still have a considerable dis-
tance to go to provide culturally sensitive andritual of intervention were identified as com-

mon factors that could be used to organize aware helping. Community counseling, inter-
vention in systems, encouraging changes in theMCT. These authors suggested that common

factors could be used to integrate the universal workplace—these are all examples of an effec-
tive contextual approach. Consultation, pre-aspects of healing with the unique cultural af-

filiations of individual clients. In this way, vention, and training others become central
roles of the effective, multiculturally aware pro-common factors would be adapted to a client’s

cultural context based on cultural knowledge. fessional. Alternative helping roles have been
identified including adviser, advocate, consul-
tant, change agent, and facilitator of indige-
nous support and healing systems (Sue et al.,

THERAPY RELATIONSHIP 1998).
Specifically, multicultural therapy embraces

Integrative psychotherapy with culturally di- relational adaptation: adapting the therapeutic
verse clients should involve the development relationship to the individual needs and pref-
of a therapeutic relationship that is consistent erences of the client (Norcross, 1993, 2002;
with cultural expectations of clients. Multicul- Lazarus, 1993). Relational adaptation allows
tural psychotherapy should not be limited to psychotherapists to create different types of re-
traditional, Western models of helping. MCT lationships and use different parts of their per-
theory describes the therapy relationship in the sonality with different clients. The multicul-
following manner: tural literature has consistently suggested that

the therapy relationship should be adapted
based on clients’ cultural expectations. Differ-MCT theory stresses the importance of multiple
ent cultural groups may be more receptive tohelping roles developed by many culturally dif-
certain counseling styles because of their cul-ferent groups and societies. Besides the basic
tural values about interpersonal communica-one-on-one encounter aimed at remediation in

the individual, these roles often involve larger so- tion (Sue et al., 1981).
cial units, systems intervention, and prevention. For example, Santiago-Rivera, Arredondo,
That is, the conventional roles of counseling and and Gallardo-Cooper (2002) suggested that
psychotherapy are only one of many others avail- psychotherapists working with Latino clients
able to the helping professional. (Sue et al., should be sensitive to Latino values about in-
1996, p. 21) terpersonal communication that include an ori-

entation to the person, respect, dignity, an
easy-going and friendly relationship, trust andMCT begins and ends with a worldview that is

contextual, one that demands more than indi- familiarity, as well as a demonstration of en-
dearment. They make recommendations aboutvidual, family, or group therapy alone. The

psychotherapist needs to work with all three di- adapting the relationship to Latino values by
beginning in a formal style and using titles, al-mensions, developing a network of change

agents that together reverberate throughout the lowing proximity in seating, maintaining a
flexible time frame, and starting with person-total system (Attneave, 1969, 1982).
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able small talk before engaging in serious con- alliance is cultural context and awareness of
the self-in-relation. Joining clients where theyversation. Similarly, Parham (2002) suggested

that counselors can connect with African- are involves diagnosing levels of consciousness
and identity development, respecting that per-American clients by using ritual, sharing music

or poetry, exhibiting congruent realness, being son where he or she is, and facilitating expan-
sion of consciousness and culturally appro-in the present, creating ambiance, and being

willing to shift the context and setting of ther- priate action in consultation with the client.
Parallels between cultural identity develop-apy. Hong and Ham (2001) concluded that

Asian-American clients tend to expect quick ment stages (emphasized in Multicultural Coun-
seling and Therapy) and cognitive-emotionaland direct relief from symptoms and want ex-

pert advice. They point out the importance of developmental levels (emphasized in Develop-
mental Counseling and Therapy) that were de-setting short-term goals, discussing traditional

Asian healing practices, and consulting with scribed in the formulation section can be used
to choose methods when providing integrativeother professionals such as physicians or teach-

ers. All of these recommendations are exam- psychotherapy for culturally diverse clients.
Each of Cross’s (1995) stages of cultural iden-ples of relational adaptation because of the way

psychotherapists are encouraged to adapt their tity development corresponds to a different
stage of development drawn from Piaget (Iveycommunication style to match the cultural ex-

pectations of diverse clients. & Ivey, 2000). These stages of cultural identity
development and cognitive-emotional develop-
ment can be used to identify focal dimensions
(emphasized in Multitheoretical Psychother-METHODS AND TECHNIQUES
apy and identified in Figure 15.1) and theoreti-
cal approaches that may be most useful inMCT embraces the use of methods and tech-
multicultural integration. By recognizing theniques drawn from a variety of psychotherapy
way that different stages of cultural identity de-approaches adapted to the cultural values and
velopment are related to distinct patterns ofexpectations of individual clients. MCT de-
cognitive/emotional development, DCT be-scribes the use of culturally appropriate meth-
comes a blueprint for integrative psychother-ods and techniques with the following proposi-
apy with culturally diverse clients. This frame-tion:
work for choosing multicultural methods is
summarized in Table 15.1.

The effectiveness of MCT is most likely en-
hanced when the counselor uses modalities and
defines goals consistent with the life experience Pre-encounter: Sensorimotor
and cultural values of the client. No single ap-

During the pre-encounter stage of develop-proach is equally effective across all populations
ment, individuals are likely to focus on directand life situations. The ultimate goal of multi-
experiences related to cultural identity. Pre-cultural counselor training is to expand the rep-

ertoire of helping responses available to the pro- encounter and sensorimotor thought and emo-
fessional regardless of theoretical orientation. tion can be constraining if that embeddedness
(Sue et al., 1996, p. 19) is without the ability to take perspective. But,

the openness to here-and-now experience can
also represent a chance for growth. The focusThis assumption of MCT is a culturally appro-

priate restatement of traditional psychotherapy is on sensory experiences and observations re-
lated to the client’s story. The client might betheory and practice: join the client where he or

she is. Therapists are, for the most part, deeply asked to generate an image of the general situa-
tion just described, and this image might becommitted to empathy and understanding the

client’s frame of reference. What has been miss- fleshed out with questions like, “What are you
seeing?” or, “What are you hearing?” This fo-ing in traditional writing about the therapeutic
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TABLE 15.1 Identity Stages, Development Levels, Focal Dimensions, and Theoretical Approaches

Cultural Identity Cognitive-Emotional Focal Theoretical
Development Stages Developmental Levels Dimensions Approaches

Preencounter Sensorimotor Observations
Encounter Late sensorimotor Actions Behavioral
Immersion/emersion Concrete Thoughts Cognitive
Immersion/emersion Formal Feelings & interpersonal Experiential & psychodynamic

patterns
Internalization Dialectic/systemic Social systems & cultural Systemic & multicultural

contexts

cus on observations and imagery lays a founda- new way of thinking about old ways of being.
Helping clients move to new states of con-tion for other types of interventions.
sciousness often is facilitated by supportive but
challenging confrontation. Pointing out dis-

Encounter: Late Sensorimotor crepancies and incongruities in the story or sit-
uation, particularly when the story is supportedWhen people meet oppression or difference in

a dramatic encounter, they are often unable to by emotionally based here-and-now experience,
is often helpful in moving consciousness. Itseparate self from situation and cannot distin-

guish between thoughts and feelings. The con- may be helpful for therapists to encourage cli-
ents to share their experience with questionscrete and specific encounter with a racist inci-

dent can perturb individuals and helps them like, “Could you share a story of what hap-
pened? I’d like to hear it from beginning tomove out of sensorimotor magic thinking pat-

terns and opens the way to concrete conscious- end.”
ness. During this stage of development, psy-
chotherapy often focuses on actions, and a

Immersion-Emersion: Formalbehavioral approach is frequently employed to
help clients choose adaptive actions (Ivey, During the latter part of the immersion-emer-

sion stage, reflective consciousness becomes1991/1993). Although there may be a behav-
ioral emphasis on “what to do,” there are also more prominent. Particularly helpful in mov-

ing to reflective thought is the summarizationstrong feelings that may need to be processed.
of two or more individual stories (which will
often contain similar key words) and asking the

Immersion-Emersion: Concrete individual or group how the stories are similar.
During this stage, there may be an increasedDuring the time when individuals immerse

themselves in their own cultural group, there emphasis on feelings and interpersonal rela-
tionships. Experiential and psychodynamic ther-is often detailed learning as well as concrete

awareness of racism and prejudice, accompa- apies may be a useful way to encourage formal
reflection. Helpful questions during this stagenied with anger—and, often, specific action to

fight oppressive situations. There is frequently include, “How is your story similar to stories
you have told me in the past?” and, “Do youa focus on the thoughts that clients are using

to try to understand and make meaning out of see this as part of a pattern?”
their own cultural experiences. Cognitive ap-
proaches like reality therapy, problem-solving,

Internalization: Dialectic/Systemicand decisional counseling are often helpful at
this stage (Ivey, 1991/1993). Indepth experienc- When people begin to internalize their own

cultural values, there is often a shift to reflec-ing of sensorimotor experience may be used to
facilitate encounter and the emergence of a tive consciousness—thinking about thinking
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and reflecting on cultural identity. A require- cluded 14 key strategies summarized in Table
15.2. In treatment planning, these strategiesment of internalization is systemic thinking

and the ability to take multiple perspectives. can be used to consider a variety of interven-
tions that focus on culture and identity devel-Crucial here is encouraging people to see

themselves and their group in systemic rela- opment. Describing practice indicators and ex-
pected consequences for each strategy cantion, often through multiperspective thought.

This style of consciousness can become heavily make these techniques even more useful in
treatment planning as well as training (Brooks-embedded in intellectual thought and abstrac-

tion. Thus, attention to action and generalizing Harris, in press).
learning to the real word through concrete ac-
tion may be essential. During this stage, there
is increased focus on social systems embedded

CASE EXAMPLEwithin cultural contexts. To address these di-
mensions, systemic and multicultural interven-
tions are often helpful. Specific questions used Pono is a 25-year-old, gay, Hawaiian male. After

attending college and working for a couple ofto encourage dialectic/systemic consciousness
include, “What rules were you operating under years in Chicago, he moved back to Hawaii 1

year ago. Pono consulted with a physician be-in this situation?,” “Where did those rules
come from?,” and “How would external condi- cause he was having trouble sleeping and be-

cause he frequently felt “jittery and uptight.” Thetions, like racism or sexism, affect what is oc-
curring with you?” physician referred Pono to Dr. K. for psychother-

apy. Pono began meeting with Dr. K, a heterosex-Obviously, MCT is technically eclectic—
using a broad repertoire of interventions from ual, Japanese-American, male psychologist in his

mid-fifties. Pono told Dr. K that he had been ex-a variety of theoretical sources. Psychothera-
pists can use multicultural strategies in combi- periencing symptoms of anxiety and depression

since moving back to Hawaii. Pono was surprisednation with strategies from other approaches
(Ramirez, 1991). Two descriptions of specific at this reaction because, when he was living on

the mainland, he frequently dreamed of returningtechniques for integrative psychotherapy with
culturally diverse clients will be summarized home and hoped he would feel more comfortable

back in Hawaii. Pono attended a total of 18 ses-next. Ivey (1995) described psychotherapy as a
process of liberation and proposed four specific sions of individual psychotherapy during a 6-

month time span.skills that could be used to help clients achieve
critical consciousness about the cultures in Dr. K conducted a multidimensional survey of

Pono’s life (see Figure 15.1) and concluded thatwhich they live. First, psychotherapists can
help clients understand the self-in-relation the change in cultural contexts between Chicago

and Honolulu was having an impact on Pono’smore completely and then help them move
from naivete or acceptance to naming and re- thoughts and feelings. One of Pono’s recurring

thoughts was, “I don’t fit in.” This perception ofsistance. Second, therapists can help clients ex-
pand their cultural understanding by naming not belonging was associated with feelings of

loneliness and despair as well as a physical sen-the contradictions they see and resist oppres-
sive systems. Third, therapists can help clients sation of agitation and restlessness. Although

Pono had thought and felt this way in Chicago,reflect on self and self-in-system and redefine
themselves in a way that promotes pride. he had assumed that the situation would be dif-

ferent if he returned home. Pono indicated heFourth, therapists can help clients continue to
expand a sense of multiperspective integration was not interested in psychiatric medication un-

less things did not improve in response to psycho-that allows them to integrate thought and ac-
tion as well as appreciate a variety of cultural therapy.

Dr. K was interested in Pono’s identity devel-perspectives (Ivey, 1995).
Brooks-Harris and Gavetti (2001) proposed opment and gradually formulated a multicultural

conceptualization. In Chicago, Pono had felt outanother set of multicultural techniques that in-
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TABLE 15.2 Key Multicultural Strategies for Psychotherapy

1. Viewing Clients Culturally. Observing and understanding clients’ thoughts, actions, and feelings from a cultural
point of view.

2. Clarifying the Impact of Culture. Clarifying the impact of cultural context and family background on current
functioning and interpersonal relationships.

3. Celebrating Diversity. Celebrating diversity in order to help clients accept and express their uniqueness.
4. Facilitating Identity Development. Facilitating the awareness and development of cultural identity in order to pro-
mote self-acceptance and empowerment.

5. Recognizing the Impact of Identity. Recognizing how identity development impacts attributions of personal suc-
cess and failure.

6. Appreciating Multiple Identities. Appreciating the intersection of multiple identities including race, ethnicity, gen-
der, sexual orientation, class, ability, and age.

7. Highlighting Oppression and Privilege. Highlighting the impact of societal oppression, privilege, status, and
power on thoughts, feelings, and actions.

8. Creating an Egalitarian Collaboration. Creating an egalitarian collaboration within the therapeutic relationship
that highlights and subverts societal power dynamics.

9. Exploring Societal Expectations. Exploring societal expectations and supporting informed decisions about which
roles to embrace and which to discard.

10. Integrating Spiritual Awareness. Integrating a client’s spiritual awareness or faith development into holistic
growth.

11. Understanding the Psychotherapist’s Worldview. Understanding your own cultural worldview and how it impacts
your role as a psychotherapist.

12. Reducing Biases. Reducing personal prejudices in order to present options with as little bias as possible.
13. Illuminating Differences. Illuminating differences between psychotherapist and client identity and how they im-

pact the therapeutic relationship.
14. Supporting Social Action. Supporting clients who participate in social action in order to change oppressive soci-

etal structures or practices.

of place as a native Hawaiian but had been able his family role. When asked questions about sex-
ual orientation, such as whether he was inter-to explore his identity as a gay man. Back in

Hawaii, the situation was reversed; he felt more ested in dating, Pono seemed to be operating at
a sensorimotor level. Pono was spending a lot ofcomfortable being around other Hawaiians but

did not feel comfortable about revealing his sex- time carefully observing and listening to things
that friends and family members said about sex-ual orientation to his family and lifelong friends.

In terms of his Hawaiian identity, Pono had moved ual orientation that might give him clues as to
how they might react if he ever came out. Thisforward from an encounter stage, in which he felt

discriminated against and misunderstood in Chi- conceptualization was based on clincial inter-
views and no formal psychological testing wascago, to a stage where he was immersed in Ha-

waiian culture. However, as a gay man, Pono had used.
Dr. K tried to match his interventions to Pono’smoved backward from a stage of immersion, in

which his social life centered around spending cultural and developmental levels (see Table
15.1). When exploring Pono’s Hawaiian identity,time with gay friends and going out dancing at

gay clubs, to a preencounter stage in which he Dr. K focused on feelings and interpersonal pat-
terns to help Pono directly experience this part ofwas hiding his sexual orientation from those clos-

est to him. his identity. When exploring sexual orientation,
Dr. K encouraged Pono to move from sensorimo-In terms of cognitive-emotional development,

Pono experienced a similar duality. When talking tor to concrete thinking by encouraging actions
and thoughts that were consistent with his obser-about his return to Hawaii, Pono seemed to be

engaging in formal thinking. He was able to re- vations.
In terms of change processes, the therapistflect on himself and his place in his family and

community. For example, he could recognize tried to use psychotherapy as an opportunity for
consciousness raising. He encouraged Pono tosystemic patterns in his family and could describe
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recognize that the racism he experienced on the lau were openly gay, he began to explore his
hope that this might be a place where he couldmainland was similar to the heterosexism he now

feared from his family and friends. Dr. K also tried integrate the gay part of himself with the Hawai-
ian part. Pono worked with Dr. K to decide howto build a culturally appropriate therapy relation-

ship by creating a warm interpersonal relation- to come out to the other dancers in the halau.
After doing so, the split between the gay and Ha-ship but also letting Pono view him as a wise el-

der. Dr. K tried to encourage Pono to make active waiian sides of Pono felt less divided.
After making gay friends in Hawaii, Pono feltchoices about cultural practices and expressions

that would help him resolve his distress. more comfortable with the idea that he would
eventually come out to his family. He felt moreA variety of culture-centered methods were

used to explore the impact of cultural context on confident about his gay identity after he had dis-
covered a congruent and creative outlet for hisPono’s thoughts and feelings. Dr. K also focused

on the interaction between Pono’s dual identities Hawaiian identity. This sense of cultural integra-
tion resulted in fewer negative thoughts and de-as a gay man and as a native Hawaiian. They dis-

cussed the fact that the Hawaiian part of Pono creased feelings of anxiety. After completing indi-
vidual psychotherapy, Pono began attending aliked living in Honolulu, whereas the gay part

had felt more comfortable in Chicago. Dr. K illu- support group at the Gay and Lesbian Commu-
nity Center with the goal of coming out to hisminated differences between psychotherapist and

client to help Pono realize that a heterosexual family. About 6 months after termination, Pono
send a card to Dr. K thanking him and letting himman could affirm his gay identity.

In addition to these multicultural strategies, know that he had begun to talk to some family
members about his sexual orientation.Dr. K used interventions drawn from experiential

and cognitive approaches. Experientially, Dr. K
facilitated a two-chair dialogue between these two
cultural parts of Pono. Cognitively, Pono modi-
fied his core belief from, “I don’t fit in” to “Differ-

EMPIRICAL RESEARCH

ent parts of me fit better in different places.” Un-
derstanding his thoughts from a contextual point

Multicultural Counseling
and Therapy

of view helped alleviate some of the feelings of
distress. MCT outcome research has been ably summa-

rized by Ponterotto, Fuertes, and Chen (2000).Dr. K wanted to encourage Pono to find a cul-
tural context in which he might integrate his Ha- The authors make the following key points:

Nine analogue studies indicated clearly thatwaiian and gay identities. After discussing several
options, Pono decided to learn to dance hula. clients responded favorably when cultural is-

sues were included. Satisfaction, willingness toPono had always wanted to dance hula but had
not pursued this as a youth. Furthermore, Pono return to therapy, and self-disclosure were all

increased. In one of the studies (Thompson &missed going dancing with his gay friends in Chi-
cago and thought that hula might provide a physi- Jenal, 1994), the same general findings oc-

curred among 17 of 24 clients, but 7 clientscal outlet for his anxiety. Pono’s sisters were both
hula dancers, and he thought the hula commu- were unaffected. A review of these sessions

found that the therapist had avoided multicul-nity might be a place where he could be more
open about his sexual orientation. With the thera- tural issues even though they were broached

early in the session. The clients appeared topists’ encouragement, Pono joined a hula halau
and found that it facilitated new social connec- have followed the therapist’s lead and both

avoided discussing racially related issues. It istions as well as cultural and spiritual awareness.
Pono began to realize that he had grown away possible, even likely, that many traditional

therapy sessions follow the same model. Spe-from some of his old high school friends, who
were not gay-affirmative, and found it useful to cifically, racially related issues are simply not

dealt with. However, no randomized clinicalmake new friends in his old hometown. When
Pono found out that two of the dancers in his ha- trials of MCT have been conducted.
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The literature review is promising, but re- nitive/emotional development in a social con-
text. The developmental and the contextual ap-search in MCT still has far to go. The content

of MCT constructs hold up well in analog proaches are clearly not yet at the center of the
research or practice scene in psychotherapy. Itstudies and in research using instruments. The

extensive work on cultural identity theory (e.g., is hoped that this brief introduction to some of
the issues will be helpful in moving to the nextHelms, 1984, 1995; Cross, 1995) is solid, but

not a direct test of outcome. Much more work stage.
needs to be done, particularly with regard to
outcome. Although MCT research also in-
cludes broader issues including gender, sexual FUTURE DIRECTIONS
orientation, ability/disability, and many other
factors, space does not permit a more compre- An important future direction related to inte-

grative psychotherapy with culturally diversehensive review.
clients is to articulate the relationship between
MCT and other theoretical approaches. Multi-

Developmental Counseling theoretical Psychotherapy (Brooks-Harris, in
and Therapy press) provides a conceptual map that lends

itself to the task of integrating multiculturalDCT argues for multistyle treatment, often with
a special emphasis on the sensorimotor and di- therapy with other approaches. The multi-

dimensional model of human functioningalectic/systemic levels, coupled with more tra-
ditional interventions using concrete and for- depicted in Figure 15.1 provides a way to orga-

nize a multitheoretical framework. Diverse ap-mal styles. In a research review, Ivey (1986/
2000) noted that DCT treatment resulted in proaches to psychotherapy can be classified

according to the dimension that serves as a pri-more weight loss than a cognitive-behavioral
comparison group, and DCT clients main- mary focus or as a “point of leverage” to en-

courage change. The correspondence betweentained their weight loss for a longer period of
time (Weinstein, 1994). Agoraphobia and anxi- major systems of psychotherapy and dimen-

sions of human functioning is outlined in Ta-ety disorders have responded well to DCT
treatment procedures in case studies (Gon- ble 15.3. By including multiculturalism as a

theoretical approach in this framework, MTPçalves & Ivey, 1992). Inpatient depressed cli-
ents have shown increased cognitive flexibility prepares integrative psychotherapists for the

task of attending to interactions between cul-through DCT strategies (Rigazio-DiGilio & Ivey,
1990). Adolescent substance abusers (Boyer, ture and other dimensions of functioning. In

the future, multicultural and integrative psy-1996) and college learning disabled students
(Strehorn, 1998) have responded favorably to chotherapists can work together to develop a

multicultural theme within psychotherapy in-DCT treatment. Case studies with children in-
dicate the broad viability of the model (Ivey & tegration (Corey, 1996).
Ivey, 1990; Myers, Shoffner, & Briggs, 2002).
Extensive research and clinical work in Japan TABLE 15.3 A Multitheoretical Framework
has revealed the cross-cultural relevance of the for Psychotherapy
model (e.g. Fukuhara, 1987; Tamase, 1989,

Theoretical Approaches Focal Dimensions1993, 1998; Tamase & Fukuda, 1999). Marsza-
lek and Cashwell (1998) have shown the via-

Cognitive Thoughtsbility of the model with gay and lesbians’ cog- Behavioral Actions
nitive/emotional development. Experiential Feelings

Psychobiological BiologyAs with MCT, clearly DCT requires more
Psychodynamic Interpersonal patternsresearch. The early findings are promising, but
Systemic Social systemsrepresent only a beginning. The MCT and
Multicultural Cultural contextsDCT models hold in common a belief in cog-
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Psychotherapy faces a time of major change. theories will remain important, but they
will be enriched by MCT and other cul-All therapy is multicultural in nature. Bringing

into the therapeutic hour dimensions of race/ turally focused frameworks such as DCT
and MTP.ethnicity, gender, sexual orientation, and dis-

ability enriches individual uniqueness. Discard- 2. Oppression will be recognized as a cen-
tral construct. Therapists will include ining the outmoded concept of self and replacing

it with self-in-context, being-in-relation, and their assessment and treatment a balance
of internal and external attribution. Theperson-in-community will enable us to think

of what it means to be human in new ways. problem no longer will be seen as “in the
individual.” This will be replaced by aMulticultural therapy is leading us in a new

direction. It is our hope that Developmental more sophisticated counseling in which
individual, family, group, and multipleCounseling and Therapy and Multitheoretical

Psychotherapy can be part of the process sup- cultural factors will be considered.
3. Facilitating the development of con-porting this change toward a new future. To

put all these ideas into place, the implementa- sciousness will become an important part
of each treatment plan. Therapists willtion of Multicultural Competencies is central

(Arredondo et al., 1995; Sue et al., 1998). facilitate movement to new levels of un-
derstanding in a cooperative, co-construc-Let us put ideas for future directions in the

context of the next 50 years. The year 2050 will tive fashion with their clients. As part of
this, the liberation of consciousness willsee our present world vastly changed. In the

United States, people of color are predicted to become a regular part of many counsel-
ing sessions.be as numerous as Whites. In California, White

people have recently become the minority al- 4. Multiple interventions co-constructed
with the client will be seen as basic toready. White privilege will perhaps be a relic

of the past (McIntosh, 1989). The challenge any effective treatment plan. The idea of
one “right” or “best” theory will finallyfor Whites and our present “minorities” will be

how they can live together effectively, produc- disappear as new ways of integrating the-
ory and practice evolve.tively, and with some sense of mutual respect

and enjoyment. It may be time that we start 5. “Disorder” will cease to frame our con-
sciousness about the deeply troubled.speaking of the “joys and opportunities of

multiculturalism” rather than considering it a Rather, psychotherapy will engage seri-
ous client “dis-stress” and not define it asproblem to be solved.

The following ideas can lead to a more un- “dis-ease.” This means that the Diagnos-
tic and Statistical Manual of Mental Dis-derstanding and cooperative world in 2050—

we need a positive approach to language under- orders, if still in use, will define clients’
issues and challenges as a logical responsestanding, gender differences, sexual orientation,

spiritual and religious differences, a respect for to developmental history and external so-
cial conditions. Rather than putting theability/disability issues. Ivey and Ivey (2000)

presented an optimistic view of the next de- difficulty in the client, therapists will en-
able them to balance personal and exter-cade and ensuing years with specific reference

to MCT and DCT. Their predictions are sum- nal attribution—and then facilitate client
internal and external action to producemarized here:
change.

6. Psychotherapists will recognize the im-1. Psychotherapy will move toward greater
contextual awareness. No longer will we portance of directly attacking systemic

issues that affect client development.think within the present individualistic
frame of traditional psychodynamic, cog- We will move toward a proactive stance

rather than our present reactive position.nitive-behavioral, and existential-human-
istic thought. Each of these traditional We need not expect our clients to work
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alone. Psychotherapists have an ethical entation (pp. 239–266). New York: Oxford Uni-
versity Press.imperative to work toward positive soci-

etal change. Corey, G. (1996). Theoretical implications of MCT
theory. In D. W. Sue, A. E. Ivey, & P. B. Ped-
erson (Eds.), A theory of multicultural counsel-
ing and therapy (pp. 99–111). Pacific Grove,
CA: Brooks/Cole.
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Differential Therapeutics

JOHN F. CLARKIN

When we first articulated the concept of differ- be too general for practical clinical use, and
this is the reason for the use of differential ther-ential therapeutics (Frances, Clarkin, & Perry,

1984), there were a growing number of psycho- apeutics.
In this chapter, differential therapeutics issocial and medication treatments idiosyncrati-

cally selected by individual clinicians. Our im- described as the application of principles de-
rived from research and clinical experience inpression at that time was that the field needed

an algorithm to assist in treatment planning, matching the individual patient to the most
efficacious treatment under circumstancesand such an algorithm would be useful in the

education of clinicians. In the ensuing several specific to that individual (as opposed to ran-
domization or planning from group means indecades, the field has progressed to more re-

finement in the diagnostic assessment of men- treatment studies that ignore the individual).
Differential therapeutics is discussed at thetal disorders at the symptom level and in the

generation of treatment planning guidelines. macro level (i.e., five areas of treatment plan-
ning) and on the micro level (i.e., the adjust-There have been the publication of treatment

guidelines for individual disorders generated ment of therapeutic strategies and techniques
within the treatment process itself). Finally,by committees (e.g., APA, 1993, 2001), gener-

ated by Delphi procedures (Kahn, Docherty, these principles of treatment planning are ap-
plied to a representative Axis I diagnosis (majorCarpenter, & Frances, 1997), and lists of pa-

tient diagnoses matched with treatments mani- depression) and an Axis II syndrome (border-
line personality disorder) in order to illustratefesting empirical support (Task Force on Pro-

motion and Dissemination of Psychological how they can be used with specific patient dif-
ficulties.Procedures, 1995). We agree with those indi-

viduals (Garfield, 1996; Shapiro, 1996) who It is interesting to speculate about the local
environment in which a particular clinical re-find the evidence-based treatment approach to

343
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searcher or author generates notions about patient, day hospital, outpatient clinic, private
office, treatment in the family home, and ses-treatment selection and guidelines. Most prob-

ably, the various authors in this Handbook sions at the site of disorder (e.g., systematic de-
sensitization in vivo). However, from a practi-“live” their clinical lives in somewhat different

settings, and these settings influence the range cal point of view, the actual accessibility of
these treatment settings has changed dramati-of patients they see and their views on treat-

ment selection. Differential therapeutics arose cally in the current era of health care cost con-
tainment. Inpatient care is more and more re-in the setting of a major metropolitan psychiat-

ric hospital that had emergency and walk-in stricted in terms of who obtains it (the most
severely disturbed patients in acute distress)services, outpatient, inpatient, and day hospital

services. The different diagnoses, the range of and how much of it is available (the length of
stay is becoming more restrictive). This con-pathology between individuals with the same

diagnosis, the need for rapid assessment and striction of resources is forcing clinicians to be
more creative in using alternatives to hospital-action, and the variety of possible treatment

settings all influenced our conceptualization of ization in crisis situations.
differential therapeutics.

Format

The treatment format is the interpersonal con-FIVE DIMENSIONS OF MACRO
TREATMENT PLANNING text within which the intervention is con-

ducted. The choice of a particular treatment
format is determined, in part, by the perspec-Although there is much interdependence among

the various macro dimensions of treatment tive from which a presenting problem is ini-
tially defined, either by the patient/family and/planning, we have found it pedagogically help-

ful to separate them in order to highlight the or the clinician. Some couples apply to a fam-
ily clinic for treatment of what they perceive asdecisions that are made, either knowingly or

implicitly, on each of these dimensions. The an interpersonal problem or conflict. Another
couple in the same situation may prompt thesetting and format of treatment provide the en-

vironment and the ecology, both in terms of wife to call a clinic and ask for an appointment
for herself. From the clinician’s point of view,place (hospital, office, patient’s home, site of

phobias) and persons involved (patient, patient the treatment of the partner with depression
can vary, depending on whether it is viewedand family, group of patients). The strategies

and techniques are the technical interventions (etiology aside) as a current adaptation to a
larger problem involving the patient’s personalthat the therapist uses to introduce change.

The decisions about strategies and techniques adaptation to a unique biological, social, or
historical situation (in which case, individualhave been the narrow, if not the sole, concern

of other attempts at treatment integration. The or group treatment is more likely indicated), or
not. The mediating and final goals of treatmentduration and frequency are the aspects of how

the treatment is embedded in time. Insurance will vary accordingly. Although therapeutic
strategies and techniques are influenced, incompanies and managed care have particular

interest in this consideration due to its direct part, by treatment format, these can vary inde-
pendent of format and in accordance with therelationship to cost. The appropriate use of med-

ication and other somatic treatments (ECT, particular theoretical model from which the
therapist is working.light therapy) have been the focus of much

clinical research.

Individual Treatment Format
Setting The individual treatment format is one in

which the patient and therapist meet in the pri-The settings of treatment have remained some-
what constant in the last several decades: in- vacy of the therapist’s office with the goal of
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treating the patient’s problem. The develop- The only relative contraindictions include
patients who meet clear indications for family/ment of the individual format of treatment

served several adaptive functions within the marital treatment or patients who regress in in-
dividual therapeutic relationships.historical context from which it evolved. The

individual was seen as the locus of difficulty,
with unconscious and preconscious motives

Group Treatment Formatsand desires viewed as a driving force in that
person’s psychopathology. Subsequent devel- The group treatment format is one in which a

small group of patients meets with one or sev-opments, including the behavioral and inter-
personal therapy, continued to focus on the in- eral therapists on a regular basis for the goal of

treating the disorders of the group members.dividual with his or her learning history and
patterns of interpersonal behavior as the locus The historical impetus for the development of

the group treatment format was based, in part,of difficulty and the focus of treatment.
The final goal of individual treatment, like on the functional advantages that it afforded:

an economic mode of delivering treatment, anthat of other formats, is to alleviate the symp-
toms and conflicts that brought the individual effective means of reducing or circumventing

the resistance expressed in individual therapy,for help. The relationship between therapist
and patient is fostered and used as the frame- adjunctive support or ancillary therapists in the

form of other patients, and a setting in whichwork for the application of a multitude of ther-
apeutic techniques to assist the individual in interactional forces could be played out and

examined.coping with symptoms and resolving interper-
sonal conflicts through their replay with the Group treatments fall on a continuum of

theoretical assumptions, methodologies, andtherapist. The individual treatment format is
the easiest (as it requires the motivation of only mediating and final goals. In our attempt to

organize indications for use of a group therapyone person) and most versatile format for treat-
ment. It can be used whenever the patient does format, we do not distinguish among the differ-

ent schools (which will be accomplished in thenot meet criteria for more economical treat-
ments (such as group) or treatments that ap- next section on strategies and techniques), but

rather organize our decision tree around theproach the problem in their own setting (e.g.,
marital and family treatment). distinction between the indications for hetero-

geneous versus homogeneous group member-The individual format has the following ad-
vantages, which give it special status under cer- ship. Although this distinction is not yet sup-

ported by controlled research, it has beentain circumstances.
extensively used in clinical practice.
In heterogeneous groups, individual patients• Problems of dyadic intimacy, which re-

quire the development of a relationship differ widely in their problems, strengths, ages,
socioeconomic backgrounds, and personalitywith a therapist for some resolution to

occur. traits. Treatment in heterogeneous groups fos-
ters self-revelation of one’s inner world in an• Patients whose character or symptoms are

based on firmly structured intrapsychic interpersonal setting where sharing and feed-
back are encouraged. The group provides aconflict, which causes repetitive life pat-

terns that, more or less, transcend the par- context in which interpersonal behavior pat-
terns are reexperienced, discussed, and under-ticulars of the current interpersonal situa-

tion (e.g., family, job relationships). stood, and in which patients experiment with
new ways of relating. The variety of interac-• Adolescents or young adults who are striv-

ing for autonomy. tions and misperceptions that result affords all
group members an opportunity to correct their• Symptoms or problems that are of such

private and/or embarrassing nature that distortions about others, to discover how others
regard them, and to alter their maladaptive pat-the secrecy of individual treatments is re-

quired at least for the beginning phase. terns. Patients are encouraged to take interper-
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sonal risks, first within and later outside the the focus of the intervention and change. The
goal of the homogeneous group is to changegroup. They learn to share the therapist and

discover that they can help and be helpful to behaviors related to the symptom focus of the
group. The group is highly structured and pro-their peers.

There are two general indications for het- vides a social network for the patient, who pre-
viously may have felt alone and isolated witherogeneous group therapy.
the target symptom. There may be a formal hi-

1. The patient’s most pressing and salient erarchy within the group, a system of gradual
problems occur in current interpersonal promotion, as the patient improves systemati-
relationships. If these interpersonal dif- cally and gains new skills and, in some cases,
ficulties are currently exhibited mainly the possibility of members eventually rising to
in family relations, referral to family/mar- leadership roles. The sense of commonality—
ital treatment should be considered. of jointly fighting a common problem—pro-

2. Prior individual therapy formats have vides support and self-validation.
failed for various reasons, for instance: The indications for homogeneous group
(a) the patient has a strong tendency to treatment include the following:
actualize interpersonal distortions in in-
dividual therapy formats; (b) the patient 1. The patient’s most salient problem or
is excessively intellectualized; (c) the pa- chief complaint involves a specific disor-
tient cannot tolerate the dyadic intimacy der for which a homogeneous group is
of individual therapy; (d) the patient has available. These problems fall into four
a treatment history of eliciting harmful general categories: (a) specific impulse
reactions from individual therapists. disorders (e.g., obesity, alcoholism, ad-

dictions, gambling, violence, and crimi-There are, however, some contraindications nal behavior among prisoners); (c) prob-for heterogeneous group therapy. lems of a particular developmental phase
such as geriatrics, childhood and adoles-1. The situation is an acute psychiatric
cence, or child-rearing; and (d) specificemergency or crisis that requires more
psychiatric disorders or symptom constel-urgent, intense, and individualized atten-
lations such as agoraphobia, somatoformtion.
disorders, and schizophrenia.2. The patient is likely to respond to brief

2. The patient experiences his or her salientplanned therapy.
problem with a sense of embarrassment3. The patient meets criteria for another
and/or isolation and may benefit fromform of treatment that may be more ben-
sharing these problems with others whoeficial. For example, by becoming com-
have had similar experiences.fortable in group treatment, the patient

3. The patient does not have a sustainingis avoiding the anxiety of engaging in in-
and supportive social network and/or hastense individual treatment for serious
an existing social network that is com-problems around dyadic intimacy.
posed of individuals with the same disor-4. The patient manifests interpersonal be-
der (e.g., alcoholics whose only friendshavior that would disorganize the group
drink at the same bar).process. This would, for example, be true

of patients with severe organic brain syn-
The following are relative contraindicationsdrome or severe impairment in reality

for homogeneous group therapy:testing; or dishonest, manipulative, suspi-
cious, or explosive behavior.

1. The patient will be harmed by associat-
ing too exclusively with others who haveHomogeneous groups are self-help or profes-

sionally led groups in which all members share the same difficulties. An example would
be a physically handicapped person whothe same symptom or set of symptoms that are
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needs to learn to associate with and cope treatments are to change the rigid and repeti-
tive interpersonal family interchanges that arewith the nonhandicapped.

2. The patient resents and will not tolerate in themselves the focus of complaint or are hy-
pothesized to be related to the symptoms ofa central aspect of the homogeneous

group program. For example, some peo- one or more individuals in the family system.
The relative indications for family/coupleple react negatively to the Alcoholics

Anonymous spiritual, didactic, and mys- formats include the following:
tical elements.

1. Family/couple problems are presented as
such without either partner or any family
member designated as the identified pa-Family Treatment Format

There are a variety of relational problems that tient.
2. Couple committed to each other pre-one encounters in clinical practice, including

relational problems related to a mental disor- sents with symptoms that occur almost
exclusively within the relationship.der or general medical condition in a family

member, parent–child relational problems, sib- 3. Symptomatic behaviors are experienced
almost predominantly within the family/ling relational problems, and spousal or partner

relational problems (Tompson, Miklowitz, & couple system.
4. The family presents with current struc-Clarkin, 2003). The family treatment format is

one in which various subgroups of a family (a tured difficulties in intrafamilial relation-
ships, with each person contributingnuclear family, a couple, a couple with family

of origin) meet on a regular basis with a thera- collusively or openly to the reciprocal in-
teraction problems.pist (see Feldman & Feldman, this volume).

The family format was derived in large part 5. Adolescent acting-out behavior (promis-
cuity, drug abuse, delinquency, vandal-from an emphasis on the contextual origins of

the presenting problems. More recently, family ism, violence) is disrupting the entire
family.and couples treatments have been applied more

broadly, with greater emphasis on their practi- 6. The family is unable to cope adequately
with the chronic mental illness of onecal utility rather than solely or primarily on the

role of family/dyad in the etiology of the prob- family member.
7. Symptoms in one family member seemlem. Hence, we see family- and couples-based

treatments (such as for agoraphobia and schizo- related to repetitive interpersonal issues
in the family or couple. For example,phrenia), wherein the partner or family mem-

ber is enlisted to serve as adjunct therapist or mild to moderate unipolar depression in
a partner seems related to interpersonalto provide social support to the patient.

A review of the early trends in the develop- conflict.
8. A partner needs to be involved in thement of the family treatment format suggests

that it served several adaptive treatment func- treatment program of his or her mate in
order for it to succeed. For example, thetions. It was recognized to be an important ad-

junct to individual interventions with children partner suffers from an eating disorder or
agoraphobia, and the mate is needed toand adolescents whose family environments

contributed to their problems. It helped to di- assist in behavioral treatment compli-
ance and general support.minish family resistance to continuation of the

child’s treatment. It was particularly well suited
to brief treatment of focal problems occurring The following are relative contraindications

for family/couple formats:in the context of the family or marital unit.
The final goals of family and couple treat-

ments are at times indistinguishable from those 1. The presenting problem of the individ-
ual does not have a significant relation-of the group and individual treatment formats.

The mediating goals of family and couple ship or effect on the family system.
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2. Family therapy would provide a defense discuss strategies and techniques abstractly in
this section, it is only when considering spe-through which individual responsibility

for major personality or character disor- cific problems/disorders in the latter part of this
chapter that one matches mediating goals withders could be derived.

3. Individuation of one or more family specific techniques.
We review here the major treatment strate-members requires that they have their

own and separate treatment. gies and techniques that emerge from a survey
of the existing treatment manuals. Although this4. Family treatment has stalemated or

failed and has resolved what crises it can, is not meant to be an exhaustive review of all
manuals (which increase in number each day),but one or more individuals require ad-

ditional individual treatment. we have included those that cover a range of
patient pathologies and schools of therapy, which5. One or more family members is strongly

motivated to be seen alone (e.g., an ado- enables us to make some generalizations.
lescent states emphatically that he or she
has personal problems and wants private

Common Strategies and Techniqueshelp).
Despite the diversity of treatment manuals in
reference to the model of the disorder, treat-
ment strategies, and patient populations, weStrategies and Techniques

We have just experienced a period of prolifera- are struck by the methods that are repeated in
many of the manuals. Indeed, the finding thattion of treatment strategies and techniques.

Clinical research is beginning to suggest which most treatments are equally effective may be
related to the common ingredients as noted instrategies and techniques are effective with spe-

cific patient problem areas. Treatment manu- an inspection of the manuals (Arkowitz, 1992;
Garfield, 1992). Though adherents of the vari-als are helpful in explicating the treatments

and showing similarities (despite different the- ous schools of psychotherapy emphasize their
uniqueness, a large body of data suggests thatories and theoretical language) and differences.

In addition, technical eclecticism—which ad- experienced therapists of different persuasions
do many things in common (e.g., Frank, 1973;vocated the use of multiple techniques, re-

gardless of theoretical heritage—is growing Goldfried, 1982; Kazdin, 1980; Salzman &
Norcross, 1990; Beutler et al., 2004).(Norcross, this volume). This esprit fosters con-

solidation of techniques across schools into The schools of psychotherapy deviate from
one another in the mediating goals chosen anduseful treatment packages.

There have been volumes written compar- the specific focus put on these goals. Even here
there are commonalities. These commonalitiesing the various schools as related to strategies

and techniques. There seems to be an unwrit- include (1) establishing and fostering a thera-
peutic alliance (e.g., conveying support for theten consensus that the differences between

treatments—differences seen as crucial for out- patient’s wish to achieve treatment goals, con-
veying a sense of understanding and accep-come—are captured at the level of techniques.

We question this assumption as being incom- tance of the patient), (2) managing patient re-
sistance (e.g., identifying resistance, inviting theplete, and suggest rather that psychotherapy

has advanced in its specificity not through in- patient to examine the resistance), (3) structur-
ing the treatment, (4) focusing the treatment,vestigation of techniques but through research

into the disorders that provides the key foci of and (5) termination. Although the schools of
therapy use different techniques, they are alikethe treatment (also see Wolfe, 1992). The im-

plication is that no treatment strategy or tech- in using these common strategies. The rela-
tionship between therapist and patient is thenique can be considered in and of itself, but its

value lies in the context of achieving specific bedrock upon which the use of any technique
must be based, and the development and nu-mediating goals of treatment for the specific

problem/patient condition. Thus, though we turance of that relationship is crucial.
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All or most therapies encourage the patient
Duration and Frequencyto make certain basic behavioral changes, in-

cluding confrontation of fears, in order to Treatment duration is multifaceted. The major
reference is to the duration of the treatmentmaster them; reality testing; and practice and

working through (see Grencavage & Norcross, episode; that is, the time from evaluation to ter-
mination of a particular treatment period. Al-1990, for a review). Encouragement of behav-

ioral change can be direct (e.g., specific behav- ternatively, one could consider the duration of
each aspect of the total treatment package. Forioral assignments, homework) or indirect (e.g.,

modeling, questioning); but the basic message example, the total treatment for one episode
of a disorder may include different treatmentis the same; the patient must at some point

begin to behave differently and to expand his settings (inpatient followed by outpatient), treat-
ment formats (individual and family therapy),or her behavior repertiore. In somewhat di-

verse ways, the therapist, of whatever persua- medications of different classes, and diverse
strategies and techniques. Finally, treatmentsion, models the notion of behavioral risk and

change. can be over a lifetime, involving many episodes
of treatment throughout the lifetime of a pa-
tient who has a chronic mental disorder, such

Specific Strategies and Techniques as schizophrenia, bipolar disorder, or recurrent
depression.In addition to using the strategies and tech-

niques common to the various schools of ther- A number of factors make the relationship
between treatment duration and outcome rela-apy, the clinician must consider the use of

more specific strategies and techniques that tively unpredictable. The duration of the treat-
ment episode and the frequency of sessions aremight be appropriate for the particular patient.

In this process, one considers most carefully related to the amount of effort and length of
time needed to achieve the mediating and fi-the mediating goals of treatment and those

strategies and techniques that might be instru- nal goals of the intervention, which, in turn
are related to the nature of the disorder andmental in reaching those goals.

We are conservative in our approach and symptoms under treatment. In general, the
more extensive and intensive the therapeuticemphasize those strategies and techniques that

have been manualized for a specific patient goals, the longer treatment takes. Alternatively,
when the goals of treatment are circumscribed,diagnosis or problem area and have shown ef-

fectiveness in clinical trials. In rare instances, treatment can be brief. Setting the duration for
a brief treatment can assist in ensuring that thespecific strategies and techniques have shown

superiority over competing ones in comparison goals will be reached more quickly than leav-
ing the duration open-ended.studies (Wampold, 2001). In addition, we have

tried to classify techniques with the goal of
treatment planning specifically in mind. The

Crisis Interventionclinician must determine specific mediating
goals for each particular patient, given his or Crisis intervention is an intense, timely, brief

(usually less than 1 month), and goal-directedher unique diagnosis, social environmental sit-
uation, and personality assets and liabilities. treatment intended to resolve a crisis of major

and urgent proportions and recent onset. TheFor example, psychodynamic techniques have
the mediating goal of insight and conflict reso- treatment often requires frequent (perhaps daily)

and prolonged sessions, 24-hour staff availabil-lution; behavioral techniques, the mediating
goals of specific behavioral changes; cognitive ity, the potential use of psychotropic medica-

tions, the mobilization of family members andtechniques, the mediating goals of change in
conscious thought processes; and experiential– other community resources, environmental

manipulations, and a multidisciplinary team.humanistic techniques, the mediating goals of
increased awareness that are more fully inte- The intervention is focused on the presenting

problem, particularly an exploration of its pre-grated into the patient’s personality.
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cipitating events. The goal is the relief of the Brief treatments have been articulated for
symptoms (e.g., depression, anxiety), unrecog-symptoms, avoidance of further decompensa-

tion, and development of more adaptive cop- nized feelings or behaviors (e.g., phobias), and
interpersonal conflicts, leaving aside for theing skills for future crises.

Indications for crisis intervention include moment the question of strategies and tech-
niques (Clarkin & Hull, 1991; Hollon & Beck,the following:
1986; Koss & Butcher, 1986).

1. The patient’s distress and risk factors
must be severe enough to warrant urgent

Long-Term Psychotherapyand intense attention—perhaps to re-
quire inpatient hospitalization if a crisis The rationale for treatment of long-term dura-

tion is that some problems are so ingrained,intervention is not offered. This degree
of urgency may result from suicidal complex, and extensive that an extended pe-

riod of time is necessary for both their dissec-threats or acts, psychosis, severe depres-
sion, panic disorders, grief, or excited tion and resolution, and for the patient to as-

similate and apply the new solutions into dailystates.
2. Often a major precipitating stress pro- life. Because regularly scheduled long-term

psychotherapy is expensive and is weakly sup-vides a clear focus for the intervention.
This may be accidental (injury, illness, ported by available research, the prescription

of this duration requires the most thoughtfuldeath, job loss), interpersonal (an affair,
a bitter argument), or developmental (a assessment of indications, contraindications,

and enabling factors.child is born, goes to school, marries).
3. Onset of symptoms is an indication if Patient factors that tend to lengthen the

treatment include the diagnosis of chronicthey occurred relatively recently.
mental disorders (e.g., schizophrenia, bipolar
disorder, recurrent depression), multiple prob-
lem areas, poor patient-enabling factors forBrief Therapy

With only a few exceptions, therapy is brief, treatment, and relatively poor premorbid func-
tioning and adjustment. A poor or insufficientlasting some 6 to 15 sessions. Whether it is

planned in advance or not, most patients now response to brief treatment is an empirical
demonstration of the need for further interven-treated with psychotherapy engage in it for

only a short period of time. Patients seeking tion.
A distinction can be made between aclinic outpatient psychotherapy generally ex-

pect it to last no more than 3 months, and a planned treatment of long duration (e.g., the
year-long treatment of borderline personalityvery high percentage of patients actually re-

main in treatment for fewer than 12 sessions. disorder), and brief treatment of an episode of
symptoms followed by a maintenance treat-The reimbursement system (insurance plans

and managed care) limit their payments almost ment (e.g., acute and maintenance treatment
for recurrent depression).entirely to brief treatments.

The brief psychotherapies differ among them-
selves in goals, treatment techniques, strategies,

Medicationformat (group, family, or individual), setting
(inpatient, day hospital, outpatient), and selec- Major advances have been made in the investi-

gation of various medications to treat symp-tion criteria. Certain essential features, how-
ever, characterize the brief therapies: establish- toms and symptom constellations as related to

the various Axis I and some Axis II disorders.ing a time limit, achieving a focus with clear
and limited goals, and an active therapist. These medications can be used as the primary

intervention, or combined with a major psy-Difficulties brought by patients can be broad-
ly conceptualized as either symptomatic or con- chosocial intervention, but should never be

given alone. Noteworthy situations that call outflictual in nature (Beutler & Clarkin, 1990).



Differential Therapeutics 351

for a combination of medication and psycho- ence a lasting deterioration because of treat-
ment. Therapeutic factors that seem most re-therapy would include schizophrenia, bipolar

disorder, major depression, and anxiety disor- lated to negative effects include inaccurate and
deficient assessment of the patient, poor thera-ders (Thase & Jindal, 2004).
pist training and skills, therapist personality,
therapist–patient relationship misapplication of
therapeutic technique, and patient qualities.NO TREATMENT AS THE

PRESCRIPTION OF CHOICE Those patient qualities that put the patient at
risk for a negative response to treatment in-
clude negative therapeutic reactions in mas-Most patients present with symptoms and a de-

sire for treatment. This situation lends itself to ochistic and narcissistic/oppositional patients.
In addition, borderline patients seem vulnera-assessment followed almost inevitably by treat-

ment. In this situation, clinicians are not in- ble to a negative response to treatment due to
their affective liability, fragile sense of self, andclined to recommend no treatment and rarely

do so for patients applying to an outpatient need to attach because of frightening fears of
abandonment. Some borderline patients be-clinic (Frances & Clarkin, 1981). By way of

contrast, many patients discontinue their treat- come psychotic in intense therapeutic relation-
ships. They are prone to act upon their trans-ment rather quickly for a host of reasons. It is

helpful for treatment-planning purposes to dis- ference fantasies rather than to investigate
them and often do this in a self-destructive andtinguish groups of patient who might be seri-

ously considered by the clinician for no treat- provocative manner. Finally, there are those
patients at risk for showing no response to treat-ment. This would include (1) patients likely to

improve without treatment (“spontaneous re- ment. They are individuals who are not moti-
vated for treatment and/or do not get involvedmission”), (2) those likely not to respond to

treatment (nonresponders), (3) those at risk for in the interpersonal process in such a way as
to foster change.a negative response to treatment, and (4) those

for whom the recommendation of no treat-
ment is an intervention in itself, aimed at resis-
tance (Frances et al., 1984). Each of these cate- MICRO LEVELS OF

TREATMENT PLANNINGgories deserves some description.
In many ways, the most felicitous situation

is one in which the clinician evaluates a per- Our original approach (Frances et al., 1984)
focused on the evaluation process, with theson suffering from acute stress, but who has a

history of effective functioning and coping. goal of appropriate referral of the patient to a
most optimal treatment, along the lines of theThese individuals are often capable of coping

with the stress by using their own resources, five macro areas of treatment planning pre-
viously outlined. Since that time, there hasalong with reassurance from the evaluator.

In contrast, there are those who are at risk been an integration of differential therapeutics
with in-treatment modifications (Beutler &for a negative response to the treatment itself.

We are talking here of those individuals who Clarkin, 1990; Beutler, Clarkin, & Bongar,
2000). Treatment planning begins with the ini-actually become worse in clinical status and/or

functioning during the treatment. The inci- tial referral. Patient and therapist, whatever the
original treatment goals, foci, and methods,dence of negative response to treatment ranges

from 3% to 28% (Bergin & Lambert, 1978). must constantly make reevaluations and adjust-
ments. Whereas the diagnosis and problemThere are many potential reasons for negative

response: reasons related to the nature of the area focus the content of the intervention, the
cognitive style of the patient will dictate thetreatment itself, to further progression of the

disorder, or to adverse environmental stressors. process and style of the intervention. Thus, two
people with equal levels of depressive symp-For treatment planning, it is most important to

identify those people who are likely to experi- tomatology may get different interventions, de-
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pending on the patient’s problem complexity, rience ranging from overt behaviors, to dys-
functional cognitive patterns, to unidentifiedcoping style, and reactance (Beutler, Clarkin,

& Bongar, 2000). feelings and experiences, and finally, to rela-
tively unconscious motivations, wishes, and
conflicts. There is no implication here that for

Problem Complexity a therapy to be effective it must reach to the
depth of unconscious motivations. However, theThe patient’s problem complexity relates to the

breadth of treatment goals. In terms of problem therapist must coordinate the problem com-
plexity (symptom or conflict) with the depth ofcomplexity, we distinguished simple or habit-

ual symptoms from complex symptom patterns. experience addressed in the treatment as lim-
ited by the coping style of the patient.Habitual or simple symptoms are currently

supported by reinforcing environments and
bear a clearly discernible relationship to their

Resistance Leveloriginal adaptive form and etiology. Complex
symptom patterns, by contrast, are indicative of The patient’s attitude toward seeking assistance
underlying conflicts, which can be inferred from others—resistance or reactance—must be
when the symptoms have departed from their taken into consideration by any therapist in ini-
original and adaptive form and are evoked in tiating the moment-to-moment interventions
environments that bear little relationship to the in therapy. We speculate that the reactance
originally evoking situation. Somatic treatments level of the patient relates to the degree of ther-
by definition are symptom focused. Likewise, apy directiveness. In general, patients high in
behavioral and cognitive psychotherapies are reactance will not respond well to directive
directed most specifically to altering simple therapies and therapeutic strategies. Rather,
symptom presentations. In contrast, interper- more unintrusive interventions such as accep-
sonal–experiential and psychodynamic thera- tance, empathy, encouragement, and restate-
pies are more broadly focused on symptomatic ment are most effective with patients manifest-
change and change in internal characteristics ing high levels of reactance to the therapist’s
of the patient. Manuals for conflict-focused intervention. Conversely, patients low in react-
psychotherapies are illustrative by defining con- ance are more accepting of directive approaches
flict-oriented therapeutic focus. Experiential (e.g., setting limits, providing guidance and ad-
(Daldrup, Beutler, Engle, & Greenberg, 1988), vice) and use them productively. The expert
interpersonal (Klerman, Weissman, Rounseville, therapist is constantly monitoring the react-
& Chevron, 1984), psychodynamic (Strupp & ance level of the patient, which can change in
Binder, 1984), and family (Minuchin & Fish- the course of a session or the course of a treat-
man, 1981) therapies all formulate treatment ment episode, and adapting accordingly.
foci and mediating goals that are beyond the
simple symptom focus itself.

DIAGNOSIS, PROBLEM AREAS,
Coping Style

AND TREATMENT PLANNING
The coping style of the patient is central to
treatment planning, as it sets the parameters on In our original publication (Frances et al.,

1984), we did not base differential therapeuticthe depth of experience that can be addressed
in the treatment. There is no single correct way principles on diagnosis, because we thought at

that time there was too little information con-to categorize patient coping styles, but we re-
duced the coping styles to four: internalization, cerning diagnosis and treatment planning. We

have since provided case books organized byrepressive, cyclic, and externalizing (Beutler &
Clarkin, 1990). The coping styles of the patient patient diagnosis and have considered differen-

tial treatment planning within the context ofdetermine the depth of experience aroused and
addressed in the treatment, with depth of expe- diagnosis along with other nondiagnostic pa-
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tient variables (Perry, Frances, & Clarkin, and (4) the contributory causes of the depres-
sion.1985; Perry, Frances, & Clarkin, 1990).

At the present, designs for clinical research, The phase of the disorder, either acute or
between episodes, dictates both the intensityboth in psychotherapy and medication re-

search, depend on diagnosis for defining ho- and goals of treatment. The severity of the dis-
order would include its conceptualization intomogeneous patient groups. Any comprehen-

sive treatment planning algorithim must make subtypes, such as melancholia and psychotic
depression. In terms of treatment planning, theuse of this accumulating data, so in this de-

scription of differential therapeutics, we extend distinction between psychotic versus nonpsy-
chotic depression is important, dictating differ-the system along diagnostic lines, even though

there are problems in this approach (Clarkin ent medication and treatment settings. The
duration of the mood disorder, chronic or non-& Levy, 2004).

Although behavioral systems put weight on chronic, influences medication strategies and
may relate to the personality issues. Becausethe specific problem area of the patient (e.g.,

Goldstein & Stein, 1976; Lazarus, 1992), other of space limitations, we will discuss treatment
considerations only for nonpsychotic, mild-to-orientations seem to imply that the principles

of treatment planning cut across the problem moderate levels of unipolar depression on an
ambulatory basis.areas. They provide little attention to different

problem areas and how these might influence
treatment planning. The clinician’s practice

Model of the Disordersetting will influence the emphasis on diagno-
sis and its relative weight in treatment plan- In order to conceptualize the symptoms of de-

pression in a framework suitable for psycho-ning. The more symptomatically disturbed and
less functional the patient, the greater is the therapeutic treatment, theoreticians have seen

the symptoms as reflecting interpersonal prob-need to specify via diagnostic criteria areas of
symptomatology and dysfunction in order to lems, internalized ways of thinking about self

and others that are dysfunctional, and behav-begin a specific remediation process. At the
other extreme, for those patients with less se- ioral excesses and deficits.
vere symptoms, who are functional and have
clear assets, the diagnosis is less specific, and

Mediating Goals of Treatmentthe treatment approaches can be more varied.
We employ two prevalent diagnoses/prob- The mediating goals of the treatment of de-

pression are related to the phase and severitylem areas as examples of the use of the treat-
ment-planning process. To that end, we will of depressive symptoms and presumed causes

leading to their development and maintenancefocus on one prevalent Axis I disorder, major
depression, and one prevalent and severe Axis (i.e., a model of the disorder). Depending on

the individual patient and his or her idiosyn-II disorder, borderline personality disorder. We
will use these disorders as prototypes for treat- cratic assets, liabilities, stressors, and social

supports, the mediating goals of treatment willment planning.
include symptom improvement (decrease in symp-
toms of depression, control and management

Major Depression of suicidal ideation and/or behavior); cognitive
changes (changes in faulty or depressogenicThe prevalence and multidetermined nature of

depression makes it an important focus for cognitions); interpersonal changes (increase in
social skills, social support, and positive and re-treatment planning. Treatment planning for

unipolar depression must take into consider- warding experiences, decrease in interpersonal
conflict); and personality/dynamic changes (modi-ation four factors in its phenomenology: (1) the

phase of the illness (the acute phase or thereaf- fication in interpersonal behavior, modification
in intrapsychic conflict, including a decreaseter), (2) the severity of the disorder, (3) the du-

ration of the disorder (chronic or nonchronic), in overharsh standards).
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Treatment Choices the individual case. In light of this clinical real-
ity, the clinician must draw flexibly and cre-
atively from a range of behavioral, cognitive,The severity of the depressive symptoms and/

or the associated aspects of depression such as interpersonal, and dynamic techniques in the
treatment of depression.suicidal ideation or behavior may, at times, ne-

cessitate hospitalization, especially when social One important point that is emerging from
research in the treatment of depression shouldsupports are low. Under usual circumstances,

such a hospitalization would be of brief dura- be emphasized. It would appear that the pa-
tient must have some minimal level of compe-tion, but might be lengthened when the de-

pression is accompanied by a comorbid condi- tence in the area targeted for remediation for
the outcome to be positive (Rude & Rehm,tion such as suicidal behavior and borderline

personality disorder. Other than these unusual 1991). Without some minimal level of compe-
tence in the targeted area, the patient does notsituations, the treatment of depression can be

carried out in an outpatient setting. respond well to intervention, at least in brief
therapies. This issue needs more investigationThe manuals for the individual treatment of

depression on an outpatient basis have used a and may well become a central one in differen-
tial treatment planning.range of psychoeducational, behavioral, cogni-

tive, interpersonal, and psychodynamic strate- Behavioral, cognitive, and interpersonal treat-
ments delivered individually have been re-gies and techniques. In general, these treatments

are highly structured, with the assessment re- searched, and this may reflect the predominant
treatment format in clinical use for depression.sulting in specific foci that are negotiated with

the patient. The use of homework assignments The focus of treatment in the individual format
is the patient’s cognitions, social-skills deficits,between sessions is common.

The various individual treatment strategies problematic interpersonal relations, and intra-
personal conflicts. Some of the techniquesand techniques are effective but not differ-

entially so for patients with mild to moderate used in the individual format may be used ef-
fectively and more efficiently in the group for-depression. Because the treatment strategies/

techniques evaluated to date are of equal effec- mat, but this has received less research atten-
tion.tiveness in at least the brief treatment of out-

patient mild-to-moderate depressives, the clini- The use of couples and family formats for
the treatment of some aspects of depression iscian is faced with the dilemma of how to

decide which techniques or combination of in development. Most of the studies of family
treatment formats when one member is de-techniques to use. Although this is not clini-

cally satisfying, the most parsimonious explana- pressed have been done in the couples treat-
ment format. In addition, however, there havetion may be that different brief therapy models

draw upon common change facilitating ele- been recent clinical trials using couples treat-
ment format for both depression and maniaments (Arkowitz, 1992).

One solution is to assess each patient for the (Clarkin, Haas, & Glick, 1988; Tompson,
Miklowitz, & Clarkin, 2003).presence of difficulties in the focal areas pos-

ited by the various models of depression and On a practical level, the clinician must as-
sess for common family problem areas, regard-target those areas where problems are noted in

the evaluation. Thus, depressed patients with less of whether they predate, coexist with, or
follow from the patients’ affective symptoms. Itfaulty interpersonal relations and/or poor social

skills will receive treatment focused on these is often impossible to sort out the time sequence
and causal relations between symptoms and in-areas. Those patients with prominent cognitive

dysfunctions may need some focus on these terpersonal stressors. Family and couple areas
of prime relevance to intervention would in-faulty cognitions. Those with long-standing in-

ternal conflicts will need attention in this area. clude marital conflict, anger toward and rejec-
tion of the patient, lack of relational intimacy,In other words, the mediating goals of treat-

ment will vary, depending on the specifics of poor parenting behavior, hostility and overin-
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volvement (high expressed emotion) with the to brief treatments (little character pathology,
absence of previous depressive episodes, thosepatient, poor medication compliance, and lack

of family support for this compliance. who form a good therapeutic alliance, areas of
healthy functioning); in reality, it is often dif-In addition to the focus on common prob-

lem areas when one family member is de- ficult to predict which patients will respond to
brief treatments. An empirical approach is best.pressed, a sequence of possible levels of family

interventions is available. There is a potential In evaluating whether brief therapy is appro-
priate for a particular depressed patient, the du-progression of family intervention from psy-

choeducation, to routine communication train- ration, severity, nature, and causes of the de-
pression, as well as the presence or absence ofing and problem-solving skills enhancement,

to more involved systems and psychodynamic a comorbid Axis II condition are important
considerations. Brief cognitive-behavioral andintervention. It would appear to us that for any

family in which a member has an episode of interpersonal therapies have been shown to be
effective in the diminution of mild to moderatemajor depression, family psychoeducation is

indicated. Indeed, in families who have excel- depressions in outpatients with at least some
functional capacity. Successful brief therapy haslent premorbid communication and problem

solving, psychoeducation may be sufficient. In been accomplished when the mediating goal is
cognitive changes (Rush, Beck, Kovacs, & Hol-the majority of families, however, the insult

and stress of a major depressive episode will lon, 1977), social-skills training (Hersen, Bel-
lack, Himmelhoch, & Thase, 1984), increasescall for at least a planned, relatively brief fam-

ily/marital intervention, mainly cognitive and in pleasant events (Thompson & Gallagher,
1984), changes in interpersonal problems (Weiss-behavioral in strategy and focused on assisting

the family in coping with the disorder. Finally, man et al., 1979), and psychodynamic changes
(Thompson & Gallagher, 1984).there are a subset of families in which premor-

bid marital conflict, interpersonal difficulties, A sizeable minority of patients do not re-
spond to brief treatment. For example, in oneand poor problem solving are endemic. In these

situations, often the patient has concomitant carefully designed study (Hersen et al., 1984),
female unipolar depressives responded to allAxis II pathology, and the partner may also have

moderate to serious psychopathology. Then, a four treatment conditions (social skills, social
skills plus amitriptyline, amitriptyline, and psy-longer and more involved family intervention

may be of assistance, although it is in these chotherapy) with marked improvement. How-
ever, when a conservative cutoff score (belowcases where small gains are long in coming.

The predominant outpatient treatment for 10 on both the Beck Depression Inventory and
the Hamilton Rating Scale for Depression) wasmild to moderate depression that has been re-

searched is a brief, 12- to 25-session psycho- used, only 23% to 49% of the patients were
rated as improved. This limitation of therapeu-therapy. It is quite likely, however, that clinical

practice is at variance with the brevity of the tic range may be seen in many other studies.
Although behavioral treatment was effective intreatment in research. This is especially so with

cases of more severe depressive symptomatol- another study (Brown & Lewinsohn, 1984), at
6-month follow-up, 25% of the patients stillogy and where this Axis I condition is con-

founded with Axis II disorders, which become met criteria for depression. Low responders to
this educational treatment (those who neededeither an impediment to brief treatment or the

focus of intervention once the depressive symp- more treatment and/or another treatment) re-
ported depressions earlier in life, had signifi-toms have been alleviated.

In many cases, a brief treatment can be ne- cant life stresses, and had greater dissatisfaction
across more areas of life, especially with friends.gotiated with the patient at initial evaluation,

but at the end of this brief intervention, further Although there is no guarantee that depressed
patients would respond better to a longer treat-evaluation will determine the need for more

extended intervention. Theoretically, it is pos- ment, results such as these suggest that longer
and more intensive treatments should be em-sible to describe patients most likely to respond
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ployed for patients whose depressive symptoms possible that the association between presence
of personality disorders and poor response todo not substantially remit after brief therapy.
treatment for depression may be related to the
presence of interpersonal difficulties in those

In-Treatment Modifications with personality disorders, as interpersonal dif-
ficulties could leave the individual withoutOnce the depressed patient is in treatment,

there will likely be needed modifications in the much social support and interpersonal joy and
pleasure. It has been found, for example, thatongoing treatment plan. With depression, the

likely modifications are focus (cognitive vs. in- among depressed woman receiving interper-
sonal psychotherapy (IPT) for recurrent depres-terpersonal), the level of therapist control and

direction, and the length of the treatment. sion, it was the women with fearful avoidant
attachment profiles that had lower levels ofOnce there is some alleviation of the initial

depression, attention will often be more con- self-esteem and more negative attitudes toward
others than those women with secure attach-centrated on accompanying interpersonal be-

havior and personality disorder traits, which, as ments (Cyranowski et al., 2002). There was a
positive association between high fearful avoid-noted earlier, are quite common in depressed

patients. These difficulties may have helped ant attachment ratings and longer time to clini-
cal stabilization in IPT, even though attach-cause the depression or may have been instru-

mental in occasioning circumstances leading ment classification did not distinguish between
patients who did and did not remit with IPTto the depression, and without intervention

they may very likely cause relapse. Personality treatment. It would appear that both cognitive-
behavioral psychotherapy and IPT (Miller,disorders accompanying depression will have

an impact on many aspects of the treatment. Frank, Cornes, Houck, & Reynolds, 2003) are
effective in the maintenance treatment of pa-The prognosis for recovery is not as favorable

when the two are co-occurring (Clarkin & tients with depression.
Abrams, 1998), and the treatment duration will
probably be longer, with personality traits be-

Borderline Personality Disordercoming the focus of treatment.

Maintenance Treatment
Model of the Disorder and
Treatment-Relevant Subtypes

The Diagnostic and Statistical Manual of Men-There is a growing awareness that some pa-
tients are suffering from a more chronic de- tal Disorders (DSM) diagnostic criteria for

borderline personality disorder (BPD) can bepression and it brings up the practical question
of which patients should get maintenance considered a working definition of common

difficulties presented by individuals with thetreatment? There are some indications that the
nature of the response to acute treatment—(1) diagnosis. The criteria, however, vary widely

in their sensitivity, specificity, and predictiverapid and sustained responders, (2) delayed,
but sustained responders, (3) mixed responders power with respect to the diagnosis (Clarkin,

Widiger, Frances, Hurt, & Gilmore, 1983).without sustained improvement, and (4) pro-
longed nonresponders—may relate to the need Few individuals classified as having the disor-

der manifest all nine criteria. Because BPD,for maintenance treatment.
What are the patient risk factors for slow like most DSM diagnoses, is polythetic, it is

inevitable that individuals with the disorderand difficult response to treatment and to re-
lapse? There is a growing empirical literature will be quite heterogeneous with regard to the

criteria and the problem areas they represent.indicating that those individuals with depres-
sion and comorbid personality disorders re- Using cluster analysis of the BPD diagnostic

criteria in a large group of patients, we (Hurtspond slower and more inadequately to treat-
ment than to those patients with depression et al., 1990) found three cluster combinations

that emerge from the criteria. This involveswithout comorbid personality disorders. It is



Differential Therapeutics 357

identity problems (such as chronic feelings of patient (e.g., existence of current depression,
transient psychotic symptoms), and the particu-emptiness or boredom, identity disturbance,

and intolerance of being alone), affective prob- lar mix of BPD criteria.
lems (intense anger, instability of affect, unsta-
ble interpersonal relations), and impulsivity

Treatment Choicesproblems. It is one or more of these three prob-
lem areas that one is targeting in the treatment Under usual circumstances the borderline pa-

tient can be treated on an outpatient basis.of BPD individuals.
This heterogeneity among people with BPD However, because, many of these patients have

episodes of serious self-destructive behavior,makes it difficult to specify treatment strategies
for the group. On the one hand, designing acute hospitalization may be needed periodi-

cally to control such behavior. The range oftreatment strategies for the individual criteria
themselves or for the many possible combina- functioning, both psychosocial and vocational,

varies widely in the borderline group, such thattions of criteria seems overly specific. On the
other hand, a treatment strategy designed to ad- some of these patients may need day hospital

treatment for the development of these skills.dress the entire complex of criteria would fail
to address the modal individual with the diag- Though the predominant clinical format is

individual treatment, the most researched treat-nosis who has less than the complete set.
ment formats for BPD are a combination of
individual and group formats and group for-

Comorbidity mats alone (Clarkin, Marziali, & Munroe-Blum,
1991). The group format has the advantage ofBorderline patients often have extensive co-

morbid conditions on both Axis I and Axis II. diluting the BPD patient’s reliance and in-
volvement with one individual therapist andMany BPD patients have a comorbid Axis I di-

agnosis of some form of depression, and they providing a group of people who can be mod-
els for coping and interaction. This format mayoften get into treatment because of a depressive

episode. From a practical point of view, bor- provide one antidote to the danger of overin-
volvement and iatrogenic effects of individualderline patients with depression need attention

for the depression at the beginning, after which treatment in borderline patients (Strupp, Had-
ley, & Gomes-Schwartz, 1977).the treatment can proceed to other disruptive

BPD behaviors (Skodol, 1989). On Axis II, it is There are a number of manualized treat-
ments for BPD patients: a cognitive-behavioralcommon for borderline patients to have over-

lap with narcissistic and histrionic personality approach, which combines individual and group
formats supported by a clinical trial (Linehan,disorder and/or features.
Armstrong, Suarez, Allmon, & Heard, 1991),
a modified psychodynamic approach (Clarkin,

Mediating Goals of Treatment Yeomans, & Kernberg, 1999), and an integrated
approach (Livesley, 2003). In addition, twoThe mediating goals of treatment, in order of

priority, would be (1) control of suicidal and day-hospital treatments, both psychodynamic
in orientation, have been described (Batemanother self-destructive behavior (e.g., serious al-

cohol abuse), (2) induction into treatment with & Fonagy, 2003; Piper, Rosie, Azim, & Joyce,
1993). Psychodynamic treatments show differ-normalization of in-treatment behavior (e.g.,

attendance at each session, reduction in multi- ences in the use or nonuse of early transfer-
ence interpretation, emphasis on a holdingple contacts between sessions), (3) treatment of

depressive affect and other labile and uncon- environment versus exploring negative transfer-
ence, and different conceptualizations of thetrolled emotions, (4) improvement in inter-

personal relations and behavior, and (5) im- therapist’s role (Waldinger, 1987). Successful
dynamic treatments of borderline patients sug-provement in self-esteem and identity. The

mediating goals of treatment will depend on gest that early treatment goals must focus on
controlling acting-out behavior around both thethe comorbid conditions of the particular BPD
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destruction of the treatment and self-destruc- 2. The comorbid Axis I disorders; depres-
sion is common, and in about 10% oftive behavior, which is then followed by other

treatment goals (Waldinger & Gunderson, 1984). the cases, bipolar disorder is present.
3. The comorbid Axis II disorders; the con-It is generally agreed that substantial prog-

ress with BPD patients will take a treatment of tinuum of antisocial, malignant narcis-
sism, narcissism with antisocial traits,longer duration. Linehan’s dialectical behavioral

treatment is 1 year in duration (Heard & Line- and borderline alone is relevant for treat-
ment planning and prognosis.han, this volume), and Kernberg’s (Clarkin,

Yeomans, & Kernberg, 1999) manualized dy- 4. The structure of the treatment from the
start is crucial, as exemplified in the con-namic treatment presupposes a treatment pe-

riod of some 2 years. Brief treatments, however, tract-setting phase of the treatment.
5. The strengths of the patient.may be effective at times of crisis for the BPD

patient, which may or may not be followed by
long-term therapy. Those BPD patients who
have gotten into intense and destructive treat-
ment relationships previously may need only

CONCLUDING COMMENT

With the progression of time and the inevitablebrief treatments in crisis.
comparison with other views of psychotherapy
integration, the substance of differential thera-

In-Treatment Modifications peutics in terms of its goals, content, assets, and
limitations has become clearer. DifferentialWhat modifications in treatment approach must
therapeutics was originally intended as a frame-the therapist be aware of in the treatment of
work (based on research and accumulated clin-borderline patients? These patients present many
ical wisdom) within which one could teachsituations (i.e., potential treatment dropout,
mental health trainees a methodology for clini-threatening of suicidal behavior) that may call
cal decision-making. This continues to be thefor the clinician to be flexible and change strat-
main function of differential therapeutics; it isegies in midstream. From a psychodynamic
a systematic framework within which one canorientation (Clarkin, Yeomans, & Kernberg,
continually make use of new research informa-1999) the therapist may have to retreat from
tion to reformulate guidelines for treatmenttherapeutic neutrality at times with these pa-
planning.tients, especially when there are suicidal threats
Though conceived as a teaching framework,and psychotic transferences. From any perspec-

differential therapeutics can also be used as ative, the nature and tone of the relationship be-
guide for generating hypotheses for clinical re-tween patient and therapist must be carefully
search. It has been repeatedly pointed out thatmonitored. BPD patients are prone to become
the number of possible combinations of pa-intensely attached, both positively and nega-
tients by type, by diagnosis, by treatment, is al-tively, to the therapist, and acting-out, self-
most infinite, and we cannot plan for researchdestructive behavior will often occur in the
on all combinations. Rather, one must strategi-context of this relationship and its vicissitudes.
cally plan research on the most likely fruitful
combinations.
Part II of this Handbook is focused on sys-Summary

tems of psychotherapy integration, and Part III
When planning treatment for the BPD patient, pertains to integrative psychotherapies for spe-
the following variables should be considered: cific disorders and populations. In many re-

spects, differential therapeutics includes, but is
not limited to a system of psychotherapy inte-1. The action potential of the patient (sui-

cidal behavior, other impulsive behaviors); gration or to specific disorders. Integrative sys-
tems focus on what the therapist does in termsthese behaviors need to be controlled right

from the start of the treatment. of therapy strategies and techniques at different
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phases of an individual treatment. Differential derline personality disorder. Supplement to the
American Journal of Psychiatry, 158, 1–52.therapeutics originally lacked attention to such

detail in the therapy session but has been ap- Arkowitz, H. (1992). A common factors therapy for
depression. In J. C. Norcross & M. R. Gold-plied to these situations in more recent explor-

ations (Beutler & Clarkin, 1990; Beutler, Clar- fried (Eds.), Handbook of psychotherapy in-
tegration (pp. 402–432). New York: Basickin, & Bongar, 2000).

Logically, differential therapeutics comes Books.
Bateman, A., & Fonagy, P. (2003). The develop-before systems of psychotherapy. Rather than

assuming that the patient is in individual psy- ment of an attachment-based treatment pro-
gram for borderline personality disorder. Bulle-chotherapy of whatever orientation, differential

therapeutics is concerned with treatment plan- tin of the Menninger Foundation, 67, 187–211.
Bergin, A. E., & Lambert, M. J. (1978). The evalua-ning for the individual from the first evalua-

tion, whether that be in a hospital emergency tion of psychotherapeutic outcomes. In. S. L.
Garfield & A. E. Bergin (Eds.), Handbook ofroom, in a walk-in clinic, or in a private prac-

titioner’s office. This system does not assume psychotherapy and behavior change: An empiri-
cal analysis (2nd ed., pp. 139–189). New York:that the clinician will be treating the patient,

but rather that the evaluation can have more Wiley.
Beutler, L. E., & Clarkin, J. F. (1990). Systematicdegrees of freedom if the evaluator and patient

do not assume that the evaluator will be con- treatment selection: Toward targeted interven-
tions. New York: Brunner/Mazel.ducting the treatment. From the perspective of

the initial evaluation, many avenues of treat- Beutler, L. E., Clarkin, J. F., & Bongar, B. (2000).
Guidelines for the systematic treatment of thement tailored to the individual patient are real

possibilities. depressed patient. New York: Oxford University
Press.Other kinds of systematic treatment integra-

tion place little emphasis on the use of diagno- Beutler, L. E., Malik, M., Alimohamed, S., Har-
wood, T., Talebi, H., Noble, S., et al. (2004).sis. We think that as data accrue on the differ-

ential treatment response of various diagnostic Therapist variables. In M. Lambert (Ed.), Ber-
gin and Garfield’s Handbook of Psychotherapygroups, the diagnosis will continue to provide

important modifiers in the treatment planning and Behavior Change (pp. 227–306). New
York: Wiley.process. There are limitations to the use of di-

agnosis (Beutler & Clarkin, 1990; Clarkin & Brown, R. A., & Lewinsohn, P. M. (1984). A psy-
choeducational approach to the treatment ofLevy, 2004), but the diagnosis is the first step

in specifying the nature of the patient’s diffi- depression: Comparison of group, individual
and minimal contact procedures. Journal ofculties relevant to the focus and methods of

intervention. At the extremes, this statement is Consulting and Clinical Psychology, 52, 774.
Clarkin, J. F., & Abrams, R. (1998). Managementclear. One does not treat chronic schizophren-

ics and adjustment disorders alike. In the mid- of personality disorders in the context of mood
and anxiety disorders. In A. John Rush (Ed.),range (e.g., depressed outpatients), the nature

of the disorder and its relation to differential Mood and anxiety disorders (pp. 224–235).
Philadelphia: Williams & Wilkins.treatment is less clear.

Clarkin, J. F., Haas, G., & Glick, I. D. (Eds.).
(1988). Affective disorder and the family. New
York: Brunner/Mazel.
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Integrating Therapeutic Modalities

LARRY B. FELDMAN AND SANDY L. FELDMAN

Individual, family, and group therapy have de- A brief note about terminology: We recog-
nize that some therapists use the term “format”veloped as separate, and often antagonistic, mo-

dalities. This rigid separation has denied psy- instead of “modality”; we generally prefer mo-
dality, but sometimes use the two terms inter-chotherapists valuable opportunities to enhance

clinical assessment and treatment effectiveness changeably. We also recognize that some ther-
apists use “family therapy” to refer exclusivelyby integrating the complementary benefits of

each of these modalities. Individual problems to work with multigenerational families; we
use a broader definition, which includes workstimulate and reinforce interpersonal difficul-

ties; interpersonal problems exacerbate and with couples.
reinforce individual vulnerabilities. The oppor-
tunity to address both individual and interper-
sonal dynamics expands the possibilities for sig- ADVANTAGES AND LIMITATIONS

OF INDIVIDUAL THERAPYnificant and lasting change.
In this chapter, we present a model for inte-

grating individual, family, and group therapy
and illustrate this model with clinical exam- Advantages

ples. The advantages and limitations of each
modality are discussed, along with general con- Assessment

Individual psychotherapy provides a particu-siderations and common concerns regarding
the process of integration. Detailed descrip- larly valuable context for assessing individual

problems and strengths and for promoting in-tions of individual and family therapy integra-
tion and individual and group therapy integra- trapsychic changes. The privacy of the individ-

ual setting reduces defensiveness and facilitatestion provide the reader with a framework for
practice. discussion of feelings and thoughts about self

362
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and significant others. Often, individuals are feelings of trust and hope, and a sense that the
therapist “really cares about me,” “has my in-able to discuss in an individual session impor-

tant issues that they would be too fearful, terests at heart,” and “is my ally.”
The privacy and focused intensity of indi-ashamed, or guilty to discuss in the less private

context of group or family therapy. Examples vidual therapy stimulates intrapsychic change
processes. The opportunity to experience a pri-of such issues include feelings of worthlessness,

suicidal ideation, thoughts about divorce, ho- mary relationship with a “good object” (Klein
& Riviere, 1964) facilitates the process of thera-mosexual feelings, alcohol or drug abuse, cou-

ple or parental violence, extramarital affairs, peutic internalization (Meissner, 1981). Indi-
viduals are able to identify with the therapist’sand sexual abuse. When the therapist’s assess-

ment does not include a detailed understand- empathic and respectful attitude toward them,
thereby enhancing their own self-understand-ing of such issues, that assessment will be lim-

ited and incomplete. In some instances, such ing and self-respect.
The opportunity to explore conscious andas when an individual is suicidal, potentially

violent, or the victim of physical or sexual unconscious experiences within the context of
a secure “holding environment” (Winnicott,abuse, the assessment may be dangerously in-

complete. 1965) facilitates the processes of insight and
working through (P. Wachtel, 1985). In thisIndividual therapy allows the therapist to

develop an indepth assessment of one person’s context, cognitive distortions and transference
projections can be clarified, and the connec-feelings, thoughts, and behavior. All aspects of

the individual’s life—family, work, friends, in- tions between these processes and unconscious
conflict can be discovered.terests, values, hopes, and fears—can be ex-

plored. In family and group therapy, this is The intensity of the one-to-one relationship
stimulates the development of emotionallymore difficult because of the need to assess

more than one person at a time, as well as the charged reactions toward the therapist. Be-
cause the therapist is the only other personneed to track the dynamic interactions be-

tween the family or group members. physically present, cognitive and emotional re-
sponses toward him or her are particularly com-In addition to its value as a context for the

assessment of intrapsychic concerns, individual pelling. Individual therapy affords the therapist
frequent opportunities to concentrate empathictherapy is also a valuable source of hypotheses

about interpersonal problems and strengths understanding on the dynamics of the thera-
peutic relationship. Discussion of these dy-and interpersonal problem stimulation and re-

inforcement processes. Through the individu- namics in the privacy of the individual setting
has the potential to produce substantial intra-al’s self-reports and the therapist’s direct experi-

ence of a one-on-one relationship with him or psychic change (Luborsky, 1984; Safran &
Muran, 2000b).her, valuable hypotheses about interpersonal

dynamics often emerge. Individual therapy also provides a valuable
context for promoting behavioral change (Gold-
fried & Davison, 1994; P. Wachtel, 1997).

Therapeutic Change Within the secure environment of the individ-
ual setting, new forms of behavior can safelyIndividual therapy provides a particularly valu-

able setting for the establishment of a one-to- be explored. This exploration takes place in
two ways. In direct interactions with the thera-one therapeutic alliance (Bordin, 1979; Safran

& Muran, 2000a). By relating with empathy, pist, the individual has opportunities to experi-
ment with a variety of new behaviors; for exam-respect, concern, and genuineness (Rogers,

1980), the therapist fosters the development of ple, passive, compliant people can risk being
more assertive because they feel that the thera-a safe, collaborative relationship within which

difficult feelings, thoughts, and behaviors can pist will not be judgmental or attacking. The
second type of exploration takes the form ofbe explored and changed. The intimacy of the

individual therapy relationship contributes to role-played interactions with the therapist (be-
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havior rehearsal), which provide an opportu- therapist to interact with the individual in ther-
apeutic ways. In family and group therapy,nity to address specific problem situations that

occur in the individual’s day-to-day life. For such opportunities are readily available.
instance, people who are not appropriately as-
sertive with their spouse can use behavior re-
hearsal with the therapist to reduce their anxi- ADVANTAGES AND LIMITATIONS

OF FAMILY AND GROUP THERAPYety about developing and employing assertive
behavior.

Family therapy, with couples or multigenera-
tional families, and group therapy, with chil-

Limitations dren, adolescents, or adults, provide particularly
valuable contexts for assessing interpersonalThe limitations of individual therapy are de-

rived from its reliance on the one-to-one rela- problems and strengths and for promoting posi-
tive changes in interpersonal behavior. Interac-tionship with the therapist as the sole context

for clinical assessment and therapeutic inter- tions of family or group members with each
other and with the therapist offer multiple andvention. Though this relationship is highly sig-

nificant, it is also limited. complementary opportunities for assessment
and intervention.In terms of assessment, an individual may

withhold important information that is essen-
tial in formulating a treatment plan. For exam-

Advantagesple, a person with substance abuse may be in
denial or afraid to admit having a problem in
this area; a suicidal person may be ashamed to Assessment

reveal self-destructive feelings; a violent person
may feel too guilty to discuss his or her violent

Family Therapy. By meeting with family
members together, the therapist has the op-
portunity to join with them in a collaborativebehavior. In such situations, meeting with one

or more significant others is often very illumi- effort to understand and change their problem-
atic interactions and to facilitate the develop-nating. At times, it may be lifesaving.

Another limitation of individual therapy is ment of more positive, intimacy-promoting ex-
periences. In conjoint meetings, the therapistthat it does not allow the therapist to directly

observe the individual interacting with anyone is able to observe how family members orga-
nize themselves (who sits next to whom, whoother than the therapist. Often, people behave

quite differently in different contexts. A person speaks to whom, how close or far apart people
position themselves, etc.). He or she is alsomay, for example, be calm and cordial during

an individual meeting with the therapist but able to observe their postures, gestures, and fa-
cial expressions and the quality, pitch, and vol-may manifest a great deal of hostility during a

family or group meeting. Conversely, a person ume of their voices. Sequences of nonverbal
and verbal behavior are valuable sources of in-may be quite hostile in an individual session

but calm and cordial in a family or group ses- sight into the ways that family members con-
sciously and unconsciously stimulate and re-sion. When the therapist’s observations are

drawn from individual meetings only, a great inforce each other. For example, a husband
moves back in his chair whenever his wife be-deal of important information may be unavail-

able. gins to talk about their sexual relationship; a
son interrupts when his mother and father be-In regard to therapeutic intervention, indi-

vidual therapy does not provide opportunities gin to argue; a mother consistently answers
questions that are addressed to her daughter.for the therapist to directly influence the inter-

personal behavior of the significant people in Equally valuable are the therapist’s observa-
tions of the similarities and differences amongthe person’s life or of the individual in relation

to those significant others. Furthermore, there each family member’s perceptions of the prob-
lems and strengths in the family and of theare no opportunities for anyone other than the
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constructive and destructive ways that family and facilitates openness and full disclosure.
The humiliation that many people report aboutmembers discuss the problems that they have

identified. Based on these observations, the coming for professional help—not being able
to “solve my own problems”—can be dimin-therapist can directly intervene to reduce the

frequency and intensity of destructive behav- ished substantially by the shared experience of
group treatment.iors and to foster the development of construc-

tive problem-solving interactions.
Conjoint couple or family meetings also

provide an opportunity for consensual clarifica- Therapeutic Change
tion of self-reported behaviors and behavior se-
quences. Often, family members remember
the same events in quite different ways. For in-

Family Therapy. Family therapy provides
a particularly valuable context for the forma-
tion of therapeutic alliances with couples orstance, a husband may report that he drinks

once or twice a week, whereas his wife states families (Rait, 2000). Individual resistances are
often reduced in family therapy because diffi-that he drinks every day. Similarly, a teenage

boy may indicate that school is “fine,” but his culties are identified as family problems rather
than the exclusive problems of one individual.mother reports that she is receiving frequent

complaints from his teachers about his behav- Each family member is viewed as partially re-
sponsible for finding solutions. This processior. Exploration of these differences is essential

for an accurate assessment. minimizes scapegoating and facilitates the en-
gagement of each person in a therapeutic effortIn addition to their value as contexts for as-

sessing interpersonal problems and strengths, to improve the quality of family interactions.
Conjoint meetings also promote intimacyconjoint meetings are also valuable sources of

hypotheses about individual problems and among family members. These meetings are
an opportunity for individuals to share theirstrengths and intrapsychic problem stimulation

and reinforcement processes. Observing indi- feelings and thoughts about themselves, each
other, and their life together. The therapistviduals in the context of their family provides

a unique perspective from which to formulate helps each person to communicate construc-
tively his or her feelings and thoughts abouthypotheses about intrapsychic dynamics.
self and others and to listen actively as others
communicate their feelings and thoughts. ThisGroup Therapy. In group therapy, func-

tional and dysfunctional behaviors, strengths process increases empathic understanding and
promotes feelings of intimacy.and vulnerabilities, become apparent as indi-

viduals relate to each other and to the thera- In family therapy meetings, family members
have an opportunity to practice more construc-pist. One advantage of the group context is that

members may challenge or confront each tive ways of interacting with each other. The
therapist can directly intervene when dysfunc-other in ways a therapist would not. Behavioral

and emotional responses in these stressful situ- tional patterns emerge, can suggest more func-
tional alternatives, and can provide positiveations provide valuable information about cop-

ing skills, vulnerability, and resiliency. feedback in response to constructive changes.
The time that family members spend withConscious and unconscious processes are

often brought to light as group interactions each other before and after family sessions is
often very therapeutic. In these times, they arestimulate cognitive distortions and transference

reactions. Individuals’ self-reports and group able to share experiences and feelings that they
otherwise might not have shared. Many fami-members’ feedback are both valuable means

for identifying irrational thoughts and emotions. lies report that after leaving therapy meetings,
they continue to work productively on issuesThe shared feelings and struggles of the

group members provide an important “normal- that they had begun working on during the
meeting. In addition, families often indicateizing” function. Commonality of life experi-

ences or problem areas provides reassurance that once the lines of communication have been
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opened, they experience more free-flowing As a fellow group member develops insight or
modifies behavior, others identify with the pro-conversation on a variety of topics.
cess. In this way, therapeutic changes become
available for all. “Vicarious therapy” (Yalom,Group Therapy. The normalizing func-

tion of the group experience not only expands 1985) is one of the distinct advantages of group
treatment.assessment opportunities by counteracting in-

hibitions and facilitating sharing, but also The whole in group therapy is more than
the sum of its parts. An entity develops—themakes a significant contribution to therapeutic

change. Individuals often come to treatment group—that generates its own information and
offers learning through interpersonal process.with low self-esteem, fueled by a sense of isola-

tion, feeling different or “defective,” and set This interpersonal process provides a corrective
emotional experience. If individual therapyapart from others by “unique” problems, expe-

riences, or family backgrounds. Group therapy creates an opportunity for a significant relation-
ship with a “good enough” parent (Winnicott,provides a context in which individuals can ex-

perience consensual validation, hear others re- 1965), then group therapy provides an opportu-
nity to address issues involving the entire fam-port familiar struggles, recognize similarities,

and reframe elements of their personal di- ily. Sibling rivalry is often re-created in group
process as individuals compete for the atten-lemma as part of the human dilemma. Group

members frequently report a sense of relief as tion and admiration of the therapist and other
members. Varying positions of inclusion andthis process unfolds (Yalom, 1985).

Group therapy is also an empowering expe- exclusion in the group often stimulate each in-
dividual’s sense of self and his or her role inrience. The group members serve as change

agents and facilitators; there are numerous op- the family of origin. A sense of belonging,
never fully experienced in childhood, may de-portunities for leadership and for experiencing

oneself in benevolent ways. In the group con- velop as the group becomes increasingly cohe-
sive. Interpersonal conflict, unsuccessfully re-text, individuals give to one another, and in

that giving, receive a renewed sense of self- solved in the family system, may be dealt with
constructively in the group setting. Empathy,worth. By offering support, encouragement, re-

assurance, and insight through feedback and acceptance, validation, and affirmation that
were lacking in the individual’s first significantinterpretations, group members influence each

other in ways that facilitate growth for them- group experience, the family, can be found in
the present therapy group experience.selves and for others.

At the time of termination, individuals often
report the special significance of interventions
by their peers. Affirmations may be less suspect

Limitationsbecause the group member “is not being paid
to do the praising.” Suggestions and interpreta- One of the limitations of family and group

therapy is that in these contexts, individualstions may be considered more credible coming
from others “who have been there.” Confronta- may be too inhibited by the presence of others

to raise or discuss important matters concern-tions may be easier to tolerate when they come
from “one of us,” not from the “expert.” Accep- ing themselves or their families. Examples of

such matters were previously noted (see advan-tance can be relished when it seems hard won
rather than a professional responsibility that tages of individual therapy), as was the impor-

tance of the therapist having this knowledge in“comes with the territory.”
Learning through others in the group oc- order to formulate an accurate and complete

assessment. Another limitation is that thesecurs directly and indirectly. Members influ-
ence each other directly by offering sugges- modalities do not allow the therapist to observe

and interact with individuals outside of the fam-tions, validation, affirmation, or confrontation.
They influence each other indirectly by means ily or group context. As previously discussed, the

differences between how people behave inof observing and absorbing therapeutic changes.
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these contexts versus the context of individual this anxiety by presenting a framework for think-
ing about and dealing with confidentiality.therapy can be dramatic.

A further limitation of family and group There are a number of constructive ways to
deal with confidentiality; each one has advan-therapy concerns the limited amount of time

available for each person. Some individuals tages and disadvantages. Whichever approach
the therapist chooses, it is essential that he orneed more time, energy, and attention directed

toward their specific concerns and their unique she communicate that approach clearly at the
outset and be consistent in its applicationsituation than can be offered in a family or

group context. Other individuals, such as those throughout the course of therapy.
One way of dealing with the question ofwith attentional problems (ADD, ADHD),

may be overwhelmed or distracted in a family confidentiality is for the therapist to state that
because of the importance of information ex-or group setting. For these people, the focused

intensity of individual therapy is essential for change between the modalities, it is essential
that he or she have the freedom to share infor-healing.

In addition, family and group therapies are mation from individual meetings with the
other family or group members. This positionlimited in their ability to facilitate intrapsychic

change processes. The presence of other peo- maximizes communication between the differ-
ent modalities, but it limits the willingness ofple can interfere with the empathic responsive-

ness necessary for the establishment of a secure many people to discuss important information
in their individual meetings. Also, even whenenvironment for intrapsychic exploration. Fur-

ther, the highly valuable intensity of transfer- individuals do agree to a free flow of informa-
tion, they may still experience sharing of infor-ence reactions to the therapist can be diluted

by emotionally charged interactions with fam- mation by the therapist as a “betrayal of confi-
dence.”ily or group members.
A second approach is for the therapist to

take the position that integration will be most
effective when the “integrity” of each processINTEGRATION: GENERAL

CONSIDERATIONS is preserved by the strict maintenance of con-
fidentiality. This position maximizes openness
in the individual meetings but minimizes com-Individual, family, and group therapy are com-

plementary and synergistic formats. The advan- munication between the modalities.
The position that we recommend incorpo-tages of each modality can reinforce and ex-

pand those of the others; the limitations of rates elements of both these approaches. In re-
gard to anyone outside the family or group,each can be compensated for by the others’

strengths. Integration allows the therapist to confidentiality is strictly maintained, as long as
doing so would not endanger anyone’s safety.use the complementary benefits of each ap-

proach. Within the therapeutic milieu, however, there
is a dynamic interplay. Everyone is encouragedIn this section, we discuss some general is-

sues that are of common concern in both indi- to take responsibility for introducing relevant
feelings, conflicts, or insights from individualvidual and family and individual and group

therapy integration. The first of these is confi- sessions into family or group sessions. The ther-
apist refrains from sharing such informationdentiality.
unless he or she has obtained explicit permis-
sion to do so. When such permission is re-

Confidentiality quested, it is important that the therapist be
clear about what will be shared and why it mayWhen individual therapy is integrated with ei-

ther family or group therapy, confidentiality is be helpful. In order to avoid being placed in
the position of “keeping secrets” (e.g., adoles-an important concern. Anxiety about this con-

cern often inhibits therapists from attempting an cent drug abuse, extramarital affairs, misrepre-
sentations of important information in the fam-integrated approach. We hope we can reduce



368 Integrative Treatment Modalities

ily or group setting), the therapist obtains an minimal conflict between the individual and
family or group therapists.agreement at the outset from each person that

if anything is discussed in an individual session There are times, however, when the advan-
tages of a one-therapist structure are outweighedthat the therapist believes is essential to share

with the family or group, the individual will by the disadvantages. With individual and fam-
ily therapy integration, a two-therapist structureeither share that information or give the thera-

pist permission to do so. is indicated when the number and/or severity
of the presenting problems are unusually high,In addition to discussing the therapist’s be-

havior regarding confidentiality, it is also im- when a symptomatic person is extremely resis-
tant to sharing “his or her” therapist with theportant to make clear recommendations to

family or group members about their own be- other family members, when an individual
therapy relationship has been firmly estab-havior. In relation to anyone outside the family

or group, confidentiality is essential. In regard lished prior to the introduction of couple or
family therapy, or when the therapist is con-to sharing material from individual sessions

with family or group members, it is generally vinced that a couple’s relationship is not likely
to endure and that each person will need anbest to leave the decision to each person; how-

ever, the therapist should discuss the possibility individual therapist to weather the transition
and move on. When two therapists are usedthat if such information is shared, it can lead to

difficulties. This is particularly true when one with multigenerational families, one therapist
meets with the symptomatic child or adoles-person shares comments that the therapist re-

portedly made about others in the family or cent, the other meets with the parents, and
both meet with the family. With couples, onegroup, such as: “He said that the reason we

have marital problems is because you’re overly therapist meets with each spouse and both
meet conjointly with the couple.sensitive” or “She said you really came on too

strong when you attacked me in the last group With individual and group therapy integra-
tion, a two-therapist structure is indicated formeeting.” It is important that the therapist re-

quest, at the beginning of treatment, that if in- those with a particularly strong need for an ex-
clusive relationship with an individual thera-dividuals are told about any comments report-

edly made by the therapist that are upsetting pist. In some instances, this need arises as a
result of being in individual therapy for a con-to them, they discuss their reactions with the

therapist so that clarification and working siderable period of time prior to the start of in-
tegration. In other instances, individuals withthrough can take place.
significant shame or guilt may move more eas-
ily into the group context if there is a separate

One Therapist or Two? therapist facilitating the group with whom they
have not personally detailed all episodes of aIn most instances, one therapist can effectively

integrate individual therapy with either family painful history.
When the integration is facilitated by twoor group therapy. Indeed, there are specific ad-

vantages to a one-therapist structure: (a) the therapists, consistent communication and col-
laboration are essential. Conflicts and misun-therapist has direct access to the information

and observations derived from the individual derstandings need to be resolved and a unified
approach developed and maintained.and family or group meetings; (b) the therapist

can form both individual and family or group
therapeutic alliances; (c) there is maximal co- INTEGRATING INDIVIDUAL
ordination of the different therapeutic modal- AND FAMILY THERAPY
ities; (d) there is maximal flexibility in regard
to structure change (e.g., increasing or decreas-
ing the frequency or length of the individual, Clinical Assessment

Individual and family interviews each providefamily, or group meetings); (e) one therapist is
more cost-effective than two; and (f) there is essential and complementary information. In-
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tegration of these formats allows the therapist ice’s separation anxiety appeared, the mother
became extremely protective toward Alice. Sheto develop a comprehensive assessment and

treatment plan (Feldman, 1992). frequently reminded her to be careful, asked
her repeatedly if she felt afraid, and organized
her time so that Alice was seldom left alone. If

Families she and her husband did go out, she called in
frequently to make sure her daughter was allAn initial meeting with the parents of a symp-

tomatic child or adolescent provides the thera- right. If the person staying with Alice reported
that she was upset, the mother strongly sug-pist with an opportunity to gather detailed in-

formation about the presenting problems, to gested to her husband that they return home
immediately, and they usually did.place those problems in perspective by collect-

ing information about the family history, to dis- Alice’s father was generally less anxious than
her mother, but he was quick to anger whencuss the parents’ attempts at problem solving,

and to explore individual and family strengths. he felt frustrated or hurt. At the time of the
referral, he was feeling quite frustrated withIt also allows the therapist to begin the process

of establishing a positive working alliance with both Alice and her mother and hurt by what
he perceived as his wife’s lack of interest inthe parents.

It is essential that the therapist involve both spending time with him.
The second component of an integrated fam-parents in the assessment process. Each par-

ent’s perceptions of the problems and strengths ily assessment is an individual meeting with the
symptomatic child or adolescent. This meetingof the symptomatic child or adolescent and of

the family system are of the utmost signifi- is directed toward an exploration of the young
person’s feelings and thoughts about self, fam-cance. In addition, it is important that the ther-

apist establish an alliance with both parents ily, and individual and interactional problems.
With adolescents, the meeting is generally en-from the outset so that each parent can be en-

gaged as a partner in the therapeutic process. tirely verbal; with children, verbal discussion is
combined with diagnostic play activities, such
as therapeutic board games, picture drawing,Clinical Illustration. A 10-year-old girl, Al-

ice, and her parents were referred for an evalu- story telling, and doll or puppet play (Broder
& Hood, 1983; E. Wachtel, 1994).ation in response to the parents’ concern about

Alice’s intense fear of being separated from In her individual meeting, Alice was very
anxious and seemed moderately depressed.them. Whenever the parents tried to leave her

with someone else for an evening, Alice be- During the course of a play therapy assess-
ment, she said she was afraid that if her parentscame extremely frightened and distraught. She

cried uncontrollably and begged her parents left her alone, she or her mother might die.
She wasn’t sure why she had that fear, butnot to leave. She was also afraid to sleep over

at any of her friends’ houses and consistently thought it might have something to do with
her grandmother’s death. Alice also talkedrefused their invitations. As a result, she was

starting to lose her friends. about how frightened she got when her father
became angry at her or her mother. She saidThe initial meeting was with the parents,

who both expressed a great deal of concern she was mad at her father because he got angry
so often.about Alice’s separation anxiety. They reported

that when they asked her what she was afraid The third element of an integrated assess-
ment is a conjoint family meeting. This meet-of, she could only say that she was afraid some-

thing bad would happen to her if they left. ing always includes the parents and the symp-
tomatic child/adolescent and may also includeThey indicated that Alice’s symptoms had

emerged about 6 months after the death of her other family members (e.g., siblings, grandpar-
ents) if the therapist believes their presence ismaternal grandmother. During that 6-month

period, Alice’s mother had been severely de- necessary for a comprehensive assessment. When
the parents are married and/or living together,pressed and emotionally withdrawn. Once Al-
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they both participate in the same conjoint fam- at problem solving, to observe the couple’s
communication and problem-solving interac-ily meeting; when they are separated or di-

vorced, it is sometimes more therapeutic to tions, and to explore current and past relation-
ship strengths. At the same time, the therapistconduct separate conjoint meetings with each

parent, at least initially. During the conjoint is able to begin the process of forming a thera-
peutic alliance with each partner.meeting, the therapist clarifies each family

member’s perceptions of familial problems and
strengths. Requests for change are identified, Clinical Illustration. Barbara and Bill came

for couple therapy in response to increasinglyand behavior change agreements are negoti-
ated. frequent arguments, which were characterized

by mutual blaming, name-calling, and threatsA week after the individual meeting with Al-
ice, she and her parents came together for a of divorce. In the initial conjoint meeting, they

described a chronically recurring interactionalconjoint family meeting. In that meeting, Al-
ice’s mother urged Alice to talk about why she pattern: Barbara became angry when Bill be-

haved in ways that she experienced as incon-was afraid, and she urged her husband to talk
about why he was angry. Alice and her father siderate and hurtful—for instance, coming

home late and not calling. Bill became defen-were slow to respond, but both did eventually
talk about their feelings. Alice was able to say sive when this happened and withdrew into a

cold, distant silence. Barbara reacted to his be-she was afraid she or her mother might die and
to connect this to her grandmother’s death and havior with increased anger, often leading to

verbal hostility and/or name-calling. At thather mother’s subsequent depression and with-
drawal. She was also able to say that when her point, Bill responded with hostile and demean-

ing comments about Barbara. From there, thefather got angry, she felt frightened. Alice’s fa-
ther said he felt frustrated with Alice because argument escalated into a shouting match.

Eventually, Bill and Barbara withdrew fromshe seemed unwilling to work on learning to
handle being separated from him and his wife. each other and maintained a “cold war” atmo-

sphere, sometimes for hours and sometimes forHe also said he felt frustrated with his wife be-
cause she seemed unwilling to work on learn- days. After a time, one of them made a move

toward reconciliation. Sometimes, this initia-ing to tolerate Alice’s being upset. Alice’s mother
cried and said she felt overwhelmed by Alice’s tive was rejected, leading to another round of

arguing. More often, the other person re-symptoms and her husband’s anger.
Each family member was helped to trans- sponded positively, and they entered a short-

lived period of relatively satisfying interaction.late their feelings into requests for specific be-
havioral change. Alice’s parents asked her to The second component of an integrated

couple assessment consists of individual meet-work on her fears so that she could learn to
tolerate separation from them. Alice asked her ings with each partner. In these meetings, the

therapist can explore each person’s feelingsfather to work on reducing the frequency and
intensity of his anger and asked her mother to and thoughts about the presenting problems,

the relationship, the partner, the self, and thestop asking her so often if she was all right.
Father asked mother to work on increasing the family of origin. The individual meetings can

strengthen the alliance between the therapistamount of time the two of them spent with
each other, and mother asked father to work and each partner and deepen the therapist’s

understanding of the strengths and vulnerabili-on controlling his temper.
ties that each person brings to the relationship.
In focusing on the presenting problems, the

Couples therapist can clarify both individuals’ emo-
tional and cognitive reactions to their partner’sWith couples, an initial conjoint meeting al-

lows the therapist to clarify the nature, inten- behavior and help them develop a better un-
derstanding of their partner’s emotional andsity, and history of the presenting problems, to

discuss the couple’s current and past attempts cognitive reactions to their behavior.
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The therapist inquires about each person’s are then discussed with the family. The thera-
pist explains the rationale for this particularperceptions of individual and relationship

strengths. He or she explores both current treatment plan and asks family members to
share their feelings and thoughts about the rec-strengths and those that were present in the

past but are not currently in evidence. ommendations. Based on their reactions, the
plan may be implemented as originally de-When the problems and strengths have been

clarified, family-of-origin history is explored. scribed, or one or more modifications may be
introduced. In either case, it is helpful to im-This exploration provides a foundation for un-

derstanding the connections between feelings, plement the treatment plan on a time-limited
basis (for example, one month) and then reas-thoughts, and behaviors in relation to the part-

ner and conscious and unconscious feelings and sess whether to retain or modify the original
structure.thoughts in relation to members of the family of

origin (i.e., transference reactions).
The individual meetings with Barbara and

Therapeutic StructureBill helped to clarify some of the emotional
and cognitive roots of their dysfunctional inter- In developing an integrative treatment plan,

the therapist devises a therapeutic structureactions. Barbara talked about repeated experi-
ences of feeling neglected by her father, who that he or she believes is most likely to promote

a decrease in individual and family interac-seemed much more invested in his business
than in his family. Bill talked about feeling tional problems and an increase in individual

and family interactional strengths. The firstcriticized by his mother, who never seemed
satisfied by his performance at school or his step in this process is clarification of each fam-

ily member’s explicit and implicit therapeuticbehavior at home. The therapist pointed out
that part of what seemed to be happening in goals.
their relationship was that each person’s behav-
ior (Bill’s neglectful behavior; Barbara’s critical

Goalsbehavior) touched a raw nerve in the other. He
encouraged Barbara and Bill to talk about their Family members often identify different, and

sometimes conflicting, treatment goals. For ex-family-of-origin experiences in the next con-
joint meeting and to continue to work on their ample: (a) The parents of a depressed adoles-

cent boy identified their major goal as the al-feelings about these experiences in subsequent
individual meetings. leviation of their son’s depression; the boy

indicated that his major goal was a reduction
in the conflict between him and his mother;

Formulation and Treatment (b) A husband stated that his goal in coming
Recommendations for couple therapy was to improve the mar-

riage; his wife stated that her goal was to dis-By integrating the information and observa-
tions derived from the conjoint and individual solve the marriage. When the therapist dis-

covers that two or more family members havemeetings, the therapist is able to develop a
comprehensive formulation. This formulation conflicting goals, he or she uses individual and

conjoint meetings to explore the possibility ofincludes an assessment of the nature and inten-
sity of individual and family problems, the in- developing treatment goals that all family

members can accept. In doing this, the notiontrapsychic and interpersonal factors that are
stimulating and reinforcing those problems, of time-limited goals is often helpful. Suppose,

for instance, that a married couple comes forand the individual and family strengths that are
limiting the severity of the problems and pro- therapy and the wife reveals in an individual

meeting that she is uncertain about whetherviding a foundation for constructive problem
resolution. or not she wants to stay in the marriage. The

therapist can explore this with the wife and de-Based on his or her formulation, the thera-
pist generates treatment recommendations, which termine whether she is willing to make a time-
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limited commitment (e.g., 2 months) to try to instance, a conjoint family meeting may be fol-
lowed by an individual meeting with the symp-improve the marriage and then to reevaluate

her feelings. If she is willing to make such a tomatic child or adolescent; individual meet-
ings with each member of a couple may becommitment, then marital therapy is possible;

if she is not, then divorce therapy is the only followed by a conjoint meeting with the couple.
Asymmetrical integration is characterized bypossible option.

an emphasis on one format more than the
other. In asymmetrical therapy with couples,

Structure the structure is either (a) two or more conjoint
meetings in a row, followed by one set of con-After exploring each family member’s thera-

peutic goals, the therapist recommends a treat- current individual meetings (conjoint-oriented
integration); or (b) two or more sets of concur-ment structure that he or she believes has the

greatest likelihood of facilitating the attain- rent individual meetings, followed by one con-
joint meeting (individually oriented integra-ment of those goals. That structure will involve

either a symmetrical or asymmetrical integra- tion). In asymmetrical therapy with families,
the structure is either (a) two or more conjointtion of individual and family therapy meetings

(see Table 17.1). meetings with the family or family subgroup,
followed by one individual meeting with theSymmetrical integration is characterized by

an equal emphasis on each type of format. In symptomatic child or adolescent (conjoint-
oriented integration); or (b) two or more indi-symmetrical therapy with couples, conjoint

meetings with the couple alternate with con- vidual meetings with the child or adolescent,
followed by one conjoint meeting with thecurrent individual meetings with each partner.

In symmetrical therapy with families, conjoint family or family subgroup (individually ori-
ented integration).meetings with the family or a family subgroup

(e.g., parents) alternate with individual meet- As with symmetrical integration, the con-
joint and individual meetings may take placeings with the symptomatic child or adolescent.

With both couples and families, conjoint on different visits, or each visit may be divided
into asymmetrical components. For example,and individual meetings can either take place

on separate visits, or each visit can be divided there may be a 15-minute conjoint family
meeting, followed by a 45-minute individualinto conjoint and individual components. For

TABLE 17.1 Integrating Individual and Couple/Family Therapies

Integrative Structure Characteristics Indications

Symmetrical Equal use of individual and family Equally high degree of individual and
interviews family dysfunction, and no major re-

sistance to either individual or family
interviews

Asymmetrical
Individually oriented Individual interviews used more Higher degree of individual than family

than family interviews dysfunction, and/or major resistance
to family interviews

Family oriented Family interviews used more than Higher degree of family than individual
individual interviews dysfunction, and/or major resistance

to individual interviews
Sequential Individual and family interviews Constructive use of both individual and

used on different visits family interviews
Combined Individual and family interviews Blocks to constructive use of either indi-

used during the same visit vidual or family interviews, and/or
termination phase of therapy

Source: Feldman (1992).
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meeting with the child or adolescent. With a made. This is discussed with the family and,
based on their reactions, the structure is eithercouple, there may be 15-minute individual

meetings with each partner, followed by a 45- implemented as recommended, or modified in
one or more ways.minute conjoint meeting with the couple.

In general, a symmetrical structure is indi-
cated when the degree of individual and inter-

Change Processesactional dysfunction appears to be equally
high, and the degree of resistance to individual Change has been conceptualized by individual

therapists primarily in terms of processes forand conjoint meetings is equally low. When
individual dysfunction appears to be greater promoting intrapsychic or individual behav-

ioral changes. Family therapists have focusedthan interactional dysfunction, or when there
is a high degree of resistance to conjoint meet- primarily on processes for promoting interac-

tional changes. From an integrative perspec-ings, an individually oriented integration is in-
dicated. Conversely, a conjoint-oriented struc- tive, both individual and interactional change

processes are highly significant. Each type ofture is indicated when there appears to be a
greater degree of interactional dysfunction or change process facilitates and strengthens the

other (Feldman, 1992; P. Wachtel, 2004).when there is a high degree of resistance to
individual meetings. When there is a block to change at one level,

it can frequently be reduced or eliminated byCombining individual and conjoint compo-
nents during the same visit is often indicated change at the other level. In the following sec-

tions, the integrative use of individual and in-when family members have difficulty making
good use of one of the interview formats. A teractional change processes will be discussed

and illustrated.highly conflictual couple, for example, may
have great difficulty engaging in constructive
problem-solving during a conjoint meeting un-

Using Individual Change Processesless this meeting is preceded by individual
to Facilitate Interactional Changemeetings with each partner. In such meetings,

they can ventilate some of their hostility and Interactional changes in family or couple sys-
tems are frequently blocked by dysfunctionalthen prepare themselves to listen to the other’s

point of view. Conversely, a child may make cognitions and emotions of individual family
members. When these intrapsychic factors aremore productive use of an individual meeting

if it is preceded by a conjoint family meeting neglected, therapy often becomes bogged down
in frustratingly repetitive efforts to promotein which family interactional problems are

identified and discussed. change by means of interactional change pro-
cesses alone. Reduction or elimination of theThe combined structure is also helpful if

the frequency of visits is reduced. This allows intrapsychic blocks allows family interactional
change to proceed.the therapist to continue using the same type

of structure, even though the overall frequency
of contact is less. For example, if conjoint fam- Clinical Illustration. A conflictual couple

was unable to learn effective problem-solvingily meetings have been alternating with indi-
vidual child meetings on a once-a-week basis skills because each person blamed the other for

their relationship problems, refused to listen toand the frequency is reduced to once every 2
weeks, it may be helpful to combine a conjoint their partner’s complaints, and resisted initiat-

ing any behavioral changes. Each one magni-and individual meeting during each visit.
During the assessment process, the therapist fied the dysfunctional aspects of the other’s

behavior and minimized his or her own dys-observes each family member’s reactions to the
conjoint and individual meetings and assesses functional behavior. Underlying these percep-

tual distortions were preconscious anxieties.the specific need for each format. Based on
this assessment, a recommendation for either a Both partners were afraid that if they acknowl-

edged their own role in creating and maintain-symmetrical or asymmetrical integration is
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ing the relationship problems, the other would sive-aggressive behavior at school and hostile
behavior at home. He also began to recognizenot reciprocate, and the initial risk taker would

be labeled as “the cause” of their problems. that this was self-defeating and, with the sup-
port of the therapist and both of his parents, heThey were both afraid to make any changes for

fear they would be humiliated if the other did was able to translate this realization into posi-
tive behavioral change.not also change.

In individual meetings with each partner,
intrapsychically oriented change processes (in-

Interrupting Multilevel Problem-sight, working through, and cognitive restruc-
Maintenance Processesturing) were used to decrease their resistance

to accepting responsibility for their role in Individual and family problems are perpetu-
ated by a combination of intrapersonal and in-maintaining the relationship problems and to

increase their ability to tolerate the anxiety as- terpersonal factors, as well as the dynamic in-
teractions between them (Feldman, 1992). Insociated with making behavioral changes. As

their defensiveness was reduced, they were order to interrupt the problem-maintenance
process, both intrapsychic and interpersonalincreasingly able to make use of conjoint meet-

ings and interactional change processes (mod- change processes are needed. By implement-
ing an integrated combination, individual andeling and behavior rehearsal) to develop con-

structive problem-solving interactions. interactional changes are more effectively facil-
itated, and intrapersonal and interpersonal
blocks to change are more effectively overcome.

Using Interactional Change Processes
to Facilitate Individual Change

Individual changes by family members are of- INTEGRATING INDIVIDUAL
AND GROUP THERAPYten blocked by dysfunctional interaction pat-

terns in the family. When these interpersonal
blocks are ignored, therapeutic insights are not
translated into lasting individual changes. Re- Clinical Assessment

and Treatment Planningduction or elimination of the interactional
blocks allows individual change processes to Individual and group assessment are comple-

mentary and synergistic processes. Integrationproceed.
allows the therapist to combine the specific
benefits of each process and moderate theirClinical Illustration. An 11-year-old boy,

Carl, and his family were referred for therapy limitations.
Individual and group therapy integrationbecause of Carl’s failing grades in school and

his oppositional behavior at home. His parents begins with one or more individual meetings.
In these meetings, the focus is threefold: first,were divorced and he lived primarily with his

mother. Carl’s contact with his father was in- a therapeutic alliance needs to be established;
second, individuals need to be understood infrequent, erratic, and unpredictable.

During the assessment, it became clear that terms of their intrapersonal and interpersonal
worlds; and third, the appropriateness of groupCarl was extremely angry with his father for

having “abandoned” him after the divorce. In involvement must be determined in accor-
dance with the individual’s needs.conjoint meetings, Carl’s father was initially

very defensive. Soon, however, he began to re- The question of how many individual ses-
sions there should be before integrating the in-spond to Carl’s expressed feelings of abandon-

ment by increasing the time and attention he dividual into a group experience is a controver-
sial one. Some therapists recommend limitinggave to his son’s day-to-day activities. As he did

so, Carl began to realize that he had been act- initial contact to two or three individual meet-
ings for assessment and group preparation (e.g.,ing out his anger toward his father through pas-
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Amaranto & Bender, 1990). Their experience tent with the specific needs of a particular
group.supports Yalom’s (1985) earlier position that

long-term individual involvement with the ther- In contrast to the aforementioned situations,
many people struggling with a great variety ofapist makes the transition to group more diffi-

cult and that the inability to share the therapist problems are able to maximize their opportu-
nity for growth by participating in an integratedwith other group members is often a contribut-

ing factor to premature termination. form of psychotherapy instituted after only a
few individual sessions. For these individuals,Other psychotherapists maintain that lengthy

individual work provides the necessary foun- the process of preparing for integration begins
with an initial assessment meeting designed todation for individual and group therapy inte-

gration. For instance, Scheidlinger and Porter explore the presenting problems and previous
attempts, both successful and unsuccessful, to(1980) believe that 1 to 2 years of individual

psychotherapy are essential to accomplish cer- address these problems. Information about past
and current functioning is elicited, and thetain therapeutic tasks that are prerequisites for

productive group involvement. Though it is of- therapist evaluates intrapersonal and interper-
sonal strengths and weaknesses. A family his-ten more difficult to offer long-term prepara-

tion in these days of managed care, it does con- tory and history of other group experiences pro-
vide important data.tinue to be a possibility for some individuals.

Our recommendation is to determine the This process continues into one or more
subsequent individual meetings as the therapistnumber of initial individual sessions on the ba-

sis of the specific needs and resources of each formulates early diagnostic impressions and be-
gins to develop a therapeutic alliance with theparticular person. Some people are ready to be-

gin participating in an integrated therapy after individual. The therapist’s questions and feed-
back provide problem clarification, support,only a few individual meetings; others need

more lengthy preparation. and empathic understanding. Even in this as-
sessment phase, treatment has begun.Certain people presenting in acute distress

are not good candidates initially for individual When the diagnostic picture is reasonably
clear and a therapeutic alliance sufficiently es-and group integration. Those who are flooded

with extreme anxiety, immobilized by severe tablished, the focus shifts to goal setting and
the formulation of a treatment plan. The ratio-depression, or lost in psychosis are often un-

able to respond to others in their environment. nale for integrating individual and group ther-
apy is discussed, and its specific value for thisThey may need individual attention exclu-

sively for a period of time in order to alleviate particular person is described in detail.
Some individuals react with curiosity and/some of their symptoms and become more

available for group process. Severely disturbed or positive anticipation to the suggestion of an
integrated approach: “How would that work?”;individuals manifesting paranoia or narcissism

may need significant preparation in order to “That might be good . . . I’ve always felt so
alone in this”; “Maybe the more heads the bet-be able to use the group format productively.

People with borderline personality disorder are ter.” Others are more apprehensive, and ex-
press a variety of concerns. The time betweenlikely to respond to an integrative approach by

“splitting” the modalities into the good treat- individual meetings allows for the emergence
of additional questions, anxieties, and resist-ment and the bad treatment, the good therapist

and the bad group members, or the good group ances.
Anxieties frequently relate to the person’s re-and the bad therapist. This tendency can be

offset, in part, through adequate preparation. lationship with the therapist and to anticipated
relationships with other group members. Indi-In all these instances, careful assessment dur-

ing the initial meetings allows the therapist to viduals may interpret the recommendation for
integration into the group in a variety of trou-design a treatment plan that meets the specific

needs of a particular individual and is consis- bling ways: “The therapist is bored with me
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and my problems”; “The therapist is over- can be experienced and the synergistic effects
of integration have an opportunity to develop.whelmed by my difficulties and needs to draw

on additional resources”; “I have failed at indi- When children and adolescents are evalu-
ated for individual and group therapy, thevidual therapy”; “I am hard to be alone with.”

Feelings of rejection, embarrassment, shame, structure of the initial meetings is somewhat
different than for adults. The first contact mostor guilt often emerge. The therapist must be

alert to these possibilities and provide opportu- frequently is a phone call from a concerned
parent or parents, after which a series of assess-nities for working through. Transference and

countertransference reactions are often acti- ment sessions is set up. The first of these is
usually an extended meeting subdivided intovated in this process and need to be dealt with

constructively. child, parental, and family components. In as-
sessing the therapeutic needs of children andIndividuals may feel angry at the prospect

of sharing the therapist and apprehensive about adolescents, their day-to-day interactions with
other family members must be considered.those group members who will be part of

“their” treatment. They may be concerned The therapist may decide that along with indi-
vidual and group therapy, family therapy is alsoabout “losing control in front of other people.”

Fear of rejection, confrontation, and judgment needed. This therapy may be conducted by the
same therapist who provides the individual andare common: “I know they’ll blame me for my

problems, just like my family does.” Fear of group treatment, or there may be clinical indi-
cations suggesting that a different therapist shouldridicule often prompts resistance: “I don’t need

anybody else to make fun of me. I get enough supply the family therapy component.
of that at the office.” Skepticism is often pres-
ent: “How can they help me if they’re in the

Therapeutic Processsame boat?” . . . “if they’re not professionals?”
. . . if they need therapy themselves?” The potentiating effects of combining individ-

ual and group therapy become evident evenMost people are able to work through their
anxieties and move on to discuss possible ways before the first group meeting. With the intro-

duction of integration, reactions are triggeredto structure group and individual integration.
The ratio of group to individual meetings is in the individual sessions that provide valuable

data. As the individual considers group involve-determined through careful assessment of the
therapeutic needs and resistances of group par- ment, thoughts and feelings surface that deepen

and broaden clinical understanding and pro-ticipants. For some groups, a balanced or sym-
metrical integration is indicated—individual vide early opportunities for therapeutic inter-

vention.sessions alternate with group sessions. This
structure is most helpful when intrapersonal The initial group meeting begins with a dis-

cussion of the rules, goals, expectations, andand interpersonal issues are of equal concern.
For others, the need for individual attention restrictions upon the group members and the

therapist. Clear guidelines and consistent ad-and a primary focus on intrapersonal issues is
most compelling. When this is the case, an in- herence are crucial for successful integration.

Confidentiality is discussed and decisions aredividually oriented asymmetrical integration is
indicated, consisting of two or more individ- made regarding member contacts outside the

group. Some therapists insist upon limiting con-ual meetings for each group meeting. A group-
oriented asymmetrical structure is indicated tacts to the therapy sessions; others are open to

or even encourage members to socialize out-when people present primarily interpersonal
problems; here, multiple group sessions are side of group meetings. Whichever position the

therapist takes, it is essential that this be com-held for each individual session. When any
form of asymmetrical structure is employed, it municated at the outset, thoroughly processed

with the group, and that each group memberis crucial that the less frequent format be of-
fered often enough so that its unique benefits agrees to adhere to the guidelines.
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Once the ground rules are established, group recent work performance evaluations. A fourth
group member volunteered that in his individ-members are encouraged to share whatever in-

formation about themselves, their problems, ual therapy sessions, he had become aware of
a link between feelings about his critical super-their history, or their treatment goals they feel

ready to volunteer. Immediate reactions, thoughts, visor and feelings about his critical father. Rec-
ognizing this link had helped him understandand feelings about being in this group at this

time are often elicited. In this first group meet- the history of his feelings of inadequacy and
the intensity of his distress in his current jobing, the therapist needs to inhibit the impulse

to volunteer information from individual ses- situation. The group members who had initi-
ated the topic felt understood, validated, andsions. Group members need to be in charge of

their own presentation of self—the content and reassured by his identification with their plight.
They were enlightened as his interpretationsthe pace left to their discretion. They need to

begin to know each other and to develop a triggered awareness of their own transference
reactions. Group process was enhanced by thesense of trust in the process. The therapist may

stimulate group interaction by offering and in- empathy and insight offered through sharing
the work of individual therapy.viting questions, comments, and general feed-

back. Her role, however, is that of facilitator; Individual therapy also facilitates group ther-
apy by providing a concentrated opportunitythe task is to provide a safe arena and to elicit

information so that some sense of common for ministering to narcissistic injuries, chal-
lenging cognitive distortions, and role-playingpurpose begins to emerge.

Even within the first group meeting, the possible confrontations. The individual is able
to bring to group sessions a heightened aware-cross-fertilization between individual and group

therapy is apparent. Group members often re- ness of his or her strengths and vulnerabilities.
Role-play in individual sessions provides thefer to work done in individual sessions as they

identify themselves and offer their ideas for preparation some people need for more active
group participation. Under certain circumstances,group treatment goals. For example: “My fam-

ily moved a lot when I was a kid. In therapy, I the support, understanding, and active inter-
vention provided by individual therapy may in-figured out that all those moves are part of why

I’ve always felt like an outsider. I’m wondering terrupt flight from group treatment.
Individual therapy enhances group treat-if anybody else ever feels like that?”

The flow of material from individual to ment by providing the therapist with a variety
of valuable opportunities for cross-referencing.group therapy continues throughout treatment

and serves as a vital element enhancing the Aided by an indepth understanding of each
participant, the therapist is able to facilitatetherapeutic process. Group treatment is en-

riched for all members by the input generated productive movement in group process. The
therapist may use eye contact, an encouragingfrom each member’s individual work. The fo-

cused intensity of the one-on-one sessions pro- nod, or a knowing glance to encourage appro-
priate sharing in the group. In a nonspecificduces insights that can often benefit other

group members struggling with similar con- way, she may raise questions or invite com-
ments on issues known to be of particular con-cerns. Moreover, sharing these insights gener-

ates trust, encourages others to take risks, pro- cern. On occasion, the therapist may ask per-
mission to share relevant individual materialmotes group cohesiveness, and may enhance

the self-esteem of the person sharing the in- with the group. When such a request is made,
it must be general enough so that confidential-sight and those who receive it.
ity is maintained.
Just as individual therapy facilitates groupClinical Illustration. During one group

meeting, there was much discussion about treatment, so too does group therapy facilitate
individual treatment. The group provides a safepainful feelings of humiliation and inadequacy

that three individuals had experienced during arena for testing some of the new attitudes and
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behaviors developed in individual sessions. cation with the group, it becomes easier to tol-
erate the exploration of narcissistic injuries orMembers are able to take their heightened self-

awareness into a social context, gather data a break in the therapist’s empathy in individual
therapy.about self and others, and return to individual

therapy for further indepth exploration. Expe- The group experience also enhances indi-
vidual therapy by providing the therapist withriences in the group often trigger unexpected

intrapsychic reactions, which may be carried valuable data. People often behave very dif-
ferently in this social context, and their self-back to individual therapy.
presentation, communication skills, and coping
behaviors may enlighten the therapist regard-Clinical Illustration. A young woman brought

to an individual therapy session some disturb- ing additional concerns for individual treat-
ment. Therapists may observe attitudes and be-ing feelings that she had been experiencing in

the group. She hesitatingly “confessed” to feel- havioral reactions to cognitive distortions that
need to be challenged in the privacy of the in-ing enraged with the therapist whenever the

therapist offered empathic feedback to any dividual session. Certain problem areas may
not be on the individual therapy agenda be-other group member. This data led to fruitful,

indepth exploration of this woman’s role in her cause the individual may not be aware that
these difficulties contribute to his or her dissat-family of origin. As the oldest of six children,

she had been forced into the role of mother’s isfaction. In an integrated approach, the thera-
pist can draw on material from the group toassistant at an early age. Her dependency needs

had been denied, and any efforts to be heard, enrich the work of individual therapy. Cross-
referencing by the therapist may be direct orsupported, or understood had met with a stern

rebuff. This woman’s yearning for nurturance indirect; specific reference can be made to
group observations, or this information can bemade it difficult for her to share that aspect of

the therapist with other members of the group. integrated into the therapist’s overall under-
standing and approach to the individual.The depth of her rage (conscious and uncon-

scious) created anxiety, confusion, and the im-
pulse to flee treatment. Clinical Illustration. A 10-year-old boy

was referred for treatment of depression and so-Group therapy provided the stimulus for
these reactions; individual therapy provided an cial isolation. In the initial family meeting, the

parents expressed confusion about the reasonsarena in which they could be explored in a
concentrated way. She was able to experience for their son’s “lack of friends.” The boy re-

ported feeling “sad and bored.” He insisted thatthe therapist as reassuring, empathic, and ac-
cepting of her, even in her fear and anger. She his isolation was a choice; other children were

“too babyish” and he simply wasn’t interesteddeveloped important insights, received some of
the nurturance she craved, and began to un- in connecting. The therapist contracted with

the boy for an “experiment” in treatment in-derstand through the therapist’s psychoeduca-
tional approach how she might glean support volving individual and group therapy integra-

tion. She was able to draw from group obser-from the other group members, not only from
the “good enough” mother. vations crucial data regarding dysfunctional

behaviors, attitudes, and coping skills. The boy’sAs attachments develop with various group
members, the individual’s base of support broad- yearning for peer acceptance and approval was

obvious in his affect. The behaviors he em-ens. Dependency needs are met not only by
the therapist but also by the other group mem- ployed—knowing all the answers, directing the

activity, correcting others’ mistakes—alienated,bers. As reliance upon the therapist dimin-
ishes, people become less anxious about shar- rather than impressed, his peers. His defensive

posture, unconsciously designed to cover hising all their feelings in their individual therapy
sessions. They are increasingly willing to chal- vulnerabilities and quiet his anxieties, was ex-

perienced by peers as arrogance. Aided by theselenge, confront, or disagree with the therapist.
Supported by a sense of belonging and identifi- observations, the therapist was able to work
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more productively with this boy in individual ful to role-play in an individual session her ap-
proach to the hostile group member. Focusedtherapy, focusing on the ways he created and

reinforced his dilemma and on the intrapsy- exploration of her phobic reaction to anger in
any context facilitated intrapsychic growth andchic issues that stimulated this behavior.

In general, these kinds of cross-references understanding, defused some of her anxiety,
and prepared her for productive work in theprovide valuable therapeutic opportunities. A

caution must be issued, however, because the interpersonal realm of the group setting.
Another illustration of the dynamic inter-inexperienced therapist may allow individuals

to act out their resistance to one format in the play between group and individual therapy is
found in the earlier example of the man who“safety” of the other. When transference reac-

tions are triggered, it is important at some point felt criticized by his father and by his current
work supervisor. In that situation, the groupthat they be addressed in the modality in which

they developed. When people bring complaints members’ responses to this man’s insight broad-
ened his understanding of his own dilemma.about group members or group process to their

individual sessions, the therapist must consider His self-esteem was enhanced as group mem-
bers affirmed him for his courage in sharingthe significance of the reaction, identify the

work that needs to be done individually, and and expressed appreciation for his valuable in-
put. He returned to individual therapy with athen direct the person to discuss his or her feel-

ings in the group. A simple statement, such as renewed sense of self-worth and a strong deter-
mination to tackle his remaining issues.“This sounds like something you need to take

back to group” may suffice. Similarly, those
who choose to air complaints about their in-
dividual therapy in the “diluted” environment CONCLUSION
of the group need to be encouraged to work
through those specific grievances in the indi- Integration of individual therapy with family

and/or group therapy has the potential to en-vidual meetings. The transference work of indi-
vidual therapy must be preserved, even when hance the accuracy and comprehensiveness of

assessment and the range and effectiveness ofthe person experiences the therapist in both in-
dividual and group settings. treatment for a wide variety of emotional, be-

havioral, and interactional problems. SupportOften, themes can be extracted, general-
ized, and productively addressed in both for- for this position is provided by a growing num-

ber of case reports (e.g., Feldman, 1992; Fried-mats.
mann & Silvers, 1977; Heitler, 2001; Kramer,
2000; Lindenbaum & Clark, 1983; Nichols,Clinical Illustration. A young woman was

frightened by another group member’s angry 2001; Pfeifer & Spinner, 1985; Pinsof, 2005;
Sander, 1979; Schachter, 1988; Stumphazer,comment. It was important that she share these

feelings in the group and discuss her experi- 1976; Swiller, 1988; Wachtel & Wachtel, 1986)
and clinical trials (e.g., Amaranto & Bender,ence of the other group member directly with

that person. In individual therapy, she explored 1990; Arnow, Taylor, Agras, & Telch, 1985;
Barrowclough et al., 1999; Hogarty et al, 1991;the connection between her reaction in group

and her feelings about her mother’s anger and Huxley, Randall, & Sederer, 2000; Liebman,
Honig, & Berger, 1976; Ney & Mills, 1976;impatience with her throughout childhood.

Her impulse to withdraw from the angry group Rosenberg & Linblad, 1978; Waldron, Sles-
nick, Brody, Turner, & Peterson, 2001).member and the group itself was painfully sim-

ilar to her retreats to her bedroom as a young Future development of this area of psy-
chotherapy integration will require additionalgirl fleeing a threatening parent.

In some instances, one format supplies sup- controlled outcome studies and comparative
studies of integrated versus nonintegrated ther-port for the confrontation that needs to occur

at the site of the working through. In the previ- apies. Equally important are process studies of
the most effective ways to (a) integrate differentous example, the young woman found it help-
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modalities for different types of clinical prob- Hogarty, G. E., Anderson, C. M., Reiss, D. J., Korn-
blith, S. J., Greenwald, D. P., Ulrich, R. F., etlems; (b) design therapeutic structures that are

maximally responsive to the specific needs of al. (1991). Family psychoeducation, social
skills training, & maintenance chemotherapyparticular individuals and families; and (c) pre-

vent or overcome potential problems during in the aftercare treatment of schizophrenia II.
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Integrative Problem-Centered Therapy

WILLIAM M. PINSOF

Integrative problem-centered therapy, or IPCT CENTRAL TENETS
(Pinsof, 1983, 1995, 2002), is a framework for
integrating different psychotherapeutic approaches A set of linked ontological and epistemological

assumptions underlie IPCT. Interactive con-and a model for the conduct of specific psy-
chotherapies. As a framework, it provides a set structivism asserts that there is an objective real-

ity but that it is ultimately unknowable. Ourof parameters for interrelating family, individ-
ual, and biological treatments. As a model for knowledge of that reality is a “construction”

that derives from the interaction between thattherapy, it provides clinicians with guidelines
for making decisions about what types of in- reality and our capacities to perceive, think,

and feel. A construction (i.e., an assessment,terventions to use at which points in therapy
with specific types of patients with specific prob- hypothesis, or diagnosis) needs to work well

enough to accomplish the task at hand. Alllems.
IPCT locates psychotherapy within educa- constructions are not equal.

Knowledge is always partial and evolving.tion and human problem-solving. With the ex-
ception of involuntary patients, people come There are no “definitive diagnoses,” only “suf-

ficient diagnoses.” However, though never de-for therapy when they cannot solve their psy-
chosocial problems. The therapist teaches the finitive, knowledge is progressive. We can know

more and more about something. As knowl-skills and knowledge people need to solve the
problems for which they seek help. For some, edge accumulates, our constructions fit objec-

tive reality better. Science is a set of rules forthis entails facilitating the use of skills and
knowledge they already have; for others, it en- systematically evaluating the extent to which

our constructions (hypotheses) fit that objec-tails helping them acquire the knowledge and
skills they lack. tive reality.

382
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A second assumption, systemic organization, subsequent treatments. It is predicated upon
the belief that no specific treatment will be ef-draws on the constructions of General Systems

Theory (Buckley, 1968; Von Bertalanffy, 1968) fective for all disorders or all patients—nothing
works for everybody or every disorder. To helpand views nature as systemically organized. We

are simultaneously systems composed of sub- the wide variety of patients who seek psycho-
therapy, therapists need an integrative modelsystems (psychological, biological, etc.) and

subsystems of larger systems (families, commu- that seeks alternatives in the face of treatment
failure.nities, civilizations, etc.). Systems take on a

quality of wholeness that gives them an integ- IPCT is not a type of family or individual
therapy. It transcends conventional modality dis-rity and identity—“the whole is greater than

the sum of its parts.” Additionally, everything tinctions. From the problem-centered perspec-
tive, the only difference between family, cou-is more or less connected and therefore should

not be considered in isolation. ple, and individual therapies is the location of
the indirect/direct patient system boundary. InA third assumption, differential causality,

posits that causality is at least bidirectional and, “individual therapy,” the identified patient com-
prises the direct patient system.more broadly speaking, mutual. I influence my

wife and she influences me. The same goes for
me and my daughters and all of the other rela-
tionships in which I participate. Every event, ASSESSMENT AND FORMULATION
outcome, or problem has multiple causes that
derive from horizontal (same level) as well as Assessment, diagnosis, or problem formulation

within IPCT is organized around four con-vertical (subsystemic) systemic relations. My
angry outburst at my wife derives from her be- cepts: the presenting problem, the patient sys-

tem, the adaptive solution, and the problemhavior, my interpretation of it, my feelings, my
hormonal levels, and the reactions (real and maintenance structure.
imagined) of others to her behavior. Distinct
causes contribute differentially. My depression

The Presenting Problemcontributes more to my angry reaction to my
and the Patient Systemwife’s behavior than her behavior or the reac-

tions of others. The primary target of intervention in IPCT,
the presenting problem, and the unit of inter-These three assumptions and their related

assertions form the underlying theoretical plat- vention, the patient system, are reciprocal con-
cepts that mutually define each other. Theform of IPCT. They inform and influence the

major components of the model. presenting problem is the problem for which
the patient system is seeking treatment. The
patient system consists of all of the people who
are or may be involved in the maintenanceAPPLICABILITY AND STRUCTURE
and/or resolution of the presenting problems.
The presenting problem is not the thera-IPCT applies to the full range of problems that

patients bring to psychotherapy. It is a compre- pist’s formulation but rather the patient’s. Typi-
cally, there are other problems within the pa-hensive psychotherapeutic system. Although not

designed to be applied to any specific mental tient system that play a central role in causing
or maintaining the presenting problem, but fordisorder, it can and should be applied to spe-

cific disorders. As an integrative framework, it a variety of reasons, the members of the system
choose not to present them for therapy. Thus,begins the treatment of most disorders with a

cognitive-behavioral treatment that has been Frank presents himself as struggling with panic
attacks, despite his fears that his wife, Ellen, isempirically shown to be effective for the partic-

ular disorder. IPCT has been designed to deal having an affair and considering leaving him.
When he calls for therapy, he does not evenwith the treatment failures of these initial and
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mention his marital concerns. Similarly, Rox- ous nonpresenting problem like Ellen’s poten-
tial infidelity or Roxanne’s depression into theanne seeks help for her 14-year-old son, Jason,

who is failing in school, disobedient at home, presenting problem formulation, thereby mak-
ing it a legitimate target of the therapy.and probably using drugs. She fails to mention

her own depression and illegal drug use, both The patient system is differentiated into two
major subsystems. The direct patient systemof which have escalated since her divorce from

Ray, Jason’s father. consists of everyone with whom the therapist is
working directly at this time. Direct work typi-Patients implicitly or explicitly give the ther-

apist a mandate to address the presenting prob- cally involves face-to-face encounters or tele-
phone contact. The indirect patient system con-lems and to not address the nonpresenting

problems. The guiding principle for the prob- sists of all of the members of the patient system
with whom the therapist is not working directlylem-centered therapist is that if you are going

to focus on a nonpresenting problem, it must at this moment. The boundary between the di-
rect and indirect systems may change duringeither be discernibly (to you and key members

of the patient system) linked to the presenting therapy. For instance, in working with a cou-
ple, the therapist may involve the parents ofproblem or it must threaten patient health or

safety. If it fails to meet either of these criteria, the husband for a series of sessions. The par-
ents move from the indirect system into thethe therapist should leave it alone. Thus, the

therapist would need to explicitly link Frank’s direct system and back into the indirect system
after the “family of origin episode.” Changespanic attacks and his marital problems, or Rox-

anne’s depression and Jason’s school failure, to in the location of the indirect/direct boundary
during therapy are negotiated carefully and injustify focusing on these nonpresenting prob-

lems. The link between the presenting prob- advance with the key patients.
The indirect/direct system distinction en-lem and the nonpresenting problem is an es-

sential and defining characteristic of IPCT. sures that therapists never forget that they are
intervening into a system (network of relation-Patient systems typically include key pa-

tients who constitute the system’s major prob- ships and causal factors) that is larger than the
people with whom they are interacting directly.lem formulators and power centers. Frank and

Ellen are the “key patients” in the panic attack Historically, systemically sensitive psychothera-
pists, whether shamans, cognitive behaviorists,system; their children, parents, and friends may

participate in maintaining or resolving the psychoanalysts, or psychopharmacologists, have
recognized that they were intervening into sys-panic attacks, but Frank and Ellen account for

most of the variance in the attacks. Similarly, tems that were larger than the “afflicted indi-
vidual.” Their “best” interventions incorporatedRoxanne and Jason are the “key patients” in

the school failure presenting problem. How- an awareness of the existence and response pre-
dispositions of the key patients in the indirectever, Jason’s father, Ray (recently divorced from

his mother), would also be a “key patient.” system.
The systemic orientation of IPCT is not justThe presenting problem is the starting point

of therapy, the anchor of the process, and its applied to patient systems. Therapy is the inter-
action of the patient system with the therapistresolution constitutes a crucial outcome. In terms

of a process anchor, the problem-centered thera- system—all of the people engaged in providing
therapy to the patient system. Therapist and pa-pist continually asks the key patients: What do

you want to work on? Presenting problems typ- tient systems constitute the therapy system. The
therapist system can also be subdivided into di-ically evolve: what people want to address at

the beginning is not necessarily what they want rect and indirect systems. Supervisors, consul-
tants, and care managers constitute key mem-to address 3 months into it. Their evolving un-

derstanding of their problems and their alli- bers of the indirect therapist system. Perhaps
the most important members of the therapistance with the therapist are inextricably linked.

If the therapist has a good alliance with key system are therapists, including pharmacolo-
gists, who work with other subsystems or mem-patients, it may be easier to integrate an obvi-
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bers of the patient system. It is as important to involving Ray, her ex-husband and Jason’s
father, to support her initiatives, or educat-establish therapeutic alliances with other thera-

pists who work with key patients as it is to es- ing herself about appropriate limits and bound-
aries with a 14-year-old. If she cannot suc-tablish therapeutic alliances with key patients.

A fragmented therapist system can be as trou- cessfully engage in these tasks, she and the
therapist need to explore alternatives likeblesome as a fragmented patient system.
decentralizing herself and centralizing Ray or
other system members who can give Jason

The Adaptive Solution what he needs.
In addition to asking about the problems for
which they are seeking help, the therapist needs

The Problem Maintenance Structureto ask the key patients what would constitute
an adaptive solution to their presenting prob- The quest to match treatments to disorders is

at best quixotic. The fundamental problemlem. Typically, this entails identifying the solu-
tions that key patients have attempted in their with the matching quest is that it is not the

surface features of a disorder that determine itsefforts to resolve the problem. This collabora-
tive analysis of the attempted solutions is an treatment requirements but rather its underly-

ing features. Within IPCT, these features con-essential step in the search for an adaptive solu-
tion—a sequence of actions for the key patients stitute the problem maintenance structure—the

set of constraints within the therapy system thatthat has a high likelihood of resolving the pres-
enting problem. prevent the key patients from successfully im-

plementing the adaptive solution. Our primaryThe therapist needs to establish a consensus
with the key patients about the suitability and focus in describing the problem maintenance

structure will be on the constraints (Breunlin,appropriateness of the adaptive solution. Typi-
cally, this requires delineating the steps that 1992) within the patient system that prevent

problem resolution. However, constraints with-need to be taken by key patients in preparation
for or as part of the attempted solution. For in the therapist system or between therapist

and patient systems can also play central rolesinstance, Frank needs to first decide whether
he wants to try to save his marriage, and if he in preventing successful problem resolution.
does, what confrontational and reconciliative
steps he would need to engage in to bring that

The Levels of the Problemabout. Creating a consensus about an adaptive
Maintenance Structuresolution delineates major short- and long-term

goals of the therapy. The possible constraints within the problem
maintenance structure can be organized on sixAn ultimate goal of IPCT is to strengthen

the patient system by making it more compe- levels, as reflected in Figure 18.1. The first, top
level contains constraints from the Social Or-tent, at least in regard to the problems for

which it is seeking help. This typically entails ganization of the patient system. These include
boundaries—the rules that prescribe who canteaching or helping the key patients to solve

the presenting problem rather than solving it do what. For instance, Roxanne needs to create
appropriate time and space boundaries atfor them. The problem-centered therapist is

like a coach rather than a player. Ultimately, it home so Jason can have a quiet time and place
to do his homework. Additionally, she needs tois the key patients who need to do what needs

to be done to resolve the presenting problem. communicate effectively with the school that
provides her with accurate feedback about hisRoxanne needs to provide appropriate struc-

ture (time and space boundaries) and nurtur- school performance on a timely basis. Finally,
she needs to reintegrate her son’s father, Ray,ance (support/warmth) to help Jason do the

work he needs to do to be successful in school. back into Jason’s life in support of her initia-
tives with him and as an emotional and intel-Steps along the way might involve getting treat-

ment for her depression and drug addiction, lectual resource for Jason.
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Ellen because he believes that if he does she
will admit that she does not love him and leave
him. In this narrative he is unattractive, worth-
less, and weak. He fears abandonment and hu-
miliation. To confront her would be to reaf-
firm his worthlessness. He would rather avoid
that and hope that “the affair will just go
away.” Roxanne fears that if she confronts and
challenges Jason, he will hate her and run
away.
Transgenerational constraints compose the

fourth level. They derive from the transgenera-
tional legacies of the key patients as well the
current maladaptive involvement of their fami-
lies of origin members. Transgenerational lega-
cies are cognitive, emotional, and behavioral

Presenting Problem

Organizational

Biological

Meaning

Transgenerational

Object Relations

Self

patterns that have characterized the families of
the key patients for multiple generations. Mal-FIGURE 18.1 The Problem Maintenance

Structure adaptive transgenerational legacies are patterns
that prevent implementation of the adaptive
solution. The belief that men are useless and
weak has characterized Roxanne’s family forThe next level consists of Biological con-

straints that prevent implementation of the generations. It now constrains her ability to
turn toward Ray as an ally and resource in pro-adaptive solutions. These constraints include

the biological components of major mental viding Jason with the structure and nurturance
that he needs.disorders, learning disabilities, developmental

delays, and those aspects of physical illnesses Family of origin constraints include the mal-
adaptive involvement of family of origin mem-that affect behavior, cognition, and emotion.

The psychomotor retardation aspect of Rox- bers in the key patients’ efforts to solve their
presenting problems. Frank has spent most ofanne’s depression may impede her ability to ac-

complish the social organization tasks outlined his life enmeshed with his mother. She expects
him to call her at least once a day and persis-above. Similarly, if she struggles with an orga-

nizational learning disability, she may be un- tently depreciates Ellen. She tells him she
knew that Ellen was “no good” from the firstable to provide the organizational structure Ja-

son requires. Conversely, it may be hard for time she met her. His mother has escalated her
“demands” that he call her and see her sinceJason to use the temporal and spatial structure

she provides, because he too struggles with a his father’s death 4 years ago. Frank feels sorry
for her and afraid of her wrath if he disappointslearning disorder.

The third level includesMeaning constraints her. He feels “caught” between his mother and
Ellen.that prevent implementation of the adaptive so-

lution. They typically involve maladaptive cog- The fifth level encompasses constraints from
the Object Relations of the key patients. Objectnitive and emotional responses on the part of

key patients. Aspects of the presenting problem relations refers to the internalized and trans-
formed representations of self and importantand/or the adaptive solution “mean” something

to the key patients that prevent them from solv- others that derive from the early family experi-
ences of the key patients. “Important others”ing their problem. IPCT assumes that cogni-

tion and emotion are the intertwined compo- are the people (or psychological objects) that
were attachment figures for the key patients.nents of meaning. Meaning typically emerges

as a feeling-infused narrative replete with cata- Object relations become deployed maladap-
tively through defense mechanisms like denial,strophic expectations. Frank does not confront
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projection, transference and projective identi- look up to him due to his childlike attachment
to his mother. In the face of this narcissisticfication.

Roxanne’s mother was very harsh and puni- abandonment, she became enraged. However,
instead of expressing that rage to him, she in-tive. Roxanne was scared of her and resented

her depreciating and shaming behavior. In con- creasingly sought the mirroring she needed
from other powerful men she could also ideal-trast, her father was affectionate and supportive

but extraordinarily ineffective. His passivity in ize. A year and a half ago, that quest eventu-
ated into an affair with a married man withthe face of his wife’s abusive behavior toward

Roxanne and her sister infuriated Roxanne. whom Ellen works. Her narcissistic vulnerabil-
ity made it difficult to tolerate Frank’s with-She learned that turning to him for support or

protection was useless and only resulted in feel- drawal and to deal with it more adaptively.
Rather than confronting his withdrawal anding more lonely and abandoned.

In her efforts to provide Jason with the struc- enmeshment with his mother, she sought suc-
cor outside of the relationship.ture he needs, Roxanne fears that if she denies

and limits him, he will perceive her as an abu-
sive mother and that he will “hate” her as she
hated her mother. Roxanne bumps up against

The Shape of the Structureher early decision that she would never be like
and the Power of Constraintsher mother. Additionally, Roxanne perceives

Ray as being like her passive father—seeking Using a spatial metaphor like Figure 18.1, the
problem maintenance space can be conceptu-his support will only exacerbate her feelings of

loneliness and depression. Finally, her propen- alized as a rectangular shape with six different
levels. Any particular problem maintenancesity to see Jason as perpetually angry is a projec-

tion of her own anger at everybody who has structure can be thought of as a shape that has
a certain depth and width within that rectangu-hurt her or let her down. She has denied, dis-

owned, and displaced this anger much of her lar space. Each problem has its own unique
problem maintenance structure. One structurelife, at times turning it on herself and becom-

ing depressed. may be wide and relatively superficial, primar-
ily encompassing constraints from the SocialThe sixth and last level consists of Self con-

straints from the narcissistic vulnerabilities of Organization and Biological levels. Another
structure might be bell shaped, encompassingthe key patients that interfere with their ability

to adaptively address their problems. Typically, few constraints from the top levels and more
from the lower, historical levels. Similar prob-these vulnerabilities derive from the failures

of key attachment figures (referred to as self- lems can have different problem maintenance
structures, and different problems can have vir-objects within Self Psychology) to meet their

narcissistic needs early in their childhoods. tually identical structures.
Constraints within a problem maintenanceThese include the need to be “mirrored” (to

see oneself positively in the eyes of another), to structure can vary in power—how much they
impede implementation of the adaptive solu-“idealize” (look up to), and to “twin” (to feel

you are like me) with key self objects. Gener- tion. Roxanne’s paternal transference to Ray
constrains her reaching out to him for supportally, the more vulnerable the self, the more

rigid and immutable the object relations. with Jason. However, the mere presence of this
constraint does not determine its power withinEarly in their relationship, Ellen perceived

Frank as kind, sensitive, and caring. He was the problem maintenance structure. Roxanne
may be able to overcome it and reach out tovery different from her own father, who was

aloof, critical, and impossible to please. How- Ray for support with Jason if the therapist di-
rectly encourages her to do so, or she may beever, as Ellen experienced Frank’s growing en-

meshment with his mother after his father’s so entrenched in her belief that Ray is worth-
less that such encouragement will fall on deafdeath, she felt abandoned. She lost his mirror-

ing and found herself increasingly unable to ears.
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On the Impossibility of Knowing Modalities: Assessment/
Intervention Contextsthe Structure in Advance

The crucial difficulty with problem mainte- IPCT uses three primary assessment/interven-
tion contexts that specify which members ofnance structures is that it is impossible to know

their shape and the power of their constraints the patient system are directly involved in treat-
ment at any particular time. Usually, thesewithout directly challenging them. Problem main-

tenance structures reveal themselves through contexts are thought of as therapeutic modal-
ities. The term “context” is used in IPCT be-action—the process of working with them. Cli-

nicians need idiographic data that helps them cause it is more precise and carries less assum-
ptive baggage. “Modality” typically confoundsdetermine the particular treatment require-

ments of particular patient systems with par- contexts and orientations: it not only specifies
who is directly involved in therapy but also as-ticular types of problems. That idiographic

knowledge is best obtained by helping the pa- pects of theories of problem formation and
change that are frequently linked to that mo-tient system resolve its presenting problem.
dality.
The “first” context, Community/Family, is

the most inclusive and directly involves at least
PROCESS OF CHANGE two members from different generations of the

patient system—a parent and a child. Maxi-
Because the treatment needs of the patient sys- mally, this context can involve multiple mem-
tem are best determined through intervention, bers from different generations of the patient
intervention and assessment are ongoing and system as well as members of the patient sys-
inseparable processes. Within the IPCT, there tem from the community. The treatment of Ja-
are not distinct assessment and intervention son’s presenting problems would employ this
phases. The two co-occurring processes begin context, directly engaging Jason, his mother
the moment the referring patient calls for help Roxanne, Jason’s teachers, possibly his father,
and conclude with termination. The therapist’s Ray, and potentially other school personnel
knowledge of the patient system and the prob- like a social worker or guidance counselor.
lem maintenance structure is always partial The Couple context is usually dyadic and
and ongoing. The goal is a sufficient diagnosis involves two people from the same generation
that permits resolution of the constraints that within the patient system. The treatment of
impede implementation of the adaptive solu- Frank’s panic attacks would primarily involve
tion. That diagnosis evolves, becoming more Frank and Ellen. Similar and symmetrical role
accurate and sufficient as feedback from the expectations are linked to the direct patients in
therapist’s interventions accumulates. The as- the Couple context. Husbands and wives have
sessment/intervention process in IPCT is orga- equal rights and responsibilities within their mar-
nized around the sequential use of different riage. Obviously, these role expectations must
therapeutic orientations and contexts. be “modified” in the context of different cul-

tures. The third and last assessment/interven-
tion context, Individual, directly involves just
one member in the direct patient system.The Problem-Centered Modalities/

Contexts and Orientations

The 3 × 6 matrix in Figure 18.2 identifies the
The Problem-Centered Orientationsthree primary modalities and the six generic

orientations that are used in IPCT. They are An orientation specifies theories of problem
formation and problem resolution—how peo-listed in the order in which they are typically

deployed, progressing from left to right and top ple get into and out of biopsychosocial trouble.
The six IPCT orientations are generic—theyto bottom. Furthermore, the figure shows how

the orientations cut across the modalities. broadly address particular levels and con-
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Behavioral

Biobehavioral

Experimental

Family of Origin

Psychodynamic

Self Psychology

Family/Community Couple Individual

Orientations Contexts

FIGURE. 18.2 Problem-Centered Orientation/Context Matrix

1993; Minuchin, 1974); Strategic Family (Watz-straints within the problem maintenance struc-
ture and contain specific orientations. lawick, Weakland, & Fisch, 1974) and Couple

Therapy (Shoham & Rohrbaugh, 2002); Struc-
tural-Strategic Marital Therapy (Keim & Lap-The Here-and-Now Orientations. The first

three orientations deal with constraints that are pin, 2002); Solution-Focused Family (de Shazer,
1982) and Couple Therapy (Hoyt, 2002); androoted in the here-and-now. These orientations

generally eschew a focus on the origins of these Behavioral Marital Therapy (Holtzworth-
Munroe & Jacobson, 1991). Most of these spe-constraints and are somewhat ahistorical.

The Behavioral orientation asserts that peo- cific orientations also address cognitive and
emotional dimensions of human functioning;ple get into trouble because of the way they

are behaving, and that they can resolve their however, they fall within this generic orienta-
tion because they primarily focus on changingproblems by changing their behavior. It partic-

ularly attends to the social organizational con- behavior.
With Jason’s problems, work on this levelstraints on the first level of the problem main-

tenance structure—attempting to change the would involve behavioral and structural inter-
ventions to initially help Roxanne involve Rayboundaries that specify who can and should do

what within the patient system in regard to the as a coparent and then to help them imple-
ment more effective time and space bound-presenting problem. This generic orientation

includes more specific behavioral orientations aries around Jason. This would entail creating
and enforcing a regular time and place for himsuch as Structural Family Therapy (Fishman,
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to do his homework, communicating effec- The Experiential orientation focuses primar-
ily on cognitive and emotional constraints with-tively with the school about his performance,

attending to and organizing his after-school in the Meaning level of the problem mainte-
nance structure. This orientation asserts thatand weekend time more effectively, and imple-

menting consequences for Jason’s positive and people are in trouble because of the way they
think and feel, and the process of change mustnegative response. Implicit in these interven-

tions is the goal of increasing Ray’s involve- modify these cognitive and affective constraints.
IPCT uses an adaptive action theory of emo-ment with Jason.

With Frank and Ellen, work on this level tion (Pinsof, 1995, 1998) that views emotions
as stimuli to adaptive or maladaptive behavior.would focus on creating an appropriate marital

boundary. This would entail helping Ellen as- IPCT enhances emotions that are likely to
stimulate adaptive action and diminishes emo-sert her feelings to Frank about his overin-

volvement with his mother, with the goal of tions that are likely to stimulate maladaptive
behaviors. Specific orientations within this ge-decreasing that involvement and increasing his

involvement with Ellen. It would also entail neric category include Cognitive and Cogni-
tive-Behavioral Therapies for individuals (Beck,helping Frank express his feelings to Ellen

about her affair and marital disengagement, Rush, Shaw, & Emery, 1979) and couples (Bau-
com, Epstein, & LaTaillade, 2002); Emotion-with the goal of increasing her involvement

with Frank and ending her affair. The underly- ally Focused Couples Therapy (Greenberg &
Johnson, 1988; Johnson & Denton, 2002); anding assumption of intervention with Frank on

this level is that his panic attacks derive primar- Narrative therapies for families (White & Ep-
ston, 1990) and couples (Freedman & Combs,ily from his inability to deal with his fears of

and anger at his mother and his wife, and that 2002). Most postmodern psychotherapies fall
within this category due to their emphasis onif can begin to deal with those feelings and

those relationships, his panic attacks should the construction of meaning through culture
and language.decrease.

The Biobehavioral orientation asserts that With Frank and Ellen, intervention on this
level might focus on modifying their maladap-people get into trouble because of biological

constraints and that getting out of trouble en- tive affective and/or cognitive patterns. Specifi-
cally, Frank fears that if he confronts Ellentails changing those constraints. Biobehavioral

interventions primarily aim to change constraints about her affair, she will leave him. Similarly,
he fears that if he disengages from his mother,within the biological level of the problem main-

tenance structure. Specific orientations within she will become angry with him. Along with
this fear, he is angry about Ellen’s infidelitythis generic category include medication (Git-

lin, 1990), biofeedback, meditation, and mas- and his mother’s selfish exploitation of him.
These emotions implode in panic attacks.sage therapy (Moyer, Rounds, & Hannum,

2004). Certain types of cognitive-behavioral in- Frank needs to identify and own his feelings.
Then he needs to use them as stimuli to adap-terventions for Panic Disorder and other simi-

lar disorders with major physiological dimen- tive action. Similarly, Ellen needs to identify
her feelings of anger and loss in the face ofsions also fall into this category.

With Frank, Biobehavioral intervention might Frank’s enmeshment with his mother and
learn to use them adaptively to address Frank’sinvolve teaching him anxiety management and

relaxation techniques and/or prescribing anti- behavior. This work frequently entails identify-
ing and hopefully defusing the catastrophic ex-anxiety medication. With Roxanne, it might

involve two components: antidepressant medi- pectations that haunt Frank and Ellen about
what will happen if they face their feelings andcation and a psychoeducational assessment for

some kind of organizational learning disability. address their social causes.
For Roxanne and Jason, work on this levelSimilarly, it might be helpful to have Jason

evaluated for a learning disability and to have might explore their grief about the divorce and
the concomitant losses each of them have suf-him undergo a drug screening.
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fered. Jason and Roxanne both fear that Rox- Therapies (Roberto-Forman, 2002). These ap-
proaches tend to use genograms (McGoldrick,anne will become more depressed if she gives

in to her feelings of loss and if Jason overtly Gerson, & Shellenberger, 1999) for analyzing
and modifying transgenerational patterns. Thesegrieves his old family. This catastrophic expec-

tation needs to be defused. Work on this level approaches contextualize the current work with
a family or a couple as a reaction to and attemptmight also challenge Roxanne’s strong mother/

weak father narrative that impedes her efforts to transform maladaptive patterns that derive
from the key adult patients’ families of origin.to reengage Ray as a coparent for Jason.

During the past 10 years, a number of ap- With Roxanne, intervention on this level
might focus on the historicity of her strongproaches have emerged that integrate behavior,

cognition, and emotion. Typically, they began mother/weak father narrative, helping her un-
derstand its impact over the generations andas behavioral therapies, but incorporated cog-

nitive and emotional variables. Jacobson and encouraging her to test its validity with Ray. A
central task at this point is assessing the extentChristensen’s (1996) Integrative Couples Ther-

apy and its subsequent elaboration as Integra- to which Ray is capable of functioning as an
effective coparent. Roxanne’s narrative legacytive Behavioral Couple Therapy (Dimidjian,

Martell, & Christensen, 2002) along with Gott- may or may not accurately reflect the reality of
her ex-husband. If he proves to be a competentman’s (1999) Marriage Clinic Model exem-

plify this new tradition. At this point in the evo- coparent, her transgenerational legacy is bro-
ken for the better. If he proves incompetent,lution of psychotherapy, it makes less and less

sense to sharply distinguish behavioral, cogni- her proclivity to play out the legacy by associat-
ing with incompetent men becomes a worth-tive, and emotionally focused approaches. Most

therapists from behavioral or cognitive orienta- while therapeutic target.
A primary specific approach for engagingtions have incorporated affective variables in

their work, and some have even begun to con- family of origin relatives of key adult patients
directly in therapy has been articulated bysider historical or psychodynamic variables (Gott-

man, 1999). Framo (1992). This approach invites the par-
ents (or siblings) of key patients to participate
in a series of sessions (a family-of-origin epi-The Historical Orientations. The remain-

ing three orientations in Figure 18.2 address sode) with their adult child to address current
and historical aspects of their relationship. Fre-constraints that derive from the past and typi-

cally assume that some aspect of their histo- quently, this work occurs in the context of cou-
ples therapy. Framo recommends excludingricity must be addressed. Family of Origin

primarily addresses constraints from the Trans- the spouse of the adult child during these ses-
sions. In contrast, IPCT recommends includ-generational level of the problem maintenance

structure. It includes specific orientations that ing the spouse in most, if not all, of the family
of origin sessions in order to maximize theview current problems as primarily resulting

from maladaptive historical legacies from key therapeutic impact of the family-of-origin work
on the marital system.patients’ families of origin and/or the direct

maladaptive involvement of their families. With Frank and Ellen, this work might in-
volve working with them to invite Frank’s motherConcomitantly, these constraints must be re-

solved enough to permit implementation of into a series of sessions to address Frank’s en-
meshment with her. Frank would be the cen-the adaptive solution.

Specific orientations that address historical tral actor in inviting her into the therapy ses-
sions. Ellen’s role would be primarily as antransgenerational constraints include Bowen’s

(1978; Kerr, 1981) Differentiation of Self Ther- empathic witness to Frank’s efforts to extricate
himself from his father-replacement role with-apy; Boszormenyi-Nagy’s Contextual Therapy

(Boszormenyi-Nagy & Spark, 1973; Boszor- in his family of origin. The goal of the sessions
would be to help Frank and his mother estab-menyi-Nagy & Ulrich, 1981); and Roberto’s

Transgenerational Family (1992) and Marital lish a more appropriate relationship that does
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not impinge substantially on his relationship The last orientation, Self Psychology, asserts
that people get into trouble because of theirwith Ellen. In these sessions, the therapist is

like a coach, preparing the team before the narcissistic vulnerability, which constrains their
ability to engage in the psychosocial tasks thatgame and then coaching from the sidelines,

carefully avoiding being induced into the role are required to implement the adaptive solu-
tion. The primary specific orientation withinof player.

The next orientation, Psychodynamic, ad- this category is the work of Kohut and his disci-
ples (1971, 1977, 1984). The focus of thera-dresses object relations constraints in the prob-

lem maintenance structure. Specific orienta- peutic activity is the relationship between the
key narcissistically vulnerable patients and thetions in this category assert that people are in

trouble because of maladaptive object rela- therapist, in which the therapist becomes a “self
object” for them. In doing so, the therapist be-tions, and these relations must be addressed in

order to facilitate the implementation of the comes the recipient of the three healthy “trans-
ferences”—mirroring, idealizing, and twinning.adaptive solution. The primary specific psycho-

dynamic orientation is the Object Relations The selves of the patients become stronger
through the repeated “tearing and repairing” of“school” of psychoanalysis that originated in

Britain after World War II (Fairbairn, 1952; these transferences. In a tear and repair epi-
sode, the therapist and the key patients over-Guntrip, 1969). More recent elaborations of

Object Relations have emerged within psycho- come the “small” failures of the therapist to be
empathic (to mirror), to be admirable (to beanalysis (Greenberg & Mitchell, 1983; Sum-

mers, 1994) and family therapy (Boszormenyi- idealized), and/or to maintain a sense of iden-
tity (to twin) with the key patients.Nagy, 1965; Scharff, 1989; Scharff & Bagnini,

2002; Slipp, 1988) Since Ray left her, Roxanne has felt very
vulnerable narcissistically. Initially she felt likePsychodynamic intervention modifies mal-

adaptive “defense mechanisms” that interfere she was falling apart, but her rage at Ray has
helped to organize and focus her. Inviting himwith appropriate problem identification and/or

implementation of the adaptive solution. Partic- to get involved as her coparent with Jason is
not compatible with her need to stay narcissis-ular attention has been devoted to the mecha-

nisms of transference, projection, and projective tically organized through her rage at Ray. How-
ever, as her alliance with the therapist hasidentification. The primary goal of psychody-

namic intervention within IPCT involves help- grown, she has felt stronger, and her rage at
Ray has begun to abate. Initially, she was horri-ing key patients take responsibility for or “own”

parts or aspects of themselves that they would fied and offended by the therapist’s suggestion
that it might be helpful to invite Ray to getrather deny, displace, and/or project onto or

into other people. For instance, Roxanne needs more involved in Jason’s life. It tore their rela-
tionship. However, the therapist’s empathic re-to reown the healthy anger that she has pro-

jected onto Jason and use it to set limits and sponse and “tabling for now” of the idea of
Ray’s involvement, restored her trust. Throughprovide structure for him to succeed in school.

Additionally, she needs to overcome her “weak such repeated tear-and-repair episodes, her vul-
nerability has diminished. Now inviting Ray inmale” transference to Jason (as well as Ray), in

order to not enable his academic and social seems possible.
incompetence. Ellen needs to reown and adap-
tively use her anger to address Frank’s aban-

Sequencing Modalities/Contextsdonment of her and enmeshment with his
and Orientationsmother. In doing so, she needs to confront her

father transference to Frank, realizing that con- A hallmark of IPCT is the sequential deploy-
ment of contexts and orientations. The processfronting him will not result in the feelings of

impotence and rage she felt in the face of her of IPCT moves from the Family/Community
through the Couple to the Individual context.father’s unavailability.
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Similarly, it moves from the Behavioral through should a therapist do when what he or she is
doing is not working. The model says: “Whenthe Biobehavioral, Experiential, Family of Ori-

gin, and Psychodynamic orientations to the what you’re doing (the orientation/context
combination) isn’t working, move to the rightSelf Psychological. The macro context progres-

sion is from the interpersonal to the individual; and/or down in the matrix.” The process is fail-
ure driven.the macro orientation progression is from the

behavioral and the here-and-now, to the histor- The challenge is to how to determine that
something is not working and a matrix cellically linked intrapsychic. In Figure 18.2, the

process movement is from left to right and shift is appropriate. A shift is appropriate when
the patient system is not making any progressfrom top to bottom.

Figure 18.2 depicts the Context and Orien- toward resolving the constraints that prevent
implementation of the adaptive solution. Usu-tation dimensions as independent. For exam-

ple, psychodynamic work can occur in Family/ ally, this lack of progress becomes of concern
after a minimum of three or four weekly ses-Community, Couple, or Individual contexts.

In regard to Biobehavioral intervention, a psy- sions—approximately a month of no-progress.
However, if deterioration occurs, a shift maychiatrist could do a medication evaluation with

a 60-year-old bipolar married woman in the be indicated sooner.
The little arrow nested within the large ar-presence of her husband and adult children, in

the presence of her husband, or just alone with row goes from the lower right quadrant toward
the upper left. It indicates that as the therapisther. The critical context and orientation ques-

tion is “What is the best context in which to moves down the matrix, the links between the
upper and lower levels are not lost. In movinguse interventions from a particular orienta-

tion?” The terms “best” refers to the therapeu- down the matrix, it is important to continually
test key patients’ readiness to engage in thetic impact of the intervention.

The arrow in Figure 18.2 illustrates the constrained behaviors on the higher levels that
would lead to problem resolution. With Rox-macro movement of the process in IPCT from

the upper left quadrant of the matrix toward anne’s paternal transference to Ray, the thera-
pist regularly tests her readiness to engage himthe lower right quadrant. Traditionally, the top

three here-and-now orientations use the inter- as a coparent. As soon as she can invite him to
participate, the exploration of the paternal trans-personal contexts more than the lower three

historical orientations. In fact, most people ference terminates. Exploration of the “deeper”
constraints ceases once they are resolved suffi-would associate the Psychodynamic and Self

Psychology Orientations exclusively with the ciently to permit resolution of the more super-
ficial constraints and implementation of theIndividual context. For IPCT, this association

is not essential or necessarily desirable. For in- adaptive solution. Once Roxanne can solicit and
facilitate Ray’s engagement with Jason and her,stance, it may be better to talk with Frank and

Ellen about his fears that Ellen will abandon the deeper work is no longer necessary.
him if he confronts her and how these fears
may be linked to the way in which his mother
withdrew from him whenever he expressed any GUIDING PREMISES
anger or unhappiness with her than to explore
these fears alone with Frank. The failure-driven progression is guided by the-

oretical premises. The first is the Health Prem-The macro process movement in IPCT is
not an “ideal” but rather a necessary progres- ise, which asserts that the key patients are

healthy until proven sick (incapable of solvingsion that occurs in the face of the failure of the
interventions in a particular cell of the matrix their problems without major assistance). This

premise encourages the therapist to approachto resolve the constraints that prevent the key
patients from solving their presenting problem. the key patients as if they have what it takes

to solve their presenting problem. The secondIPCT is organized around the question of what
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premise, Problem Maintenance, presumes that appropriate response to her divorce and the dif-
ficulties Jason has been having in school andthe problem maintenance structure is simple

and superficial until proven otherwise. Its con- at home.
Thus, the first therapeutic initiative focusesstraints are minimal, and the key patients

should be able to overcome them with mini- on alleviating the “real” psychosocial stressors
stimulating the symptomatic response. If ad-mal, direct assistance. Together, these premises

encourage therapists to approach patient sys- dressing those stressors reduces the symptoms,
a medication intervention may not be neces-tems from a health perspective, expecting them

to engage in healthy and adaptive problem- sary. The risk is that in moving immediately to
medication, it communicates to the patientsolving behavior without “years of therapy.”

However, these premises are not intended to that “there is something wrong with you that
should be medicated,” as opposed to “there ispromote psychopathological naivete. Not tak-

ing major psychopathology seriously can be a something going on in your environment that
is upsetting you and that you need to address.”fatal error. These premises are intended to

slightly tip the scales of health and pathology If addressing the stressors does not alleviate the
symptoms, then medication may be indicated.in the direction of health. Leaning in the di-

rection of health, the therapist is open to feed- Thus, the health and problem maintenance
premises take precedence over the cost-effec-back that disconfirms these premises.

The third premise that guides assessment tiveness premise.
The fourth premise, Interpersonal, assertsand intervention is Cost Effectiveness. Attempt-

ing to create the most parsimonious therapy, that, if possible, it is better to do the required
orientation work within an interpersonal (fam-this premise encourages therapists to use the most

direct, simplest, and least expensive interventions ily/community or couple) as opposed to indi-
vidual context. IPCT privileges the interper-before more complex, indirect, and costly ones.

The assumption underlying the arrow in Figure sonal. It says, “If you can, do the work that
needs to be done in the presence of the other,18.2 is that interventions in the upper left quad-

rant are more direct, simpler, and less expensive appropriate key patients.” Therapists will gen-
erally learn more about patient systems bythan interventions in the lower right-hand quad-

rant. Behavioral family and couple therapies typ- meeting with as many of the key patients as
soon as possible. Additionally, meeting face-to-ically presume simpler and more superficial

problem maintenance structures, approach the face with key patients facilitates the creation of
a strong therapeutic alliance. Also, doing thera-constraints within those structures more di-

rectly, and are less expensive than individual peutic work in the presence of the other appro-
priate key patients creates the largest possiblepsychodynamic and self-psychological thera-

pies. Thus, IPCT begins with the former and “collective observing ego” and maximizes the
impact of the work.progresses, if necessary, to the latter.

If the progression of treatments is driven by There are exceptions to this rationale. With
abuse cases, the therapist may learn more andcost-effectiveness, why does biobehavioral in-

tervention come after behavioral intervention? establish stronger alliances by meeting individ-
ually with key patients. Similarly, many pa-The answer has to do with the health and prob-

lem maintenance premises. In responding ini- tients will not be able to establish sufficiently
strong narcissistic transferences to the therapisttially to people as if they are healthy and

minimally constrained, the “pathology” of the to do the self-repair work they need to do if
other patients are present. For them, the pri-identified patient (symptom bearer) is viewed

as an appropriate response to difficult circum- vate nature of the therapy is essential. Never-
theless, in most cases, the knowledge gainedstances. Thus, Frank’s panic attacks are seen as

an appropriate response to the “reality” that El- and therapeutic payoff are greater when the in-
terventions occur in the largest, appropriate di-len is having an affair and may leave him. Sim-

ilarly, Roxanne’s depression can be seen as an rect patient system.



Integrative Problem-Centered Therapy 395

THERAPY RELATIONSHIP the therapist, the contribution of Bonds to the
alliance would be low. Roxanne’s alliance
could be described as a high Tasks, high Goal,IPCT uses an integrative systems model of the

therapeutic alliance (Pinsof & Catherall, 1986; and low Bond alliance.
Quantitatively modeling the Content di-Pinsof, 1994, 1995). This model consists of two

sets of dimensions that form the 3 × 4 Matrix mensions as 10-point scales, Roxanne’s Con-
tent Alliance profile could be described as anin Figure 18.3. The three horizontal Content

dimensions derive from the work of Bordin 8 on Tasks, an 8 on Goals, and a 4 on Bonds.
Her Content Dimension score would be 20. If(1979) and Horvath and Greenberg (1994).

The first, Tasks, targets how much the therapist 20 were viewed as the viability cutoff, Rox-
anne’s alliance would be sufficient to sustainand the key patients agree about their respec-

tive tasks in the therapy. The second, Goals, therapy. However, if the therapist tries to in-
volve Ray directly in therapy and Roxanne feelsrefers to how much key patients and the thera-

pist agree about the goals of therapy. The threatened, the Task contribution to the alli-
ance might plummet, taking the overall alli-Bonds dimension taps how much key patients

feel connected to the therapist—the extent to ance score substantially below 20 and threaten-
ing the viability of the therapy. However, if thewhich the therapist is a self-object for them.

Different therapy systems can have different therapist waits to address this task until his or
her Bond with Roxanne has grown, the reduc-alliance profiles. For instance, if Roxanne agrees

with the therapist’s initiative to help her grieve tion in Tasks may be offset by the increase in
Bonds, and the viability of the alliance and thethe loss of her marriage to Ray and to help her

move out of her depressed and demoralized therapy may not be at-risk.
There are four Interpersonal dimensions.state, the contribution of Tasks to the overall

alliance would be high. Similarly, if she agrees The first, Individual, covers the alliances be-
tween the therapist and the individual key pa-with the therapist’s goal of helping Jason func-

tion effectively in school, the contribution of tients. The Subsystem dimension focuses on
the alliances among the therapist and the keyGoals would be high. However, if she distrusts

Individual

Subsystem

Whole System

Within System

Tasks Goals Bonds

Interpersonal

Dimensions

Content Dimensions

FIGURE 18.3 The Therapeutic Alliance in Problem-Centered
Therapy
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interpersonal subsystems within the patient sys- promised. When the process progression (the
arrow in Figure 18.2) threatens the alliance, ittem. In a three-generation family system, it ad-

dresses the alliance between the parents and should be modified. This guideline views the
process progression as a major component ofthe therapist, between the siblings and the

therapist, and between the grandparents and the Tasks dimension. Thus, if Roxanne refuses
to consider involving Ray directly into the ther-therapist. The third Whole System dimension

targets the alliance between the therapist and apy, the therapist should back off that initiative
until one of three things occurs: (1) Roxannethe whole patient system.Within System covers

alliances between the key patients. gets herself together enough to provide Jason
with the structure and support he needs andFigure 18.3 illustrates that the Interpersonal

dimensions cut across the Content dimensions. he becomes functional in school; (2) Rox-
anne’s Bond to the therapist becomes strongIt is possible to talk about the extent to which

Frank agrees with the therapist’s initiative to enough to offset her resistance to including
Ray and the topic can be reopened; or (3) thehelp him get in touch with his feelings about

Ellen’s infidelity (Individual/Tasks), the extent therapy without Ray proves ineffective, and Ja-
son’s school problems increase. If option 3 oc-to which Frank and Ellen as a couple share

the therapist’s goal of helping them create a curs, the therapist would probably confront
Roxanne with the alternatives of stopping ther-more committed marital relationship (Subsys-

tem/Goals), the extent to which Frank, Ellen, apy or including Ray.
IPCT views the alliance as a multidimen-and Frank’s mother trust the therapist (Whole

System/Bonds), and the extent to which Frank sional phenomenon that evolves over the course
of therapy. Building, tracking, and maintainingand Ellen share the goal of repairing their mar-

riage (Within System/Goals). the alliance is a crucial function that frequently
takes priority over technical (technique) con-A crucial implication of the Interpersonal

Dimension is the split alliance, in which the siderations. The therapist needs to consider
which aspects of the alliance with which mem-therapist has a strong alliance with one subsys-

tem and a weak alliance with another subsys- bers or subsystems of the patient system need
to be strengthened at crucial points in treat-tem of the patient system. Alternatively, the

therapist may have viable alliances with the ment. IPCT also applies alliance theory to the
therapist system, looking at the alliances be-members and subsystems of the patient system,

but the key patients may not have a viable alli- tween supervisors and supervisees, between
multiple therapists working with the same sys-ance with each other. For instance, if Frank

wants to save the marriage but Ellen wants out, tem, and between therapists and care managers
(insurance providers).the Within-System alliance may not be suffi-

cient to sustain therapy.
Typically, with split alliances, the viability

of the therapy hinges on whether the positive EMPIRICAL RESEARCH
alliance is with a more powerful subsystem.
For instance, if the therapist has a strong alli- Since its inception in the late 1970s, there have

been two IPCT research initiatives. The firstance with Roxanne, Jason’s custodial parent,
but a weak alliance with Ray, the therapy may pertains to research on the alliance; the second

to the Psychotherapy Change Project at thebe viable. However, if the alliances were re-
versed and the weak alliance was with Rox- Family Institute at Northwestern University.
anne, the therapy probably would not work.
When the split alliance is with equally power-

Alliance Researchful subsystems, like Frank and Ellen, the ther-
apy probably will not work. In developing the Integrative Psychotherapy Al-

liance model, Don Catherall and I (Pinsof &In IPCT, the alliance takes priority over the
process progression up to the point where the Catherall, 1986) developed three patient self-

report scales to measure the alliance on theintegrity and effectiveness of the therapy is com-
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same dimensions in individual, couple, and instruments on a sample of cases at the Family
Institute at Northwestern University.family therapy. The initial scales included the

three Content dimensions presented above, Between 1997 and 2001, cases presenting
for therapy at the Family Institute’s ClinicTasks, Goals, and Bonds, and the Individual,

Subsystem, and Whole System Interpersonal di- were offered the opportunity to participate in
the Psychotherapy Change Project. If they con-mensions. We operationalized the Individual

dimension as a Self dimension (“Me and the sented, they arrived approximately 90 minutes
before their first scheduled appointment totherapist”), the Subsystem dimension as an Other

dimension (“my partner and the therapist” or complete the Test Battery. If the case made it
to the eighth session, they came in an hour“the other people in my family”), and the

Whole System dimension as a Group dimen- before that session and completed the Test Bat-
tery. If they made it to the 16th session and tosion (“the therapist and us”). When confront-

ing the pragmatics of measuring the alliance the 24th, they repeated the Test Battery proce-
dure. For completing the Test Battery duringon the Interpersonal dimensions in different

therapeutic contexts, we realized the phrasing the course of therapy, the cases received the
corresponding session free of charge. The ther-of questions to measure each dimension had

to be distinct in each context, resulting in The apists administered and collected the test bat-
teries.Family Therapy Alliance Scale (FTAS), The

Couple Therapy Alliance Scale (CTAS), and The Test Battery was selected to predict and
assess change in the major psychosocial do-the Individual Therapy Alliance Scale (ITAS).

The original scales did not include the mains of life functioning: individual adult,
couple/marital, family, family of origin, andWithin-System subdimension. In the early 1990s,

I (Pinsof, 1994) expanded the theoretical model child/adolescent. The battery consisted of four
instruments: the Compass (Howard, Brill, Leuger,to include the Within-System subdimension

and added a corresponding set of questions to O’Mahoney, & Grissom, 1995) to tap individ-
ual attitudes toward therapy, individual well-each of the three instruments, resulting in a

new set of Revised measures (FTAS-r, CTAS- being, and problems/symptoms; the Marital
Satisfaction Inventory, or MSI (Snyder, 1997)r, and the ITAS-r). The reliabilities of the origi-

nal and revised instruments were good, and to assess distinct aspects of marital functioning;
the Family Assessment Device, or FAD (Ep-both have been predictive of change in a num-

ber of studies conducted by different North stein, Baldwin, & Bishop, 1983) to measure
distinct aspects of family functioning; and theAmerican research groups (Bourgeois, Sabourin,

& Wright, 1990; Heatherington & Friedland- Child Behavior Checklist, or CBCL (Achen-
bach & Edelbrock, 1983) to measure parentaler, 1990; Johnson & Greenberg, 1985; Johnson

& Talitman, 1997). assessment of the behaviors and problems of
one child between the ages of 3 and 17.
The initial sample consisted of approxi-

The Psychotherapy Change Project mately 600 patients presenting for individual,
couple, or family therapy at the Clinic. TheSeven years ago, we began The Psychotherapy

Change Project (Pinsof & Wynne, 2000) to (1) majority of the patients were middle class and
White. More than half of the patients did notidentify how different types of patient systems

change over the course of therapy; (2) identify make it to the eighth session. Most of them
terminated, some of them dropped out, and athe profiles of therapist behavior associated

with successful patient change; and (3) create small number continued but did not complete
the eighth session Test Battery. This attritiona methodology for feeding this information

back to therapists during the course of therapy. rate—50%—is not unusual in a clinic popula-
tion. Patients completed the questionnaires inDuring the initial phase of the Psychotherapy

Change Project, we studied patient change the test batteries that were appropriate to their
demographics, not their modality or context offrom the 1st to the 8th session and from the 8th

to 16th session with a battery of well-validated therapy.
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Approximately 45 different therapists pro- sociated with significant and expected changes:
individual functioning changed in individualvided therapy to the patients in this sample.

The vast majority of the therapists were practi- therapy, marital functioning changed in cou-
ple therapy, and child functioning changed incum students in the American Association for

Marriage and Family Therapy (AAMFT) ac- family therapy. What is more intriguing is that
couple therapy and family therapy were alsocredited, 2-year Masters Program in Marriage

and Family Therapy that the Family Institute associated with significant individual function-
ing changes. In fact, couple therapy was asso-runs for Northwestern University. All of the

therapists were trained and supervised in the ciated with as much individual functioning
change as the individual therapy. Thus, itFamily Institute model of therapy, an integra-

tion of IPCT, and the Metaframeworks model seems that the more interpersonal couple ther-
apy had a broader impact than individual ther-(Breunlin, Schwartz, & Mac Kune-Karrer, 1992),

a highly compatible treatment model that adds apy—a finding that supports the Interpersonal
Premise of IPCT. This finding is also sup-developmental, cultural, and gender emphases

to IPCT. All of the students received 3 hours of ported by the results of a number of studies
comparing couples therapy for depression withweekly group supervision and 1 hour of weekly

individual supervision. individual, cognitive-behavior therapy (Prince
& Jacobson, 1995).Only the 1st to 8th session data analyses are

reported below, as the sample sizes for the 16th These data constitute preliminary evidence
in support of the effectiveness of IPCT acrossand 24th data analyses were not sufficient. The

average numbers of sessions by modality were: a wide array of presenting problems and con-
texts. The research did not involve random as-Individual, 18.5; Couple, 12.3; and Family,

11.5. More than a third of the variables showed signment of patients to therapists, a control or
comparison condition, and could not ade-significant change in the appropriate direction

from the first to the eighth session. The major quately account for outcomes in two groups:
more than half of the patients who began ther-variables on which significant changes oc-

curred are presented in Table 18.1. No sig- apy but did not make it to the eighth session;
and a smaller proportion of patients who madenificant changes occurred between the first

and the eighth sessions on any of the Family it to the eighth session but did not complete
the entire Test Battery.(FAD) variables. We believe that this lack of

results derives primarily from the low number
of patients that completed this measure (Indi-
vidual therapy = 10; Couple therapy = 20; and
Family therapy = 12). FUTURE DIRECTIONS
Problem centered individual therapy dem-

onstrated significant positive changes on Sub- IPCT is a framework for organizing different
treatments and a systemically oriented integra-jective Well-Being, Life Functioning, Total

Symptoms, Depression, and Anxiety from the tive psychotherapy. It derives from the desire
to create a maximally effective therapy for theCompass. Problem-centered couple therapy

demonstrated significant positive changes on broad range of patients seeking psychotherapy.
It assumes that failure and the search for betterall of these individual indices as well as Marital

Distress and Marital Aggression from the MSI. alternatives is an inherent feature of effective
psychotherapy. It organizes that search for al-In spite of the much lower number of patients

in problem-centered family therapy, they still ternatives around certain premises that cost-
effectively build on the strengths of interper-demonstrated significant changes on Total

Symptoms, Depression, and Anxiety from the sonal and individual systems.
In terms of further work, our current effortsCompass and Internalizing and Externalizing

Child Problems from the CBCL. go in two directions. The first involves writing
a manual for Integrative Problem-CenteredEach of the major problem-centered assess-

ment/intervention contexts/modalities was as- Couples Therapy and testing this manualized
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TABLE 18.1 Measures, Modalities, and Outcomes in an Initial Evaluation
of the First Eight Sessions of Problem-Centered Therapy

t test
Variable (Measure) Modality N Session 1 Session 8 P values

Subjective well-being (Compass) Individual 57 19.1 21.4 <.0001
Couple 74 20.3 22.16 <.0001
Family 13 21.07 21.38 N.S.

Life functioning (Compass) Individual 48 50.81 55.79 <.0001
Couple 77 57.19 65.95 <.0001
Family 9 62.56 66.89 N.S.

Total symptoms (Compass) Individual 54 72.56 62.03 <.0001
Couple 86 59.83 53.57 <.0001
Family 13 58.46 50.38 <.0001

Depression (Compass) Individual 76 20.30 16.90 <.0001
Couple 99 16.40 14.31 <.0001
Family 16 16.69 13.44 <.0001

Anxiety (Compass) Individual 73 36.86 31.73 <.0001
Couple 88 30.99 27.75 <.0001
Family 15 31.07 26.6 <.0001

Marital distress (MSI) Individual 17 68.00 64.47 N.S.
Couple 83 70.46 65.55 <.001
Family 2 64.5 50.50 N.S.

Marital aggression (MSI) Individual 16 21.69 20.13 N.S.
Couple 81 23.16 21.32 <.007
Family 3 18.33 16.33 N.S.

Child internalizing (CBCL) Individual 4 63.25 52.25 N.S.
Couple 10 53.60 56.00 N.S.
Family 13 75.07 58.46 <.01

Child externalizing (CBCL) Individual 4 69.75 59.00 N.S.
Couple 10 63.1 62.8 N.S.
Family 13 82.00 75.27 <.01

Note. N.S., not significant.

version of IPCT in a clinical trial to alleviate Fedders, & Friedman, 2004), a patient-self re-
port instrument that assesses six domains: indi-marital distress. This initiative lays the founda-

tion for the empirical validation of one version vidual symptoms and well-being; adult recall
of childhood family-of-origin; current couple/of IPCT. Our plan is to subsequently apply

and tailor this therapy to the treatment of two marital functioning; current family function-
ing; child well-being and symptoms; and thetypes of couples that are currently being stud-

ied at the Family Institute: those in which one therapeutic alliance. The Initial STIC-I con-
tains approximately 140 items and is adminis-member has Generalized Anxiety Disorder and

those in which one member has depression or tered before the first session. The Intersession
STIC-IN consists of approximately 40 itemsdysthymia.

The second effort underway is to move (from the scales on the STIC-I) and can be
administered as often as every session. To mea-IPCT in the direction of becoming an empiri-

cally informed integrative therapy. This initia- sure therapist behavior, we have just completed
the Integrative Therapy Session Report-ITSR (Pin-tive, linked to the Psychotherapy Change Proj-

ect, attempts to ground IPCT in the study of sof, Mann, Lebow, Knobloch-Fedders, Friedman,
& Zinbarg, 2004), a self-report questionnairepatient change and therapist behavior. To mea-

sure patient change, we are just completing the that takes about 5 to 7 minutes for a therapist
to complete after a session and that provides aSystemic Therapy Inventory of Change—STIC

(Pinsof, Zinbarg, Mann, Lebow, Knobloch- snapshot of the major clinical foci and thera-
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peutic techniques that the therapist used dur- In A. Gurman & N. S. Jacobson (Eds.), Clini-
cal handbook of couple therapy (pp. 26–58).ing the session.

As well as providing a set of instruments to New York: Guilford.
Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G.study the process of change in different types

of therapy, the STIC and the ITSR have also (1979). Cognitive therapy of depression. New
York: Guilford.been developed to empirically ground IPCT.

The STIC represents a quantitative methodol- Bordin, E. S. (1979). The generalizability to the psy-
choanalytic concept of the working alliance.ogy for providing therapists and patients with

empirical feedback about patient progress that Psychotherapy: Theory, Research and Practice,
16, 252–260.can be used to inform decisions about when to

shift contexts and orientations within the prob- Boszormenyi-Nagy, I. (1965). Intensive family ther-
apy as process. In I. Boszormenyi-Nagy & J.lem-centered matrix. The ITSR provides a

quantitative profile of the foci and techniques Framo (Eds.), Intensive family therapy: Theoret-
ical and practical perspectives (pp. 87–142).that therapists are using at any particular time.

It can specify therapist behavior in each of the New York: Harper & Row.
Boszormenyi-Nagy, I., & Spark, G. M. (1973). Invis-contexts and orientations within the problem-

centered matrix, as well as the points in the ible loyalties. New York: Harper & Row.
Boszormenyi-Nagy, I., & Ulrich, D. N. (1981). Con-course of therapy when therapists shift orienta-

tions and/or contexts. As we develop the prog- textual family therapy. In A. Gurman and D.
Kniskern (Eds.), Handbook of family therapyress research methodology (Pinsof & Wynne,

2000) to feed STIC (patient change) and ITSR (pp. 159–186). New York: Brunner/Mazel.
Bourgeois, L., Sabourin, S., & Wright, J. (1990).(therapist behavior) data back to therapists and

patients during the course of therapy, these in- Predictive validity of therapeutic alliance in
group marital therapy. Journal of Consultingstruments hold great promise for helping IPCT

become an empirically informed psychotherapy. and Clinical Psychology, 58(5), 608–613.
Bowen, M. (1978). Family therapy in clinical prac-Despite its prescriptions, IPCT, for mature

clinicians, represents an improvisational struc- tice. Northvale, NJ: Jason Aronson.
Breunlin, D., Schwartz, R., & Mac Kune-Karrer, B.ture for the conduct of a genuine and creative

psychotherapy. Within each of the generic ori- (1992). Metaframeworks: Transcending the mod-
els of family therapy. San Francisco: Jossey-Bass.entations, there is considerable room for each

therapist to find the strategies and techniques Buckley, W. (1968). Modern systems research for the
behavioral scientist. Chicago: Aldine.that best suit his or her style, values, and be-

liefs. By prioritizing the alliance over tech- de Shazer, S. (1982). Patterns of brief family therapy.
New York: Guilford.nique, IPCT asserts the primacy of relationship

considerations in the therapeutic process. Fi- Dimidjian, S., Martell, C. R., & Christensen, A.
(2002). Integrative behavioral couple therapy.nally, IPCT seeks to use progress research to

empirically inform and ground clinical artistry. In A. Gurman & N. S. Jacobson (Eds.), Clini-
cal handbook of couple therapy (pp. 251–277).The vision at the core of IPCT integrates art

and science, and compassion and rigor, in the New York: Guilford.
Epstein, N., Baldwin, L, & Bishop, D. (1983). Theservice of helping people learn to solve their

problems and lead healthier and happier lives. McMaster Family Assessment Device. Journal
of Marital and Family Therapy, 9, 171–180.

Fairbairn, W. R. D. (1952). Psychoanalytic studies
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Integrating Spirituality with Psychotherapy

ROBERT N. SOLLOD

In recent years, many mental health profes- TWO EXEMPLARS
sionals have introduced and elaborated ways of
integrating spiritual approaches with the prac- Miller’s (2003) Incorporating Spirituality in

Counseling and Psychotherapy reviews othertice of psychotherapy. This trend is consistent
with the growing awareness of the importance approaches and presents her own ideas about

the integration of spirituality with psychother-of religion, spirituality, and spiritual experi-
ences in the lives of many people and the rele- apy. One path of focus is exploring or assessing

the client’s spirituality. Another path is the sup-vance of religion and spirituality for psycho-
therapy. Two of the most well-known and port of the client’s engagement in spiritual de-

velopment and encouragement of spiritualclearly conceptualized approaches to integrat-
ing spirituality with psychotherapy are Rich- practices. A third path is that of the therapist

working within the spiritual or religious view-ards and Bergin’s (1997) spiritual strategy for
psychotherapy and Miller’s (2003) views on in- point of the client. Two final paths involve

working with some clients to form a more spiri-corporating spirituality in psychotherapy.
In this chapter, I begin with these two expo- tual identity as a goal of psychotherapy and us-

ing specific spiritual methods within the con-sitions as examples of current directions in in-
tegrating spirituality with psychotherapy. This text of psychotherapy.

In her approach, Miller expresses a goodwill be followed by a discussion of a number
of concerns having to do with such integration. deal of awareness of possible ethical concerns

having to do with integrating spirituality intoThen I present, illustrate, and evaluate six ma-
jor paths of integrating spirituality with psycho- psychotherapy. In fact, she has taken the useful

step of including, as separate appendices, thetherapy.

403
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codes of ethics of the American Association for ary issues and the possible use of spiritual tech-
niques, such as meditation and prayer in psy-Marriage and Family Therapy (AAMFT), Amer-

ican Counseling Association (ACA), American chotherapy. They both speak to the necessity
to respect and work within the religious frame-Psychological Association (APA), and the Na-

tional Association of Social Workers (NASW). work of psychotherapeutic clients.
She urges therapists to respect the religious
views of their clients and to work within their
areas of competence. The most spiritually ori- CENTRAL PROBLEMS
ented interventions include “helping clients
develop a spiritual identity” (pp. 141–150) and
engaging in spiritual practices such as prayer, Defining Spirituality

I begin with an examination of some of themedication, and spiritual imagery. She also fa-
vors collaboration with religious leaders and more problematic aspects of integrating spiritu-

ality and psychotherapy. One problem in suchthe value of spiritual community.
Richards and Bergin’s (1997) A Spiritual an endeavor is the difficulty in arriving at a

clear, consensual definition of spirituality. IfStrategy for Counseling and Psychotherapy pre-
sents a more clear-cut spiritual approach, one is committed as a practitioner to working

within the value framework of a client, then itwhich they term “theistic, spiritual.” They con-
cern themselves with religious or spiritual as- would follow that one would have to accept

the client’s definition of spirituality. It is axiom-sessment, ethical and boundary issues, and
favor the use, in some cases, of spiritual or reli- atic that, in a pluralistic society with many vari-

ations of religious and spiritual teachings, onlygious practices as part of the therapeutic pro-
cess. They advocate addressing the spiritual or an imprecise definition or, more accurately, a

whole array of overlapping views would presentreligious dimension of psychotherapy from ei-
ther an ecumenical or a denominational view- themselves.

As a personal example, I grew up in a Jewishpoint. Some goals indicated by Richards and
Bergin are helping “. . . clients experience and environment in which I was taught and came

to believe that the essence of Jewish spiritualityaffirm their eternal spiritual identity and live
in harmony with the spirit of Truth” (p. 116), was an emphasis on this world and a lack of

concern with otherworldly pursuits. The ideahelping “. . . clients examine and better under-
stand what if any impact their religious and was that spirituality consisted largely of leading

one’s life ethically and following God’s teach-spiritual beliefs have on their presenting prob-
lems and their lives in general” (p. 117), and ings as indicated by my teachers. Only in

young adulthood did I encounter a differenthelping “. . . clients examine how they feel
about their spiritual growth and well-being strain of Jewish spirituality, one more mystical

and otherworldly. Moreover, these variationsand, if they desire, help them determine how
they can continue their quest for spiritual are only two within a given religious tradition.

My own experience with the Jewish reli-growth and well-being” (p. 118). They also ad-
vocate identifying spiritual resources and help- gion, I am sure, is similar to that of many other

people in a wide array of religious teachings.ing the client make choices about the role of
spirituality in their lives. There are many approaches vying within most

spiritual traditions. Is there a single monothe-Both Miller’s approach and that of Richards
and Bergin indicate the importance of includ- ism or many monotheisms, a Christianity or

Christianities, a Paganism or Paganisms, aing spirituality as an area of psychotherapeutic
assessment, support, and even therapeutic fo- Buddhism or Buddhisms, an Islamic religion

or religions? Some spiritual approaches arecus. Both approaches consider the utility of
promoting spiritually oriented interventions more intellectual, some more emotional, and

some more physical (Sollod & Shafranske,such as 12-step programs and the necessity for
people to develop a spiritual identity. They 2000). They range from the hidden esoteric

depths of mysticism, through mesotericism, toboth indicate awareness of ethical and bound-
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exoteric rituals. It is highly doubtful that a few Richards and Bergin (1997, p. 13) continue:
common denominators of spirituality can be

. . . the terms religious and spiritual are interre-found in all such traditions.
lated, but they can be distinguished from eachLet me briefly review two definitions of spir-
other along several dimensions. Religious expres-ituality, the first of these by the Association for
sions tend to be denominational, external, cogni-Spiritual, Ethical and Religious Values in Coun-
tive, behavioral, ritualistic, and public. Spiritualseling (ASERVIC): experiences tend to be universal, ecumenical in-
ternal, affective, spontaneous and private. It is
possible to be religious without being spiritualSpirituality may be defined as the animating life
and spiritual without being religious.force, represented by such images as breath,

wind, vigor, and courage. Spirituality is the draw- Richards and Bergin’s definition of spiritual-ing out and infusion of spiritual in one’s life. It
ity is more articulated and definitive than theis experienced as an active and passive process.
ASERVIC definition. It clearly points to tran-Spirituality is also defined as a capacity and ten-
scendence, privacy, spontaneity, and emotion-dency that is innate and unique to all persons.
ality as hallmarks of spirituality. Also, there isThis spiritual tendency moves the individual to-
the inclusion of monotheistic beliefs, at first inward knowledge, love, meaning, peace, hope,

transcendence, connectedness, compassion, well- the form of a Higher Being and then, specifi-
ness, and wholeness. Spirituality includes one’s cally, of “God, the Spirit of Truth or . . . Di-
capacity for creativity, growth, and the develop- vine Intelligence. . . .” (p. 77).
ment of a value system. (ASERVIC position pa- Many American views of spiritual experi-
per as quoted in Miller, 2003, p. 6) ence have followed William James’ emphasis

on spontaneous mystical and transcendent ex-
periences (Sollod & Shafranske, 2000). ThisThis definition is global: It includes almost
emphasis, shared by Richards and Bergin, ap-anything positive or life enhancing that a per-
pears to ignore many other legitimate ap-son might term as spiritual. There is an effort
proaches to spirituality, including Christian, Is-here, as in other definitions, to distinguish spir-
lamic, and Buddhistic monastic traditions.ituality from religiosity, even though some con-
Ritual and the exoteric expressions of spiritual-nection of spirituality with religion is recog-
ity cannot be ruled out as potentially genuinelynized. This definition views spirituality as an
spiritual, nor is the emphasis on developing re-unalloyed positive aspect of life. In fact, it is
fined intellectual or cognitive understanding.difficult to imagine much that is positive in
Their approach harkens back to the ideas oflife, outside of simple material success, that
American transcendentalists such as Ralphwould not fall into the ASERVIC definition of
Waldo Emerson. We find an emphasis onthe spiritual.
unity and divine harmony without the moreRichards and Bergin (1997, pp. 12–13) elab-
particularistic or historic aspects of religionsorated their definition of spirituality:
such as Catholicism, the Christian Orthodox-
ies, and Judaism.

. . . The American Heritage Dictionary of the En- These two definitions of spirituality have a
glish Language (1992) defines spiritual as “of great deal of intuitive appeal; however, it is not
concerned with or affecting the soul” and “of, difficult to spot their limitations and specific
from, or relating to God” (p. 1938). These defi- emphases. Note the healthy minded aspects of
nitions are a good beginning but, by themselves, such definitions. One would have to stretch
they are not adequate to convey our understand- rather far to find the experiences of Christianing of the word spiritual. By spiritual we also

or Islamic flagellants or the sufferings of asceticmean those experiences, beliefs, and phenomena
mystics. There is meager allusion to revelation,that pertain to the transcendent and existential
which is the core of many spiritual traditions,aspects of life (i.e., God or a Higher Power, the
nor to the ideas of remorse, repentance, andpropose and meaning of life, suffering, good and

evil, death, etc.) retribution. The definitions of spiritual are at
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once optimistic and hopeful. However attrac- statements about who might be qualified to
guide another person in his or her spiritualtive these definitions may be, they do not cover

much of the range of what people experience quest. Can just anyone who is favorably dis-
posed toward spirituality take on such a respon-and mean when they use the term “spiritual-

ity,” even within our own culture. sibility? Just as one might inquire about the
personal psychoanalysis of an analyst, one
might inquire who “trained” the spiritually ori-

Person Helper or Spiritual Director? ented psychotherapist and what were the prin-
ciples of such training.Another potential problem in the development

of a spiritually oriented psychotherapy is the How would such a therapist, who is com-
mitted to working within the client’s goals andquestion of to what degree the approach should

conform to the existing beliefs and practices of values, be able to correct a misplaced emphasis
or direction, even were the therapist able tothe client. It is a well-accepted ethical guide-

line that the therapist should normally work discern it? For example, would the psychother-
apist be able to correct the client’s emphasiswithin the value framework of the client. There

are exceptions to this, of course. For example, on transcendental experience as a goal in itself
if this is what the client is genuinely seeking?a client may have values that are antisocial or

have destructive consequences to himself or A spiritual director, in many traditions, needs
to focus on helping the novice be alert to evi-herself or to others. In such cases, it is precisely

the values of the client that become a focus of dences of egoism, which can be seen as a false
and superficial sense of self. The novice mighttherapeutic intervention. In such cases, typi-

cally, the therapist should be explicit in outlin- be encouraged to engage in boring, monoto-
nous, repetitive physical work for many monthsing value discrepancies with the client. Ethical

guidelines generally indicate that the therapist in order to help achieve balance and, perhaps,
to overcome egoism (cf. Wallach & Wallach,should respect the particular cultural or re-

ligio-spiritual traditions upheld by the client. 1983). During this period, the client may not
have a clear understanding or a deep accep-In traditional forms of spiritual direction,

however, it is well accepted that the spiritual tance of the approach of the spiritual director,
even a trusted one.advisor has an obligation to point to the client

when he or she is following a “wrong” path. In summary, there is a clear distinction be-
tween psychotherapists and spiritual directorsThe spiritual aspirant may have erroneous un-

derstandings of spiritual principles or may not in terms of their roles, commitments and com-
petencies. Integrating spirituality with psy-be applying methods correctly. Meditation

training in some traditions may require years chotherapy may allow an interested and en-
thusiastic psychotherapist to assume the role ofof practice, emulation of elders, and correc-

tion. The spiritual director in traditional frame- spiritual director for their clients. Both ap-
proaches warn against therapists working out-works is a person who, by virtue of experience

and knowledge, is able to provide guidance to side of their expertise, but one wonders to what
extent many psychotherapists have had thea less experienced person or “novice.” At times,

the spiritual director may have to demonstrate training and knowledge to guide their clients
in their spiritual development.to the novice, either gently or not, the “error

of his or her ways.”
One can question the adequacy of spiritual

Health or Holiness?experience or spiritual discernment of a psy-
chotherapist interested in spirituality. Such a Psychology’s traditional abhorrence of explic-

itly spiritual approaches is not without merit.positive attitude toward spirituality by no
means indicates that the therapist is an ade- Historically, spirituality has not necessarily

been correlated with what would pass for psy-quate guide for spiritual development. Missing
in most of the expositions of spiritually ori- chological health. One has merely to examine

the lives of the Saints to find any number ofented psychotherapy is the absence of clear
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pathological conditions, be it depression, ma- analyses of therapeutic effectiveness, seems to
preclude spiritual approaches from being in-nia, masochism, hysteria, phobias, and obses-

sional behavior. The mortification of the flesh, cluded in many forms of psychotherapy. Wam-
pold (2001) has defined psychotherapy asso prevalent in many spiritual traditions, is at

variance with psychology’s emphasis on accep-
tance of physical needs and enjoyment in their . . . a primarily interpersonal treatment that is
satisfaction. The emphasis in many spiritual based on psychological principles and involves a

trained therapist and a client who has a mentaltraditions on the value of repentance and suf-
disorder, problems, or complaint. . . . (p. 3; ital-fering is hard to find in contemporary psycho-
ics added)therapy. In addition, many traditional spiritual

teachings emphasize the value of inhibiting
Wampold further emphasizes that treatmentswhat most contemporary psychologists would
based on nonpsychological principles cannotview as normal self-assertion. Viewing spiritual-
be classified as forms of psychotherapy. In-ity as necessarily compatible with psychologi-
cluded in this category are “. . . everything butcal health is a naively selective view of the spir-
the kitchen sink and overt quackery. . . .” (p.itual legacy of humanity. Holiness and
8). He writes:psychological health are not identical goals.

However, a wholesale assimilation of spiritual-
Treatments based on the occult, indigenous peo-ity into a mental health model, or vice versa,
ples’ cultural beliefs about mental health and be-is not appropriate or even possible.
havior, New Age ideas (e.g., herbal remedies),Imagine two overlapping circles, one indi-
and religion may be efficacious . . . but they arecating spiritual approaches to life and the other
not psychotherapy and are not considered in thiscontemporary views of mental health. The
book.” (p. 5)overlapping area would indicate areas of agree-

ment; the areas that represent positive mental
Wampold’s definition of psychotherapy high-health qualities only or positive spiritual quali-
lights the point that many methods derivedties only would be the non-overlapping areas
from spiritual traditions have not been devel-of the circles. The relative size of the areas in
oped in accordance with psychological princi-which spirituality is consistent with mental
ples. This fact does not imply that psychologi-health and where it counters mental health
cal principles underlying a specific spiritualwould have to be empirically determined. No
method might not eventually be discovered ordoubt, there would be differences in these
elucidated. One could argue that, if a spiritualareas depending on the spiritual or religious
method is empirically effective in causing be-tradition involved and, as well, the model of
havioral changes, there must be some psycho-mental health. One can easily come up with
logical principle underlying its effectiveness.models of spirituality almost entirely antitheti-

cal to accepted notions of mental health, such
as that exemplified in the behavior of castes of

SIX PATHS TO INTEGRATIONIndian musts, or holy men, who are electively
mute penniless wanderers devoted to a deity.

Given this backdrop of some problems inte-They often spend their lives in presumed tran-
grating spirituality with psychotherapy, I willscendental states of consciousness while forag-
consider and illustrate six possible paths ining in dumps and wilderness areas.
which spirituality can be integrated with psy-
chotherapy:

What About the Definition
of Psychotherapy? 1. Acknowledging the extant spiritual as-

pects of psychotherapy in general and ofIn spite of the many efforts to integrate spiritu-
ality and psychotherapy, a recent definition of specific ostensibly nonspiritual psycho-

therapies.psychotherapy, used as a framework for meta-
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2. Working in a manner consistent with cli- When considering the origins of many psy-
chotherapy approaches, ranging from Freud’sents’ spiritual and religious views.

3. Psychotherapeutic use of spiritual tech- psychoanalysis, through Adler’s Individual Psy-
chology, Jung’s Analytical Psychology, Rogers’niques for the remediation of behavioral

disorders. client-centered, to Ellis’s rational-emotive ther-
apy, a fascinating pattern regarding spirituality4. Facilitating a spiritual approach to life,

spiritual formation, as a treatment of be- and religiosity occurs: The therapeutic origina-
tors often were influenced by spiritual or re-havioral disorders.

5. Spiritual formation as a therapeutic goal ligious approaches in their family life (see
Monte & Sollod, 2003, for examples). Manyin itself.

6. The use of methods derived from spiri- innovators consciously repudiated religiosity
and spirituality but nonetheless incorporatedtual traditions to facilitate the psycho-

therapist’s effectiveness. into their approaches many ideas and even
methods derived from spiritual traditions. In
some cases, the process consists of an uncon-
scious transmission of religious or spiritual tra-Extant Integrations

One means of integration is that of the spiritual ditions alongside a conscious rejection of the
same. Such hidden spirituality is already quiteaspects of ostensibly nonspiritual psychothera-

pies. The assumption that psychotherapeutic prevalent in many psychotherapies.
Sigmund Freud was brought up in a familyapproaches have been derived from scientific

roots has been frequently challenged (e.g., Per- atmosphere replete with the late-nineteenth
century Jewish spirituality of central Europe.rez, 1989; Sollod, 1982). Originators of psycho-

therapies have drawn from a variety of extrasci- He turned away from Judaism but continued
in his writings a preoccupation with religionentific sources. Spiritual traditions have long

been one major but largely hidden and under- and religious themes. Bakan (1958) has exam-
ined some of the vestiges of Jewish mysticismacknowledged source of psychotherapeutic in-

novation. Frank (1973) has underscored that in Freudian thinking; and Vitz (1988) has even
speculated about some undercurrents of Chris-contemporary psychotherapies have many fea-

tures in common with traditional healing ap- tianity in Freud’s background. Two specific ex-
amples include Freud’s awareness of the hid-proaches. The underlying structure of psycho-

therapy itself, that is, of a person seeking help den meaning of dreams from Biblical sources,
with which he had long been familiar, and his(healee) going to a specifically trained or quali-

fied individual (healer) for the purpose of seek- interpretive approach to the psyche of patients,
which paralleled the interpretive methods ofing some type of solace or remediation of a

problem, appears to be derived either from Talmudic scholars. In addition, it is not diffi-
cult to find pseudo-Gnostic aspects of Freud-healing traditions themselves or from aspects

of human nature appreciated both by healing ian psychoanalysis, including its quasi-religious
or cult-like organizational aspects, initiationtraditions and by contemporary practice. Lon-

don (1986) has elucidated the quasi-healer, through experience with a prior initiate, and
the idea of hidden understandings open onlyquasi-clergy role of the psychotherapist, who

has become, in our society, an arbiter of morals to the correctly psychoanalyzed (Sollod, 1982).
The idea of the subconscious and other Freud-and values.

The effectiveness of psychotherapy is thus ian ideas appear to have been derived, in part,
from Kabalistic mysticism (Bakan, 1958; Fo-potentiated by archetypes related to healing

and spirituality. These include some of the dor, 1971). All of these features are present in
apparent contradiction to Freud’s repeated as-very bases of therapeutic effectiveness: the cli-

ent’s belief in the value and effectiveness of sertions of his adherence to a scientific world-
view.psychotherapy, a specific psychotherapeutic

approach, and the ability of the therapist Adlerian Individual Psychology is a more
straightforward example. Adler rejected Juda-(healer) to facilitate positive changes.
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ism and converted, as an adult, to Protestant- and recovery to congruence through the provi-
sion of a “saving” therapeutic relationship.ism. His ethos, however, corresponds quite

closely to Jewish ethical teachings. He believed The self-styled nonspiritual and scientific ap-
proaches of cognitive-behavioral psychotherapythat the purpose of human life was to be cre-

ative and that each person had the responsibil- are deeply connected with spiritual sources.
King (1996) in an insightful exposition, Theity to make the world she finds, whether it is

the social world or the people in her life, bet- Butterfly: A Symbol of Conscious Evolution, in-
dicated how radical behaviorism’s model of in-ter. This Adlerian therapetic goal is almost

identical to the Hebrew tikkun olum, “making dividual behavior as completely conditioned
and shaped by the environment was connectedthe world a better place.” Adler’s (1959) view

of the individual as an active creator may be to the ideas of Uspenskii (1929), a Russian
mystic and student of Gurdjieff. Ellis (1970)considered an exoteric version of mystical Jew-

ish teachings. has cited the insights of Epictetus, the ancient
Greek spiritual master, to support the validityJung’s approach is another case in point.

Jung was the son of a pastor in the Swiss Re- of his rational-emotive therapy (RET). A major
tenet of RET—that an individual’s thoughtformed Church, but early on he experienced vi-

sions that included pagan imagery and/or sug- shapes experience—is consistent with Stoicism
as well as with some Christian, Buddhist, andgested that God wanted religion to take on new

forms. Jung, unlike the two predecessors, Freud Kabalistic teachings. Many techniques of relax-
ation that were later incorporated into behav-and Adler, was overtly interested in spirituality.

However, his spirituality differed considerably ioral methods, such as desensitization were, at
least in part, drawn from Hindu or Yogic prac-from the Christian monotheism in which he

was raised. The whole panoply of Greek and tices.
The psychotherapist practicing in accordRoman gods/goddesses as well as Gnostic im-

ages emerge in Jungian theory as archetypes of with one of the major systems of psychotherapy
could benefit by looking at its ostensible phi-the collective unconscious. Jung’s spirituality,

though it could be termed monotheistic, is losophy, which is often denuded of spiritual
content, to some of the origins of the therapeu-nonetheless open to a broader cast of char-

acters and spectrum of values than typifies tic system. This type of grounding can provide
a deeper, spiritual orientation to one’s thera-Western monotheisms. Jung also values what

he termed “active imagination,” a type of vis- peutic endeavors.
ualization designed to access archetypes and
potentiate their energies. For Jung, there was

Psychotherapy Consistentno disagreement between a scientific and a
with Clients’ Spiritualityspiritual approach to understanding person-

ality. A second path of integrating spirituality with
psychotherapy is when the therapist worksCarl Rogers (1978) wrote that Taoism was

an influence on his development of client-cen- within the clients’ spiritual and religious views.
This path is the least problematic and the mosttered therapy. Secularized aspects of Protes-

tantism also are present in his approach, in par- agreed upon in integrating spirituality with psy-
chotherapy. In my view, this is not an explicitlyticular the emphasis on each person being

responsible for finding his own path and the spiritual approach to therapy, but one in which
spirituality is considered as one of many atherapist, like the Protestant minister, being a

facilitator of this process, rather than a priest- number of cultural or contextual factors in the
treatment process.like authority. According to Lynch (1997),

Rogers consciously rejected the values of his In this approach, the therapist is working
within a standard psychotherapeutic frame-Protestant parents but unconsciously assimi-

lated them. Lynch suggested that one example work and makes every effort, in accordance
with ethical guidelines, to be knowledgeableis the fall–redemption narrative form of Rogers’

description of a person’s fall into incongruence about the patient’s cultural context. Such a
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context usually includes race, ethnicity, social We could present any number of other ex-
amples in which a client is simultaneously en-class, family tradition, and values. Shafranske

and Maloney (1996) among others (e.g., Lov- gaged in spiritual formation and in psychother-
apy. Sometimes, the psychotherapy is designedinger, 1984; Richards & Bergin, 1997; Tan,

1996) have persuasively argued that a client’s to support the process of spiritual formation
and, at other times, to help with problems notreligious background and spiritual values

should also be included as a major part of the addressed by the development of spiritual life.
Wilber (1977) has developed a multilevelcultural context for many clients and that it

would be unethical to ignore it. One frequent model that demonstrates the difference be-
tween developing spiritually and solving prob-example is the emphasis in many spiritual and

religious traditions on community and com- lems of a psychological level. Spiritual forma-
tion and psychotherapy are different processesmunal activities. This is often contrary to the

individual self-expression and self-fulfillment with different, though at times, complementary
goals.valued in many therapeutic approaches. A

therapist working with a client committed to Closely aligned with this path of integrating
spirituality with psychotherapy is the therapist’san Orthodox Jewish or traditional Islamic spiri-

tuality should have a thorough understanding competence in understanding and empathiz-
ing with a wide variety of spiritual experiences,of the role of community in both traditions.

This path of working in accordance with the often involving altered or visionary states of
consciousness (Tart, 1969; Cardenza, Lynn, &spiritual or religious traditions of a client as

part of a more general psychotherapeutic pro- Krippner, 2000). There may be aspects of psy-
chopathology in such experiences, as was thecess is in contradistinction to the path of spiri-

tual formation. There, the therapist assumes case in Jung’s own life history (cf. Monte &
Sollod, 2003, chapter 4), but a therapist who isthe role of spiritual director and must, at times,

question or challenge the client’s approach to open to the importance of spiritual experiences
will work with the client to sort out what isspirituality or religion.

The psychotherapist may have a client who most relevant and meaningful from the patho-
logical. The therapist should be accepting andis actively engaged on a spiritual path. One ex-

ample is of a male graduate student in political open regarding communications about such
experiences and develop frameworks outside ofscience who had embarked on a serious com-

mitment to Buddhist spiritual development the usual categories of pathology to understand
them. Familiarity with transpersonal psychol-and also sought psychotherapy to resolve prob-

lems having to do with his ability to relate to ogy (Tart, 1975, 1992) is very helpful in such
work.others. His Buddhistic meditations and other

practices did not enhance his interpersonal re- In one case, a middle-aged executive re-
ported that he had experienced ecstatic states.latedness. At the same time, he indicated to his

therapist that he wanted any psychotherapy to He expressed concerns about becoming insane
or possessed, as he felt disconnected from hisbe respectful and supportive of his spiritual life.

He did not want psychotherapy to undermine body during such experiences. In addition, he
reported becoming clairvoyant and was partlyhis commitment to spiritual development but

to help him develop insights in an area that frightened and partly intrigued by the possibil-
ity of psychic abilities. I used supportive accep-was not a focus of his developing spirituality.

The therapist reassured him that, even though tance and education about altered states of
consciousness. Therapy provided a decenteringshe was not familiar with the concepts or meth-

ods of the Buddhism, that she was sympathetic approach (Sollod & Wachtel, 1980) that pro-
vided a rich context and a variety of differentto his spiritual quest and that she hoped he

would explain areas that she might not under- viewpoints from which the client could under-
stand his experiences. The therapist addressedstand. The client was relieved, as his previous

therapist had viewed his participation in Bud- the client’s sense of isolation and fear by de-
scribing experiences that people reported indhist meditation as little more than escapism.
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altered states. Mystical states and psychotic ex- healing traditions, such techniques are thought
to potentiate specific contents of thoughts andperiences were compared and contrasted. The

client was given a homework assignment of bib- feelings. Meditation, for example, has been
found to result in greater relaxation, disidenti-liotherapy involving reading descriptions of

mystical states. The client was encouraged to fication, alertness, awareness, empathy, sensi-
tivity, and openness to change (Carrington,maintain his hold on the more practical and

concrete aspects of his life. During therapy, the 1977; LeShan, 1974; Shafii, 1985). Prayer also
may be part of spiritually oriented psychother-client moved from a fearful stance to a more

confident exploration of new dimensions of ex- apy. The therapist may pray for and/or with the
client as do a small minority of therapists (Sha-perience. He continued to function effectively

in his professional life. He became more com- franske & Malony, 1990). Richards and Bergin
(1996, p. 204) have cautioned, however, aboutmitted to his religious tradition and began to par-

ticipate in a study group to explore spiritual life. the confounding effects on the therapeutic re-
lationship of a therapist praying with a client.
Integrating spiritual techniques into psycho-

Use of Spiritual Techniques therapy does not invalidate other psychothera-
and Approaches for peutic methods or the importance of addi-
Remedying Disorders tional types of insights. In this regard, there has

been a history of techniques “crossing-over”A third integrative path is when techniques ex-
plicitly derived from spiritual traditions are from being part of spiritual traditions to be-

coming a psychotherapy method.used in the treatment of behavioral disorders.
The goal in such instances is not spiritual for- Linehan’s dialectical behavior therapy (DBT)

involves the use of an array of techniques, mostmation per se, but rather the remediation of
disorders or facilitation of psychotherapy. The of them behavioral in origin, in the treatment

of borderline personality disorder (Koerner &techniques used may or may not have been
empirically derived, and they may or may not Linehan, 1992). Among the techniques “im-

ported” into this ostensibly behavioral approachcontain accepted psychological principles.
Techniques derived from spiritual tradition is mediation training, derived from Eastern

practices. Meditation is one of the “core skills”but used to facilitate psychotherapeutic goals
may have been fundamentally altered in pur- taught to clients in DBT, and it is used to help

them regulate their degree of emotional arousal.pose and context. Meditation, for example, in
a spiritual tradition, may enable a person to ex- In this approach, meditation enables clients to

observe, describe, and participate. These termsperience attunement or atonement with higher
levels of being. In psychotherapy, meditation indicate mindful awareness of the flow of events,

emotions, and other responses without auto-might be a means of developing mental clarity,
impulse control, or relaxation. matically reacting in habitual patterns (p. 448).

Psychotherapy may involve the use of medi-Importing a method from one approach to
facilitate the goals of another therapeutic ap- tation training for clients with a tendency to-

ward impulsive behavior. Meditation, consist-proach has been described by Messer (1986,
1992) as assimilative integration. In such a pro- ing of a focus on an image or sound (mantra),

first beginning in periods of a few minutes andcess of assimilative integration, it is essential to
consider the values and the context of the re- then, gradually, being increased to longer peri-

ods, served for this client as a type of “time-spective approaches. Context can alter the sig-
nificance and effectiveness of any therapeutic out.” By developing skill in meditating, the cli-

ent was able to develop some degree of controlmethod imported from another approach.
What are examples of techniques drawn over the automatic sequence of thoughts, feel-

ings, and impulsive actions that had previouslyfrom spiritual traditions and integrated with
psychotherapy? Affirmations, prayer, medita- characterized his behavior when upset.

A controversial technique that is currentlytion, and visualization techniques have been
applied in psychotherapy (Sollod, 1993). In being incorporated into psychotherapy by
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some practitioners is that of “energy transfer” been extended from substance abuse to such
disorders as gambling and compulsive sexualor hands-on healing. The technique of touch

or near-touch is assumed to pass healing en- behavior.
Carl Jung noted that spontaneous cures ofergy from the healer to the healee (Brennan,

1987). This hands-on approach may be used to alcoholism occurred because of spiritual con-
versions in some of his clients. Jung (1961/help a client relax, to feel more energized, or

to resolve specific problems with a somatic rep- 1987, p. 21), in correspondence with one of
the eventual founders of AA, noted that the al-resentation. Empirical research has document-

ed the impact of therapeutic touch and related coholics desire for intoxication is related to
approaches (Grad, 1965; Krieger, 1975; Kripp-

. . . the spiritual thirst of our being for wholenessner, 1980; Wirth, 1989). Therapists trained in

. . . You see, “alcohol” in Latin is spiritus, andtherapeutic touch, reiki, and related healing
you use the same word for the highest religiousmodalities can integrate them with a variety of experience as well as for the most depraving poi-

verbal psychotherapies. (Kepner, 1987). son. The helpful formula therefore is: is spiritus
Spiritual methods need to pass through the contra spiritum.

sieve of psychological techniques, ideally those
that have passed some degree of empirical vali- One can view the 12 steps of AA as a

method of intentionally inducing a genuinedation. “Hands-on” healing as a part of psycho-
therapy is an example of a method in transition spiritual transformation—as opposed to await-

ing a spontaneous conversion. But such a spiri-from healing/spiritual traditions to psychother-
apy. Hands-on healing has not yet “crossed tual transformation is also connected with the

process of living in accordance with spiritualover” to a legitimate psychological technique.
In order for such a transition to occur, theorists principles, without resort to an addictive sub-

stance.and researchers would have first to establish
that psychological principles are involved, and The role of the psychotherapist vis-à-vis 12-

step programs is usually to recommend suchthen demonstrate the empirical effectiveness of
hands-on healing in controlled research. programs and to provide support and adjunc-

tive psychological work. There is often synergy
between the 12-step programs and psychother-

Support of Spiritual Formation as apeutic practice (Sollod, 1994). Psychotherapy
Treatment for Behavioral Disorders is not properly focused on spiritual transforma-

tion per se, but supports the client in his orThe support or facilitation of spiritual develop-
ment or spiritual formation as treatment for be- her process of spiritual formation and recovery

from the addictive pattern of behavior. Thehavioral disorders is another integrative path.
The therapist supports the process of spiritual psychotherapist should be familiar with 12-step

programs and supportive toward the client’s ef-formation and works to facilitate recovery. In
this approach, the client’s process of spiritual forts to reorient his or her life in a spiritual

direction. The 12-step program’s emphases ondevelopment does not primarily depend upon
psychotherapy. prayer, meditation, surrender to a “Higher

Power,” mystical renewal, service to others,The clearest examples of this approach are
Alcoholics Anonymous (AA) and the various repentance, and making amends (Tonigan,

Toscova, & Connors, 1999) differ considerably12-step programs, which, in conjunction with
psychotherapy, have been used in the treat- from the rational, agentic individualism stressed

in many contemporary psychotherapies, so itment of numerous disorders, most notably
types of substance abuse. There are more than may require some significant accommodation

to the 12-step value system on the part of psy-80 12-step programs and 125,000 chapters,
with millions of Americans involved in these chotherapists to work supportively with clients

in 12-step programs.groups, including those designed to help the
families of those with substance abuse disor- Psychotherapy may complement treatment

of a client in a 12-step program in a variety ofders (Hopson, 1996). The 12-step model has
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different ways. Psychotherapy is, by its nature, Another reservation concerning spiritual
formation within psychotherapy is the generic,less programmatic than 12-step programs, and

thus can lead to greater awareness of individual “plain-paper wrapping” of such approaches.
The approaches of Miller and Richards andpatterns of experiencing and relatedness. As an

example, a psychologist I know, whose psychol- Bergin are both nondenominational. Miller’s
approach to spiritual formation is not mono-ogy license was suspended for presumed un-

professional behavior while intoxicated, was re- theistic; Richards and Bergin’s is monotheistic
but not clearly Christian. In neither approachquired to take part in AA and have regular

urine tests. In addition, he participated in is there a legacy of spiritual masters, role mod-
els, Saints, and wise people. The approachesgroup psychotherapy. He informed me that he

found both approaches helpful for his recovery. are denuded of rituals that might be termed
“religious” such as those that appear on the cal-The 12-step program focused on his develop-

ment of a new pattern of living without addic- endar of various churches.
I experienced the limitations of a generictive behavior, whereas psychotherapy focused

much more on his exploration of the dynamics approach to spirituality in my own work. I led
a small pro bono group devoted to spiritual de-between him, his wife, and other family mem-

bers. He indicated that his abstinence resulted velopment for about 7 months. We focused on
the development of meditation skills, the use ofin many emotions surfacing that otherwise

might have been suppressed or avoided through affirmations, reading inspirational books, and
developing a more spiritual outlook on life. Atintoxication.
the end of this period, most of the participants
indicated that they wanted to pursue a deeper

Spiritual Formation as a Goal level of spiritual experience by working within
of Psychotherapy a variety of spritual traditions. Our group

served to provide “training wheels” for the de-A fifth path is one in which the focus is the
spiritual development of the client. This path velopment of spirituality, but what I could pro-

vide or stimulate did not feed the deep spiritualis properly termed spiritual formation. Spiritual
formation may be undertaken individually or hunger of many of the group members. One of

them started to participate in Greek Orthodoxas part of a group endeavor. It may or may not
involve a more or less psychotherapeutic form, rituals; another began to make a commitment

to Tibetan Buddhism. Other groups membersbut as often assumes an educational or instruc-
tional format. Miller (2003) has presented in- began the serious exploration of other ap-

proaches to spirituality.stances in which the major goals of psychother-
apy were to help the client develop a spiritual
identity and to engage in spiritual practices.

The Psychotherapist’s Own UseThe development of such an identity and the
of Spiritual Approachesdevelopment of such practices are significant

parts of the overall process of spiritual forma- A sixth integrative path is one in which the
therapist himself or herself integrates conceptstion.

The distinction between a spiritual director and methods derived from spiritual traditions
into the therapy process: Some of these mightand psychotherapist was made earlier in this

chapter. They are distinguished by differences have been legitimized as psychological pro-
cesses and others simply taken more or lessin backgrounds, training, relation to the nov-

ice/client, value system, and conception of whole from spiritual traditions.
An example involves a therapist’s attempt,therapeutic process. Because of such consider-

ations, I believe the process of spiritual forma- within a client-centered approach, to develop
“unconditional positive regard.” He was also ation guided or facilitated by a psychotherapist

within a psychological framework is necessarily practicing Christian and indicated that he
found that the best way for him to develop un-an attenuated and truncated approach to spiri-

tuality. conditional positive regard was to see the client
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as Christ-like. Even though he was practicing proaches is warranted. Being knowledgeable
about religious and spiritual aspects of clients’a conventional psychotherapy, he was doing so

by using an inner attitude derived from a spiri- lives is both appropriate and beneficial for the
psychotherapy endeavor. The path of workingtual tradition. This type of application of one’s

spirituality to enhance therapeutic effective- in conjunction with a program of spiritual
transformation or spiritual formation in orderness would appear to be a promising path for

empirical research. to remedy a disorder also appears valid. In ad-
dition, borrowing techniques from spiritual tra-A therapist from a Buddhistic background

used meditative techniques, with which he was ditions and bringing them into the psychother-
apeutic process may be useful, even thoughalready familiar as a spiritual discipline, to pro-

mote an alert, nonjudgmental therapeutic the spirituality of such methods can be vitiated
by new contexts and purposes.awareness to his clients. He found that his

training in Buddhist meditation, “mindful- Spiritual formation or transformation, in my
view, is not an appropriate primary focus forness,” facilitated his ability to be an effective

psychotherapeutic listener. psychotherapy. The goals and methods of spiri-
tual formation are not necessarily congruentThis sixth path is one in which the therapist

accesses his or her own spirituality as a re- with those of psychotherapy, the ideological
context differs considerably, the methods usedsource in facilitating the therapeutic process

and reaching treatment goals. The client, in are different, and the psychotherapist, by virtue
of training and experience, is usually not in asuch instances, is not necessarily aware of the

inner or spiritual life of the therapist. They are position to take the responsibility of spiritual
direction. A psychotherapist may encourage anot the focus of therapeutic activities, even

though they may contribute to the therapist client to embark on spiritual development, but
I am skeptical about the ethics and results of amaintaining a helpful therapeutic relationship.

The therapist in such an approach is ideally major focus on spiritual development in psy-
chotherapy.able to move into altered, often transcendent,

states of consciousness that may benefit the I am more sympathetic toward the sixth
path to of integration, that is, taking methodstherapeutic process. Such states may be similar

though deeper than the empathic almost medi- from spiritual approaches and using them to
enhance one’s effectiveness as a therapist. Ac-tative awareness of the therapist in various psy-

chotherapies. Other states of receptivity, aware- cess to transcendent states of conscious can re-
sult in transformed attitudes toward clients,ness, and nonordinary consciousness also may

be accessed. Such states may involve a deep which can be therapeutically beneficial. In ad-
dition, the use of methods to transform one’sfeeling of unselfish love, enhanced sensitivity

to the other, contact with inner resources of own inner experience as a therapist does not
involve the same ethical and practical issuescompassion, and perception of the client as

whole or potentially whole. Within Western that would be involved in trying to induce cli-
ents to change in the direction of more spiri-monotheistic healing traditions, and in a psy-

chotherapy incorporating these concepts, the tual living.
therapist believes that the client is a loved and
valued being—made in the image of God.
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Integrating Pharmacotherapy
and Psychotherapy

BERNARD D. BEITMAN AND RADU V. SAVEANU

The mind–brain dichotomy is slowly disap- HISTORICAL OVERVIEW
OF COMBINED TREATMENTpearing and giving way to the beginnings of

integration. Effective treatment of mental ill-
ness in the twenty-first century requires a para- The development of psychoanalysis in the late

nineteenth century introduced a major alter-digm change in the traditional “mind–brain”
thinking. We know now that psychotherapy in- native treatment for mental disorders. Prior to

that time, clinicians’ efforts to alleviate mentalfluences the function of the brain and that
pharmacotherapy influences the workings of illness were based on the prevailing under-

standing that psychopathology reflected a dis-the mind. It is time to recognize the reciprocal
relationship between mind and brain and to ease state of the “organ of the mind”—the

brain (Bodemer, 1984). Interventions were so-put to rest the conceptual mind–brain barrier
(Feldman & Feldman, 1997). matic or biological, albeit primitive and often

pharmacologically inert if not irrational. Treat-In this chapter, we address several interre-
lated clinical and research issues involved in ments aimed at psychosocial influences were

not developed by medical practitioners.the dissolution of this long-standing dichotomy.
Specifically, we consider the historical back- Although Freud (1964) himself forecast the

development of specific and effective pharma-ground of combined treatments, the placebo
response, research in combined treatments, cotherapies, psychiatry was dominated by the

study of psychosocial determinants of humanclinical interactions between medications and
psychotherapy, and the psychotherapist–phar- mental functioning through the 1950s. Mental

disorders were seen as “disorders of the mind,”macotherapist collaboration (more detailed ac-
counts of these topics can be found in Beit- and psychotherapy was the potent modality in

the treatment of neurotic disorders. In the 1960s,man, Blinder, Thase, Riba, & Safer, 2003).

417
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the efficacy of drugs discovered a decade ear- Perry, 1984). Similarly, the well-established in-
dications for, and responses to, medicationslier became evident, and the concept of mental

disorders as “disorders of the brain” again be- measurable beyond placebo responses have
made either–or arguments about the variouscame more tenable. The dominant concern of

the literature during this time was the treat- treatment modalities untenable. In fact, retro-
spective analyses and literature reviews (Lubor-ment of schizophrenia. In the 1970s, the lit-

erature focused on the treatment of affective sky, Singer, & Luborsky, 1975; Uhlenhuth,
Lipman, & Covi, 1969; GAP, 1975), whichdisorders and lent themselves most easily to

combinations of psychotherapy and pharmaco- were statistically analyzed in the meta-analysis
of Smith, Glass and Miller in 1980, have com-therapy (Karasu, 1982). Many new psychother-

apies were developed (e.g., cognitive-behavioral, pared combination treatment, psychotherapy
alone, and medication alone. The consensualinterpersonal, family, brief) and, in conjunc-

tion with efficacious medications available for interpretation of this research is that combined
treatments have additive and, in some instances,anxiety, mood, and psychotic disorders, active

discussion of the merits, indications, and con- synergistic effects. At the very best, combina-
tion regimens do not diminish the effect of onetraindications of various treatment combina-

tions was pursued. treatment relative to another.
Psychiatrists have often used combinedDiscussions about the combination of psy-

chotherapy and pharmacotherapy in mental treatments (Beitman & Maxim, 1984) but con-
tinue to struggle with the paucity of clearhealth practice today are significantly different

from such discussions 20 years ago. The recog- guidelines for the conjoint use of medication
and psychotherapy. In part, this stems from thenition of the efficacy of combined treatment

has been facilitated by a number of changes. fact that designing research to study the rele-
vant variables in combined regimens of psy-At the theoretical level, the doctrine of deter-

minism or linear causality has been altered by chotherapy and pharmacotherapy is such a
daunting task (Elkin, Pilkonis, Docherty, &the development of systems theory (von Ber-

tanlaffy, 1964; Schwartz, 1982). The mind– Sotsky, 1988a, 1988b). The list of factors to be
taken into account is lengthy and could in-brain dichotomy of human functioning has

been substantially modified by an understand- clude diagnosis, severity, chronicity, treatment
setting, goals, stage, and type of psychotherapy.ing of the truly multidimensional nature of

mental life reflected in the biopsychosocial Furthermore, research would need to control
such variables as the different “active ingredi-model. The multiaxial diagnostic system of the

Diagnostic and Statistical Manual of Mental ents” for each modality, different mechanisms
of delivery, time course of response, outcomeDisorders IV (DSM IV; American Psychiatric

Association, 2000) is a tangible record of inter- criteria, therapist attitude, and patient expecta-
tion.dependent, hierarchical clinical views or per-

spectives on any given patient. A simpler but no less important consider-
ation has been that clinicians have struggledThe recently developed capabilities in neu-

ropsychiatric research have further blurred with “conflicting” modes of interaction with
patients when prescribing medication versusboundaries between the heuristic but artificial

“organic” and “functional” distinctions. The Axis conducting psychotherapy. This had been char-
acterized by Docherty and colleagues (1977) asI symptom, or “state” disorders, are not distinct

from Axis II, or “trait” disorders. For example, the problem of “bimodal relatedness” and by
Gutheil (1982) as the clinician’s “mind-brainschizotypal personality disorder may be a phe-

notypic variant of a schizophrenic genotype. barrier.” Attention to, and awareness of, one’s
shift in style from a more receptive, open-Clinical experience and empirical research

have demonstrated the efficacy of many forms ended or tolerant manner to a more authoritar-
ian or directive one tends to protect the thera-of psychotherapy—psychodynamic, behavioral,

cognitive, interpersonal, couples/family, group, peutic relationship and outcome. Ideally, clini-
cians may bring these two forms of relatednessand brief, among others (Frances, Clarkin, &
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together by considering that pharmacotherapy following observations are based on our experi-
ences.may be a psychotherapeutic intervention (Beit-

man, 1981). Prescription itself is a dynamic Despite the seeming scientific objectivity of
research reports on drug trials, investigators de-intervention with transference and counter-

transference implications, as is any other inter- velop strong emotional investments in their
subjects. Each subject who “counts” (fits crite-vention in an ongoing treatment relationship.

Consideration of these and related matters is ria and completes minimal treatment require-
ments) means one more step toward the finala critical requirement for successful treatment

integration. goal. To “count” means not only that the sub-
ject is willing to take the medication but is alsoThe past three to four decades have seen

substantial development of psychotropic agents willing to do so for several weeks. Furthermore,
candidates are recruited through a painstakingto treat an array of psychiatric symptoms and

disorders. As understanding of these psycho- screening process that may require multiple
contacts before an eligible person is found. Un-pharmacological mechanisms of action has in-

creased, these medications have been prescribed fortunately, eligibility does not necessarily re-
sult in participation, and willingness to beginin a more sophisticated and specific manner.

Similarly, the proliferation of psychotherapeu- participation does not necessarily mean will-
ingness to complete protocol. Therefore, thetic techniques has provided potentially selec-

tive applicability to different clinical problems. research team pays close attention to the needs
of each person in the trial, especially at theThe additive advantages of combinations of

these major treatment modalities are still not beginning.
In essence, the researchers make every ef-well recognized. Rational guidelines for inte-

grated therapy will continue to be developed fort to engage eligible subjects in the research
scheme. Engagement is the first stage of psy-for individual diagnostic groups as the treat-

ments themselves become more finely tuned. chotherapy (Beitman, 1987). The team often
uses common engagement techniques such as
empathic reception, demonstration of special-
ized knowledge (diagnosis and prognosis), andTHE PLACEBO RESPONSE
the offer of something that works (the pill). In
addition, potential subjects are usually gra-A vast literature in single and combined treat-

ments is developing. This section begins with ciously received and encouraged to believe
that they may not only be helping themselvesa review of one of the least discussed aspects of

these trials—the placebo response—a reaction but also others.
Standard medication protocols prohibit thethat may be due in large part to factors com-

mon to psychotherapy. staff from doing “psychotherapy.” But often pro-
viding generic psychotherapy is exactly whatThe inert look-alike placebo capsule has

been a standard part of controlled medication they do! The protocol provides subjects/patients
with a rationale for understanding their diffi-trials for many years. Its remarkable effective-

ness, however, tends to be ignored except culties (a psychiatric diagnosis) and a ritual
(the treatment protocol). The research is car-when the data suggest that the active substance

was not more effective. In studies of chronic ried out in a healing setting, generally a hos-
pital clinic where medical studies includingpain, the placebo response rates tend to be ap-

proximately 50% of the active drug (Evans, blood and urine analysis and electrocardio-
grams may be performed. Patients usually form1985). Similar rates seem to hold for studies of

panic disorder and major depression. How are strong relationships with one or more clini-
cians. Others become strongly committed tothese findings to be explained?

To participate as a researcher in drug trials the project itself. These four qualities of drug
trials—rationale, ritual, healing setting, and re-is to gain some understanding of the mecha-

nisms by which patients apparently receiving lationship—are the shared features of most psy-
chotherapies (Frank, 1976).no treatment are, in fact, being treated. The
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Many of the therapeutic functions common Generally, drug trials, like generic psycho-
therapy, heighten patients’ sense of masteryto most psychotherapies as described by Frank

(1976) are also present in these research pro- through these therapeutic functions and the as-
sociated success experiences. Patients learn tograms. In the following paragraphs, these func-

tions are italicized. The researchers instill hope name their nemesis and become less afraid of
it through cognitive learning and behavior ex-through their own beliefs in the treatment it-

self, because most researchers are also clini- perimentation. In these ways, then, psycho-
pharmacological trials may inadvertently becians who have seen similar medications work

effectively in patients with the same presenting using common factors in psychotherapy to en-
courage change.symptoms. Hope also encourages subjects to

return. Through the instillation of hope, spe- If this conclusion is valid, then the use of
active medication in drug trials represents ancialized knowledge, and warm empathic recep-

tion, the researchers can effectively strengthen integration of pharmacotherapy and psycho-
therapy, as each patient is not only affected bythe therapeutic relationship. Researchers also

provide cognitive learning about the disorder, the active drug but is also influenced by the
contextual common factors. Of further interestusually in terms of a diagnostic label that im-

plies some biological causation. The label itself are the questions raised about the reciprocal
relationship between active drug and commonprovides several other important pieces of in-

formation: It implies that the symptoms are un- psychotherapy factors. If the active drug has a
psychological effect that is sensed by the pa-derstood, experienced by others, and amenable

to professional intervention. Through these ef- tient, does this awareness augment the com-
mon factor effects by instilling yet more hopefects, the label may reduce symptom intensity

by eliminating the need to seek further help, in a positive outcome? If the patient believes
the pill contains the active drug, for example,as symptom intensity is in part driven by the

desire for an acceptable caregiver. Patients ac- does this belief increase the likelihood of deci-
sions leading to positive behavior change? Isquire additional information by keeping diaries

and answering protocol questions, through which placebo psychotherapy plus active drug not
simply additive but synergistic?some are able to establish connections between

their symptoms and events in their lives.
Simply talking about the details of their dif-

ficulties often leads to emotional arousal, which
supplies the motive power for attitude and be- RESEARCH IN COMBINED TREATMENT
havior change. Some patients initiate behavior
change because their repeated visits clarify the A rich literature describing combined pharma-

cotherapy and psychotherapy trials has beendebilitating nature of their difficulties and the
possible solutions. developing rapidly. In this section, the clinical

implications of combined treatment in theOther patients are not “fooled” by the pla-
cebo. They know that the pill they are taking treatment of several disorders are summarized.

Much of the information in this section alsois inactive because they are not responding,
and yet they decide anyway to make key appears in Integrating Pharmacotherapy and

Psychotherapy (Beitman et al., 2003).changes in their lives. The repeated pill-taking
and weekly visits are constant reminders that Compared to their respective monothera-

pies, combined treatments do not uniformlythat change is necessary. Patients may find new
jobs, alter their marriage patterns, or in other produce additive benefits. Because combined

treatment is likely to be more costly than mon-ways decide to act in their own best interests.
Although they are called “placebo responders,” otherapy, before combined treatment is initi-

ated, clear evidence of potential benefit mustthey have stopped waiting for someone or
something to take care of their problems and exist. Practitioners must research and define

which subsets of patients are most likely to re-have taken charge themselves.
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spond to monotherapy and which are most Several studies evaluated the efficacy of com-
bining either IPT or CBT to pharmacotherapylikely to respond to combined therapy.
in the continuation and maintenance phases
of depression. Reynolds and colleagues (1999)

Depression studied nearly 200 depressed patients in a
double-blind, placebo-controlled, maintenanceThe treatment of depression has been the most

studied of all the diagnostic entities (Manning phase study comparing nortriptyline, interper-
sonal psychotherapy, and combination treat-& Frances, 1990). The many forms of psycho-

therapy used in these studies have included ment. Combined treatment was superior to ei-
ther monotherapy alone.cognitive, interpersonal, psychodynamic, mari-

tal, and behavioral. Two of these psychothera- Garvey, Hollon, and DeRubeis (1985) found,
in their studies involving cognitive therapy,pies, interpersonal psychotherapy (IPT) and

cognitive-behavioral therapy (CBT), have been that more severely depressed patients respond-
ed better to combined therapy than to drugsfound to be the most efficacious among that

group and to compare well against medications. alone. Mild to moderately depressed patients
did well in all therapy conditions. A family his-Most of the early studies suggested that

combined treatment, using interpersonal or tory of depression suggested better treatment
outcome for combined therapy than with cog-cognitive behavioral therapies and medication,

was not more effective than either treatment nitive therapy alone. Others have suggested
that combined treatment may have reducedalone. However, these studies had small sam-

ple sizes and lacked the statistical power to de- symptoms more quickly than either treatment
alone (Manning & Frances, 1990). There istect moderate additive effects (Thase, 2003). A

number of more recent studies have shown some suggestion of differential effects; namely,
medications help more with symptomaticthat combination treatment (using CBT or IPT

and medication) may be more effective than symptoms, whereas psychotherapy helps in im-
proving social adjustment and cognitions (formonotherapy alone. In a recent placebo-

controlled multicenter trial of more than 650 further discussion see Rush & Hollon, 1991;
Manning & Frances, 1990).patients with depression, Keller and colleagues

(2000) compared a form of cognitive behav- In conclusion, there is evidence that CBT
and IPT are equally effective alternatives to an-ioral therapy and an antidepressant Nefazo-

done (Serzone). Both monotherapies were sim- tidepressants in the treatment of mild to mod-
erate depression. For severely depressed indi-ilarly effective, but the combination showed

additive effects in terms of improved response viduals, the combination is associated with a
better outcome than any monotherapy. Thereand remission rates.

Studies have indicated that combined treat- is some evidence that patients who show partial
response to either psychotherapy or pharmaco-ment may be more effective than monotherapy

in preventing relapse and achieving remission. therapy alone may find the addition of the
other monotherapy beneficial.An analysis by Thase and colleagues (1997)

showed that a combination IPT and pharmaco-
therapy achieved a better remission rate than

Panic Disordereither monotherapy alone. The combined treat-
ment was superior to both monotherapies espe- Most antidepressants, a number of benzodiaze-

pines, and cognitive-behavioral therapy havecially in patients with severe recurrent depres-
sion. A study by Jarrett and colleagues (2001) been shown to be effective in the treatment of

this disorder. All three treatments appear to befound that patients suffering from depression
who responded to acute cognitive treatment equally effective in the acute phase. Cognitive-

behavioral therapy may be better long term:had lower rates of relapse if they continued
with that treatment compared to patients who some studies have shown that up to 81% of

patients who received CBT remained panic-discontinued it after the acute response.
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free for 1 to 2 years after treatment. This is in symptomatic and therefore in need of adjunctive
psychotherapy to help them enhance their qual-contrast to patients who were successfully

treated with pharmacotherapy: 54% to 70% of ity of life and improve functioning.
these patients relapsed after discontinuation of
medications (Rayburn & Otto, 2003).

Obsessive-Compulsive DisorderIn terms of combination treatment, studies
have been somewhat confusing and disappoint- In the treatment of obsessive-compulsive disor-

der (OCD), specific behavioral approachesing. A large study (Barlow, Gorman, Shear, &
Woods, 2000) examined the outcome of 312 and selected antidepressants with strong sero-

tonergic activity have been established as effec-outpatients with panic disorder. Five treatment
conditions were compared: CBT, imipramine, tive treatments. Behavioral treatment is based

on exposure to a feared element (e.g., dirt) andplacebo, CBT plus imipramine, and CBT plus
placebo. This study found that CBT alone and response prevention (e.g., cessation of excessive

hand-washing). Although patients with OCD of-imipramine alone were superior to placebo alone.
The combination of CBT and imipramine was ten appear ripe for psychoanalytic interpreta-

tions (e.g., sexual and aggressive impulses drivemore effective than monotherapy alone but did
not outperform CBT plus placebo. In addition, the washing behavior), there is no evidence

that this approach does more than simply makewhen patients were reassessed at the end of the
continuation phase (after imipramine was dis- patients accepting of medications and break

the monotony of behavior therapy.continued), CBT alone and CBT plus placebo
both showed an advantage over combined treat- Treatment response may depend, to some

extent, on the predominance of obsessions ver-ment. The authors suggested that the addition
of imipramine may have reduced the long- sus compulsions. Patients with obsessive thoughts

and without compulsions seem to respond bet-term gains of CBT.
Other studies examining combined cogni- ter to medications, particularly monoamine ox-

idase inhibitors (Jenike, 1991). Although be-tive behavioral treatment and benzodiazepine
treatment against monotherapy did not show havior therapy has little to offer such patients,

those with rituals appear to respond to eitherany significant additive effect (Spiegel & Bruce,
1997). There is good evidence that combined approach (see Jenike, 1991).

A number of studies examining the effec-treatment with cognitive behavioral therapy is
effective in reducing relapse and facilitating tiveness of pharmacotherapy (SSRIs or clomip-

ramine) and behavioral therapy have shown asuccessful discontinuation of benzodiazepines
(Otto et al., 1993; Spiegel, Bruce, Gregg, & response rate in OCD of less than 60%. Many

patients on antidepressants have trouble toler-Nazzuarello, 1994) and selective serotonin
reuptake inhibitors (SSRls) (Whittal, Otto, & ating the high doses that are normally neces-

sary to treat this disorder (Griest, Jefferson, Ko-Hong, 2001).
At this time, there are no good data to help bak, Katzelnick, & Serlin, 1995). Several studies

of outpatients with OCD have shown that pa-us determine what patients would best benefit
from a particular form of treatment (Rayburn tients seem to do better when treated with a

combination of medication and cognitive be-& Otto, 2003). A number of predictors of poor
outcome have been identified, such as greater havioral treatment—as opposed to either treat-

ment alone (Thase, 2003). There are severalbaseline symptomatology, personality disorder,
depression, but these predictors appear to nega- large studies currently underway that will afford

a better picture of the additive value of com-tively affect CBT and pharmacotherapy to an
equal degree. Patients who have poor medica- bined treatment as opposed to monotherapy.
tion tolerance or who are unwilling to accept
medication perhaps because of a strong desire

Borderline Personality Disorderfor control are clearly candidates for psychother-
apy. A significant number of patients, despite Of the diagnostic categories in this section,

borderline personality is the most conceptuallyadequate pharmacologic interventions, remain
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diffuse. Two general approaches to classifica- provement or remission. Finally, medications
have little discernable impact on chronic mal-tion have been used. The psychodynamic ap-

proach emphasizes hypothetical intrapsychic adaptive character patterns.
No single pharmacotherapeutic agent hasstructures: “splitting” and the “grandiose versus

depreciated self” refer to the tendency of such been established as the treatment of choice,
but several agents have been found to be effec-patients to divide themselves and the world

into black-and-white categories and to vacillate tive for specific borderline symptoms. It appears
that low-dose neuroleptics reduce impulsivebetween these states, in their views of both oth-

ers and themselves. The second approach em- behavior, anger, anxiety, and some symptoms
of depression. A monoamine oxidase inhibitor,phasizes what can be observed, including im-

pulsive, often self-destructive behavior; intense tranylcypromine (Parnate), and an anticonvul-
sant, carbamazepine (Tegretol), were more ef-shifting affective states; and intact reality test-

ing in structured situations, with “slippage” in fective than placebo at reducing impulsivity
and anger in one study (Cowdry & Gardner,unstructured situations. Unstable and manipu-

lative interpersonal relationships associated with 1988). Studies have shown the low effective-
ness of tricyclic antidepressants and have sug-an inability to tolerate aloneness and superfi-

cial social relationships are also seen in this dis- gested that they may have a detrimental effect
in some patients. Selective serotonin reuptakeorder. Although the DSM-IV criteria did not

include vulnerability to transient psychotic epi- inhibitors appear to reduce anger/impulsivity,
depression, and anxiety. In addition, they aresodes, this characteristic helped to form the la-

bel “borderline,” as this label was applied to relatively safe in overdose. One of the most
vexing problems facing researchers is the obvi-patients considered to be on the “borderline”

between neurotic and psychotic. ous differential responsiveness of patients fit-
ting the borderline criteria, suggesting severalTreatment of borderline patients with medi-

cation, psychotherapy, or both is problematic. subcategories that will need to be elucidated.
Borderline patients present with a spectrumResearch in integrative cognitive-behavioral

therapy is described elsewhere in this volume of symptoms that may be differentially respon-
sive to medications. At least five types of bor-by Heard and Linehan. Ongoing psychody-

namic research has been and is currently being derline patients may present for treatment. On
the basis of clinical observations and with someconducted by a number of well-known experts

in the field (Koenisberg, Kernberg, Stone, Ap- research, these five types, in order of decreas-
ing responsiveness to medications, are affective,plebaum, Yeomans, & Diamond, 2000). A sur-

vey of experienced psychodynamic psychother- impulsive, aggressive, dependent, and empty.
Psychotherapy appears to be generally usefulapists found that the average borderline patient

was seen three times a week for 41⁄2 years, and for each type (Oldhan, 2001).
Medications, like most other major thera-the outcome was better the longer the patient

stayed in therapy. During the first 6 months of peutic interventions, have great meaning and
may complicate the treatment of borderline pa-psychotherapy, however, discontinuation rates

between 23% and 66% have been reported. tients. Effective pharmacotherapy requires an
alliance that fosters accurate reporting of symp-Conclusions from drug studies are limited

for many reasons. First, there are very few con- toms and side effects. Unfortunately, border-
line patients are likely to provide distorted re-trolled studies, and each has a relatively small

number of patients. Second, these patients ports of medication effect because of their
propensity to induce certain feeling states inhave a significantly high placebo response rate.

Third, patients also manifest a high dropout their psychotherapists. When idealizing a ther-
apist, for example, borderline patients mayrate (14% to 57% in various studies over a 6-

to 12-week time period). Fourth, medication erroneously take personal responsibility for
medication side effects, so as to maintain theeffects are generally modest; that is, medica-

tions reduce symptoms from severe to moder- therapist as an ideal protector who would never
make the patient feel uncomfortable. By con-ately severe rather than to levels of marked im-
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trast, in an effort to make the therapist feel The differences will be important to elucidate
(see Uhde & Tancer, 1991).helpless, the patient may attribute a psycholog-

ical or interpersonal dysphoria to the medica-
tion. Other borderline features that complicate

Bulimia Nervosathe use of medication in these patients include
splitting, need to control others, intense trans- More than any other disorder studied, bulimia

nervosa research illustrates the problems ofference and countertransference responses, and
the potential for negative therapeutic reactions generalizing about the efficacy of “psychother-

apy.” First, some evidence suggests that, in the(Koenigsberg et al., 2000) The recent Ameri-
can Psychiatric Association (2002) practice short term, bulimia among women in their

twenties tends toward modest “spontaneous”guideline for the treatment of patients with
borderline personality disorder concludes that improvement. The rates were similar regardless

of whether they had sought professional help.“many patients will benefit most from a com-
bination of psychotherapy and pharmaco- Second, treatment studies of bulimia have em-

ployed the widest range of psychotherapies, in-therapy.”
cluding psychodynamic, psychoeducational,
cognitive behavioral, interpersonal, behavioral,

Social Phobia family, and group, as well as various combina-
tions such as family plus individual psychother-Social phobia has traditionally received less at-

tention from researchers and clinicians than apy (Feldman & Powell, 1992).
Consistent among the studies is the persis-other anxiety disorders, such as panic disorder

or OCD. Many people have been, and are still, tent use and effectiveness of behavioral ap-
proaches that address the presenting behaviorsunaware of the debilitating nature of social

phobia. Like panic patients, social phobics have of binge eating, self-induced vomiting, and lax-
ative abuse. Generally, these methods includeconstricted lives, but these constrictions are not

as apparent as those of agoraphobics. Social keeping detailed food diaries, goal setting,
stimulus control (times and conditions underphobia has received a great deal of attention

during the past decade or so. Studies suggest which they could eat), response delay (delay
between desire to eat and actual eating), andthat phenelzine (Nardil), alprazolam (Xanax),

clonazepam (Klonopin), and a number of response prevention (do something else besides
eating). As with other disorders, severity ofSSRIs as well as the anticonvulsant gabapentin

(neurontin) have been useful in the treatment symptoms and accompanying personality disor-
ders make the prognosis more guarded.of this disorder.

Five meta-analytic investigations have ex- According to several controlled studies, anti-
depressants are useful in the treatment of bu-amined the effectiveness of cognitive behav-

ioral therapy for social phobia. These meta- limia. Many patients are prone to side effects,
increasing the difficulty with compliance. Be-analyses have found that CBT is effective both

in the acute phase but also in follow-up stud- cause of vomiting, some have difficulty achiev-
ing therapeutic levels even when compliant.ies. Medications may work somewhat faster,

but CBT may provide better protection against Blood levels may therefore be useful at times
to insure adequate medication levels. As in therelapse.

There has been little published research on treatment of OCD, antidepressants appear to
have an antibulimic effect in patients with nocombined treatment for social phobia. There

is no clear evidence that combining CBT with clinical depression. Selective serotonin reup-
take inhibitors have gained considerable popu-pharmacotherapy provides any additive effects

to monotherapy alone. Currently, clinicians larity among bulimics because they are effec-
tive in restraining binge eating and purginghave little to guide their practice except to note

that there are strong similarities between the and do not induce carbohydrate craving, as do
the older antidepressants. Clinical experiencepharmacological and psychotherapeutic ap-

proaches to panic disorder and social phobia. suggests that several different medication trials
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may be necessary until an acceptable side ef- tion), marital discord, and low social support
negatively contribute to the outcome of bipolarfect profile is found.

One controlled study (Mitchell et al., 1990) disorder. The goals of adjunctive psychother-
apy interventions in patients with this disorderthat systematically compared imipramine, in-

tensive group CBT treatment, and the combi- include reducing rates of relapse, increasing
adherence to pharmacotherapy, and improvingnation of the two found that the psychosocial

treatment was superior to the imipramine alone. functioning and quality of life.
Thase (2003) reviews the findings of threeAdding the antidepressant to group treatment

did not improve the eating disorder symptoms significant studies of adjunctive psychotherapy
that have been published in the past severalalthough it decreased symptoms of anxiety and

depression more than did the group treatment years. These studies consistently support the
use of psychotherapy with patients who receivealone. Another study (Walsh et al., 1997) com-

pared CBT and psychodynamic supportive pharmacotherapy for bipolar disorder. The first
study (Perry, Tarrier, Morriss, McCarthy, &therapy with either an antidepressant or a pla-

cebo. Overall, CBT was more effective than Limb, 1999) evaluated brief individual psy-
choeducation focusing on information aboutpsychodynamic supportive therapy, and medi-

cation was significantly better than placebo. the disorder as well as identification of signs
and symptoms of relapse. This form of psycho-The combination of CBT and an antidepres-

sant appear to have an additive effect but not educational therapy had a significant impact
on the rate of manic relapse. The second studythe combination of psychodynamic supportive

therapy and medication. (Miklowitz et al., 2000) evaluated a form of
family-focused therapy. Family-focused ther-These findings are consistent with other

studies suggesting that CBT is superior to phar- apy was found to benefit patients in terms of
fewer depressive relapses and lower levels ofmacotherapy, and that combination treatment

may be better than either monotherapy alone. depressive symptoms. Of note is that these ef-
fects were more pronounced among patientsIn deciding whether to choose medications,

psychotherapy, or both, clinicians must again who remained symptomatic following their in-
dex episode.take into consideration the patient’s presentation

and preference. Any choice, however, should be The third study examined a form of inter-
personal therapy, which included lifestyle man-accompanied by educational, nutritional, and

behavioral elements (see Yager, 1991). agement strategies (Interpersonal social rhythms
therapy, or IPSRT). In this study (Frank, Swartz,
& Kupfer, 2000), it was found that IPSRT did

Bipolar Disorder enhance the patient’s lifestyle regularity but
did not improve acute phase treatment out-Pharmacotherapy has always been considered

the mainstay of treatment for patients with bi- comes or speed time to remission. In summary,
Thase (2003) commented on the fact that fam-polar disorder. Many studies have shown the

effectiveness of a variety of pharmacological ily and interpersonal treatments seemed to pro-
tect against depression, and psychoeducationagents, but virtually no study has shown the

effectiveness of psychotherapy alone in this dis- and relapse prevention training appeared to re-
duce the risk of manic relapse.order. A few studies of combined treatment for

bipolar disorder have been conducted in the A number of studies have examined the role
of individual or group cognitive behavioralpast decade, and several are currently ongoing.

Patients with bipolar disorder have significant therapy as an adjunctive treatment for bipolar
disorder. These studies have found that CBTrates of morbidity and mortality. Effective phar-

macotherapy usually leaves patients with a has significant antidepressant effects (Zaretsky,
Segal, & Gemar, 1999) and lower relapse riskgreat deal of psychosocial and professional im-

pairment. In addition, a number of studies (Fava, Bartolucci, Rafanelli, & Mangelli, 2001).
The American Psychiatric Association practicehave shown that stressful life events, high levels

of family control and criticism (expressed emo- guideline for the treatment of patients with bipo-
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lar disorder also recommends a combined treat- to try them can nonetheless provide scaffolding
for engagement. Effective or not, medicationment, especially in the maintenance phase.
side-effects can become the focus of patient
anger, leading to blaming the therapist for at-
tempts to control or harm the patient.THE RECIPROCAL RELATIONSHIP

BETWEEN PHARMACOTHERAPY Similarly, pills may serve as engagement
transference and countertransference vehicles.AND PSYCHOTHERAPY
For example, an effective medication may lead
a patient to idealize everything the therapistThat interacting entities mutually affect each

other is increasingly part of psychotherapeutic does. On the other hand, a medical psycho-
therapist who does not want to see a certainwisdom (Wachtel, this volume; Mahoney, 1991;

Pentony, 1981). Following are several cases, re- patient may prescribe a monoamine oxidase in-
hibitor (MAOI) for which the dietary restric-ported by the senior author, illustrating the

relationship between psychotherapy and phar- tions are quite important but neglect to tell the
patient about them. More commonly, a thera-macotherapy and organized according to the

stages of psychotherapy and the phenomena of pist might frighten a patient away with undue
emphasis upon dietary restrictions and poten-transference and countertransference (Beit-

man, 1987; Beitman & Yue, 1999). tial side effects.
For some patients, extensive psychothera-Psychotherapy is a process proceeding through

time. It can be divided into four stages—each peutic work is necessary before they will con-
sider medication treatment. Paranoia, mistruststage having its own set of goals, objectives,

and potential resistances. The stages of psy- of medications, and the desire to avoid the so-
cial stigma associated with psychiatric medica-chotherapy are engagement, pattern search,

change, and termination (Beitman, 1987). tions, may foster avoidance of needed pharma-
cotherapy.

Engagement

Psychotherapists must establish trust with pa- Pattern Search
tients in order to proceed to the intimate re- Attention to patient reactions to pharmacother-vealing and courageous behavior often required apy may offer remarkably sharp illustrations ofof behavior change. Among the synergistic important maladaptive patterns for psychother-methods available to therapists to facilitate apeutic work. Following are some case exam-engagement are empathic reflection, demon- ples from my own practice.strating specialized knowledge, and effective
suggestions. The prescription of a medication
demonstrates specialized knowledge. If it works,

Focus on the Negativeit becomes an effective suggestion. Accurate di-
agnosis, upon which pharmacotherapy usually A 23-year-old woman was excessively anxious.

Despite her history of alcohol abuse (to controldepends, may become a form of empathic un-
derstanding, as the patient is placed in a cate- her anxiety), I carefully initiated an 8-week

course of a benzodiazepine. On her returngory about which much knowledge is usually
available. visit, she reported that the medication was inef-

fective in controlling her obsessive cleaning.Effectiveness of medications does not neces-
sarily guarantee engagement. Some patients She was quite discouraged. Only after some

prompting did she report better sleeping, betterare satisfied with symptom relief and refuse
psychotherapy. Conversely, failure of medica- functioning in school, and much less anxiety.

She was highly perfectionistic in all she didtions does not necessarily lead to termination
of psychotherapy. Discussions of medication and rarely felt gratified by her positive accom-

plishments.ineffectiveness and the therapist’s willingness
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Goodness Always Disappears was not helpful and in fact hurtful. He termi-
nated. Each therapist had missed the patient’sin the Future
belief that nothing and no one could help him.A highly anxious 34-year-old woman refused to

take an occasional antianxiety medication, al-
though she was often severely disabled by her “If She Wants Something of Mine,

I’ll Give It to Her”anxiety. “I’m afraid if I take it too often, it won’t
work anymore.” After I suggested to her that A 38-year-old married man in his second psy-this was an illustration of a common pattern in chotherapeutic relationship wanted to find aher thinking, she asked “Will you be leaving way to divorce his wife with the help of a thera-this city soon?” She had grown up learning that pist because he couldn’t find a way to do it onanything good will almost certainly be followed his own. During his first psychotherapy, he hadby something awful. asked his psychoanalytically oriented therapist

to see his wife. Because this therapist did not
do couples therapy, and because his agorapho-Self-Abuse Through Medication
bic wife needed treatment, the patient stopped

A 37-year-old woman with severe panic disor- seeing this therapist so that his wife might see
der failed to renew her prescription for the him. After several sessions with me, he reported
benzodiazepine she had been taking for several that his wife wanted to see me for a medication
years. She had been warned not to stop it sud- evaluation because “you are an expert in anxi-
denly but she decided to “tough it out.” She ety disorders.” To his amazement, I refused.
experienced severe withdrawal symptoms. As a My refusal required that he explain to her that
child, she had learned to “tough out” sexual I was not willing to allow him to give up yet
abuse by a series of stepfathers and physical another therapist to her and that he too was
abuse by her mother. not willing to do so. He had, in many other

ways, given in to most of her requests of him.
This boundary construction provided him with

“Nothing and No One a wedge by which to continue the process of
Can Help Me” separation. The separation and subsequent di-

vorce, incidentally, was associated with greatA 48-year-old man was referred to a psychiatrist
by his psychotherapist for pharmacological eval- reduction in her agoraphobic behaviors.
uation and treatment. He had been in psycho-
therapy since age 22. His first psychotherapy

Pattern Search: Transferencerelationship was most helpful for him but ended
and Countertransferenceabruptly when his graduate student therapist

announced after 10 sessions that they would Interpersonal patterns may play out in the in-
teraction between therapist and patient aboutmeet no longer. He was deeply hurt by what

he perceived to be rejection and betrayal. He medication use. Both patient and therapist are
potential contributors to medication-associatedbelieved that none of his eight subsequent

psychotherapists were useful to him. The psy- distortions.
chiatrist tried him on three different types of
medication, each of which was dramatically ef-

The Pill Is the Therapistfective in the first few weeks but just as dramat-
ically lost their effectiveness subsequently. A 47-year-old woman insisted that she receive

sleep medication from me but refused to dis-Nevertheless, the patient insisted upon contin-
uing with the psychiatrist in psychotherapy and cuss the thoughts she had when trying to fall

asleep. Her demands escalated and we reachedin dropping the other psychotherapist. After
several months of treatment, the patient de- a stalemate. Slowly she revealed that she was

unable to go to sleep because she was preoc-clared that this psychotherapeutic relationship
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cupied with sexual fantasies about me. She ized how much she was striving to please her
mother while at the same time being furiouswanted the medication to overcome these

thoughts. Although she later showed much evi- with her for her emotional abuse and physical
threats during childhood. After several monthsdence of developing erotic feelings toward me,

she refused to discuss them. she was offered an antidepressant again. She
accepted and decided not to tell her mother of
this decision. Not only did she gain pharmaco-

Give the Patient a Pill to Calm logical benefit, but also, for the first time in her
Down the Therapist life, she made an important decision without

consulting and reporting to her mother. ThisA 24-year-old woman developed a strong sexual
attraction for her 28-year-old male therapist. action allowed her a more objective view of

their relationship, leading her to freer attach-He was disturbed by his own sexuality and de-
nied to himself that any woman could find ments to subsequent friends and lovers.
him sexually appealing. To reduce what he
thought was her anxiety, he prescribed an anti-

Psychotherapy Leads toanxiety medication. The patient was confused
Unrecognized Medication-by this offer, was not aided by the pills, and
Responsive Diagnosisrightly questioned the therapist’s ability to treat

her (Langs, 1973). At age 28, the patient’s ex-husband entered her
office at work and shot her in the head. She
suffered minimal brain damage but had recur-

Change rent panic attacks with agoraphobia, continu-
ing depression, and posttraumatic stress dis-Medications and psychotherapy may interact

in surprising ways to bring about change. Med- order. She had had no psychiatric problems
before the shooting and was maintained onications may make patients more responsive to

psychotherapy but may also help with the initi- benzodiazepine and an antidepressant. Psycho-
therapy focused on her dependent relationshipation and maintenance of new behaviors; for

example, an antidepressant may help agora- with her mother and her agoraphobia. During
the many hears of litigation surrounding thisphobic patients expose themselves to fearful sit-

uations. On the other hand, psychotherapy incident, she was required to undergo numer-
ous interviews by lawyers and mental healthmay uncover a medication-responsive diagno-

sis not considered during the initial evaluation; professionals. She often had panic attacks
when asked about the details of the incident orfor example, couples therapy may later reveal a

social phobia. It is likely that additional change about her ex-husband. The many roadblocks
thrown up by the “system” infuriated her, caus-synergies wait to be recognized.
ing her to think that “they” were trying to sub-
vert her legal intent. I encouraged her to grad-

Pharmacotherapy Helps to Separate ually expose herself to these situations and
a Patient From her Mother these ideas. Without telling me she was going

to do it, she went to another interview. SheA 23-year-old woman had been depressed since
she was 16 years old but had never sought treat- became agitated. She threw furniture around.

She was furious. She thought the pictures onment. Although she lived independently, she
always asked her mother’s advice about major the wall were telling her to destroy them. I in-

quired more carefully into her belief about thedecisions. Because she clearly met criteria for
depression, she was offered an antidepressant. plot against her and asked her mother about

other paranoid thinking. Indeed, the patientHer mother emphatically instructed her not to
take it because “I don’t want any drug addict had been paranoid for many years since the

shooting. Exposure instructions had revealedfor a daughter.” The patient therefore refused.
As psychotherapy proceeded, the patient real- psychotic thinking that was subsequently re-
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sponsive to a low dose of the neuroleptic thio- Wish to Discontinue Necessary
Medications Is a Harbinger ofthixene (Navane 2–3 mg/day).
Abrupt Termination

A 48-year-old woman with panic disorder andTermination
agoraphobia was struggling with a difficultTermination may be the most predictable stage marriage. Her husband would be kind to herof therapy, as the range of options for both par- only when she was physically or emotionallyticipants is relatively limited at this time. For ill. She developed a strong emotional attach-example, the patient or therapist may indepen- ment to me. After 4 years of contacts at approx-dently decide to terminate, or the decision may imately 1- to 3-month intervals, she was be-be made together. They may terminate abruptly, coming more and more exasperated with herset a specific date, or gradually separate by husband. During one session, I too expressedspacing out meeting intervals. Each may also some minor frustration about her situation.have difficulty letting go of the relationship Her sensitivity to criticism triggered intenseand may therefore experience various aspects anger at me. She called me that night, threat-of grieving (Beitman, 1987). Patient responses ening to stop her medications. She knew thatto pharmacotherapy may reflect general pat- without them she would likely spiral into de-terns of separation. pression and panic. She was able to accept my
suggestion that her anger at me had driven her
to this decision. Without this discussion, sheRefusal to Restart an Effective

but Unnecessary Medication would have also quit psychotherapy. She con-
tinued the medications as well. Unfortunately,Harbingers Termination
her marital difficulties contributed to a suicideLaura, a 30-year-old panic-disorder patient, had attempt with medication she had stored updiscontinued her antidepressant during the later from another physician. She did not want tostages of therapy because of her pregnancy. As use the pills she had gotten through me. Onlysession intervals became monthly or longer, after divorce and the beginning of a new, suc-she became worried about her failure to be cessful relationship was she able to reduce her“cured” because she still had an occasional medication dosages and her treatment fre-panic attack. These attacks tired her and her quency.husband because she lost sleep and then spent

hours analyzing them. “Could we just start the
antidepressant again?” She was looking for an-
swers from me even though she had enough PSYCHOTHERAPIST–

PHARMACOTHERAPISTinformation herself to make the decision. I
simply handed her a prescription and asked COLLABORATION
her to decide for herself. She did not like that.
Six weeks later, she returned to report that she There are two general models for the provision

of combination treatment. In an integratedhad not started the medication. She had a
panic attack the night before our session “be- model, a physician provides both psychother-

apy and pharmacotherapy. In a split treatmentcause I just don’t want to think about this stuff
anymore. Denial is a good thing.” With some model (sometimes also known as divided or

collaborative), a physician provides psycho-prodding, she could express her anger at me
for not making her completely well. She grudg- tropic medication while a nonmedical psycho-

therapist (social worker, psychologist) providesingly recognized that she would need to con-
tinue to do the work of change herself, without psychotherapy. Early surveys indicated that ap-

proximately 65% of psychiatrists and 80% ofpills and without psychotherapy. I asked her to
return in 1 year to let her see how much she psychologists participated in split treatment

(Beitman, Chiles, & Carlin, 1984; Chiles, Car-had changed.



430 Integrative Treatment Modalities

lin, Benjamin, & Beitman, 1991), and those sions. Having two clinicians may also make va-
cations and other interruptions easier on thepercentages have certainly risen.

The practice of split treatment has increased patient who can still see one clinician when
the other is away. Another advantage may be aduring the past few years, and several factors

have contributed to this trend. The availability greater choice of clinicians. Split treatment may
offer patients larger opportunities to choose aof safer psychotropic medications has made

nonpsychiatric physicians more comfortable clinician who more closely matches the pa-
tients’ needs. This may allow patients to de-prescribing and collaborating with other clini-

cians (Riba & Balon, 2001). The rapid growth velop better therapeutic alliance and trust. Split
treatment may also offer enhanced adherenceof managed care led to a variety of cost con-

tainment measures, including the delivery of to the treatment plan. Many patients have trou-
ble taking their medications as prescribed, andcare by multiple providers. In this model, non-

medical psychotherapists are used to provide psychotherapy may increase compliance by
providing further support, education, and anpsychotherapy while physicians—and increas-

ingly, physician assistants and nurse practi- open discussion of various transferences, resist-
ances, and defenses that invariably enter thetioners—provide medication management. In

fact, 65% to 75% of psychotropic medications therapeutic setting.
We believe the relationship between theare now prescribed by internists and family

practice physicians. two clinicians is central to effective collabora-
tive treatment; it can support the patient andRecently, several studies have questioned

the assumption that split treatment is more cost- both clinicians, or it can become the instru-
ment for amplifying the patients’ conflicts. Fac-effective than integrated treatment (Dewan,

1999; Goldman et al., 1998). Though many tors determining the clinicians’ relationship in-
clude the treatment setting, the patient, thecollaborations work well, problems arise in oth-

ers. These include the patient idealizing one history of the relationship, and the ground
rules for clinician communication. Collabora-clinician and devaluing the other, accusations

of clinicians’ “stealing” patients from colleagues, tive treatment is most therapeutic when both
clinicians understand the potential sources ofrequests for fraudulent signatures on insurance

forms, and psychotherapy patients acting out tension in their relationship and when all three
participants agree on and adhere to a three wayby surreptitiously obtaining pharmacotherapy

(Woodward, Anderson, & Woodward, 1991). therapeutic contract.
In addition, as clinicians and researchers,In addition, there is some perception of po-

tential problems: one report indicated that we need to continue to better identify when
patients will best respond to pharmacotherapy,25% of collaborating psychiatrists believed col-

laborative treatment could alienate them from psychotherapy or combined treatment.
psychotherapists and 40% believed it could re-
sult in lawsuits (Goldberg, Riba, & Tasman,

The Treatment Setting1991).
There have been a number of discussions of Clinicians in collaborative treatment may be

peers in a hospital or clinic, or colleagues orcollaborative treatment in the literature identi-
fying both the positive and the negative aspects unknowns in private practice. In any setting,

systemic and interdisciplinary issues from theof this treatment model. The following is a
summary of an article by Riba and Balon large system can intrude into therapeutic rela-

tionships, making the clinicians vulnerable to(2001).
One positive aspect of split treatment is the identifying with the patients’ conflicts. Like-

wise, clinicians in independent practice existfact that patients end up working with at least
two clinicians and may have more time in in a professional community in which each

maintains a reputation: they may also be linkedtreatment. In this arrangement, they see a psy-
chotherapist for 45- to 50-minute sessions and by office proximity, shared professional activi-

ties, or even marriage.a pharmacotherapist for 15- to 30-minute ses-
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The treatment setting often determines the agreement about treatment goals and methods,
or interdisciplinary rivalry (Riba & Balon, 2001).administrative relationship between the two

clinicians; whether it may be supervisory, con- Patients’ conflicts may intensify these tensions.
The working relationship between the two cli-sultative, or collaborative. In the absence of an

employment or supervisory relationship, each nicians is central in managing problems from
any of these sources.is responsible for his or her own work and not

for that of the other (Applebaum, 1991). Su- Ideally, the clinicians’ relationship is built
on each one’s skills and self-esteem and on pre-pervisory arrangements are more acceptable to

some patients and can provide support for vious experience in working together. In the
absence of sharing cases, a common theoreti-clinicians. They are also more comfortable for

physicians who are not experienced in being a cal orientation, institutional affiliation, or su-
pervisory relationship may facilitate the devel-peer to nonmedical psychotherapists. Unfortu-

nately, supervisory relationships also raise is- opment of trust between clinicians.
The collaborative relationship may takesues of autonomy and self-esteem, which, if not

understood and monitored, may make the cli- time to develop. This can be shortened by pre-
liminary discussions of beliefs about treatmentnicians more vulnerable to splitting by the pa-

tient. approaches, interpersonal styles, and common
problems in collaborative treatment (Corder,
Cornwall, & Whiteside, 1984). In addition, it

The Patient is helpful to be meticulously complete about
communication the first time two cliniciansPatients hold beliefs about the nature of their

problems and about the treatments they prefer, work together; the goal is to build a working
relationship as well as to treat the particularfrequently expressed by their choices of whom

they initially consult for help: Some patients patient.
center their hope in physicians and can initiate
psychotherapy only when it is medically pre-

Communication Between Cliniciansscribed, whereas others believe their problems
are psychological in origin and can accept Successful communication is essential to the

delivery of good care in split treatment, but,medication only with the endorsement of a
nonmedical therapist. unfortunately, it frequently fails (Hansen-

Grant & Riba, 1995). When the patient is ca-Referral to a second clinician may elicit
feelings of failure, relief, inadequacy, loyalty, pable of conveying the information necessary

for treatment, and when the clinicians trusthope, or despair. Many patients experience re-
ferral to a second clinician as a rejection. Add- and respect each others’ work, communication

may be less regular and frequent. This has theing a second clinician mobilizes some patients’
tendencies toward projective identification; potential advantage of reducing the intrusion

of the pharmacotherapist relationship into thethis may be an advantage in holding some pa-
tients in treatment, but destructive splitting re- process of psychotherapy (Zinberg, 1987).

Communication when problems are per-quires unusually close collaboration between
the clinicians. Similarly, patients with potential ceived permits clinicians to share information,

formulate the case together, and manage thefor violence or suicide, or difficulties with
treatment compliance, are likely to require patient’s distortions of their relationship. This

more flexible approach still acknowledges thecloser collaboration and present a significant
source of legal liability for both clinicians. boundaries of the psychotherapy relationship.

Routine communication is used in many in-
stitutional settings in the form of rounds and

Development of the supervision; it is advantageous in managing
Clinicians’ Relationship complex cases, with more disturbed patients

who may act out violently or not comply withTensions between clinicians may originate in
differences in ideology (Klerman, 1991), dis- treatment, and for those who are likely to in-
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duce splitting in the therapeutic triad. In very that pharmacotherapy alone. After treatment
discontinuation, psychotherapy may be moredifficult cases it may be helpful for the clini-

cians to meet together with the patient. likely to prevent relapse than medication
alone. In these and other ways, the two treat-
ments may interact synergistically to augment

The Three-Way Therapeutic Contract the effects of each other.
Studies have shown that both pharmaco-Whatever arrangements for treatment are se-

lected, it is essential that all three participants therapy and psychotherapy alter brain func-
tion. They continue to appear separate andcomprehend, concur, and comply with the

therapeutic contract. This contract is an agree- dichotomous in part because we have been un-
able to develop one language to describe theirment among the clinicians and patient about

the purpose of each treatment, the respective actions. As clinicians and researchers, we con-
stantly seek new terms and metaphors to beginroles of the clinicians, any employment or su-

pervisory relationship between them, policies to bridge the linguistic mind–brain barrier.
The metaphors must use both neurobiologicalfor clinician communication, whom the pa-

tient should call in case of emergency, cover- and mental terms in order to embrace both
pharmacotherapy and psychotherapy.age arrangements for vacations and other ab-

sences, and any fees for initial and ongoing The term circuits may provide a useful met-
aphor to connect mind and brain. A numberclinician combination. These issues should be

negotiated at all beginning of treatment; in of neuroanatomists have been increasingly fo-
cusing upon sets of interacting circuits (Alex-some cases, it may be helpful for all three partic-

ipants to meet together to discuss the contract ander, DeLong, & Strick, 1986) as a way to
understand brain function. Anxiety patients are(Chiles, Carlin, Benjamin, & Beitman, 1991) or

for the patient to have a written summary of able to report recurrent patterns of anxious
thoughts that circle through their conscious-these policies (Applebaum, 1991).

Collaborative treatment is widely practiced ness. The effect of psychotherapy on anxiety
circuits appears to allow patients to “step back”but inadequately discussed; we need further re-

search on its efficacy, the optimal arrange- from their anxious thoughts. Pharmacotherapy
appears to diminish the intensity of thesements for collaboration, and models of profes-

sional oversight (Lazarus, 1999). It has both thoughts. We are not yet sure what these differ-
ent phrases actually mean in terns of brainadvantages and potential for problems. It is

most therapeutic when the clinicians attend to function. In order to begin the construction of
a model of psychotherapy that can be mappedtensions in their relationship and when all par-

ticipants understand and adhere to the three- onto brain function, psychotherapy must be
defined in clear, operational terms that offerway therapeutic contract.
the possibility of finding a set of brain corre-
lates. In addition, as clinicians and researchers,
we need to continue to better identify what pa-CONCLUDING COMMENTS
tients will best respond to pharmacotherapy,
psychotherapy, or combined treatments.Clinicians cannot easily judge which patient is

most likely to respond to pharmacotherapy and
which to psychotherapy. Combining treatments
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Training in Psychotherapy Integration

JOHN C. NORCROSS AND RICHARD P. HALGIN

Once upon a time, psychotherapists were from different treatments, formats, and rela-
tionships. On the other hand, integrative train-trained exclusively in a single theoretical orien-

tation and in the individual therapy tradition. ing exponentially increases the student press to
obtain clinical competence in multiple theo-The ideological singularity of training did not

always result in clinical competence but did ries, methods, and formats and, in addition,
challenges the faculty to create a coordinatedreduce clinical complexity and theoretical con-

fusion (Schultz-Ross, 1995). But over time, psy- training enterprise. Not only must the conven-
tional difficulties in producing competent cli-chotherapists began to recognize that their ori-

entations were theoretically incomplete and nicians be resolved, but an integrative program
must also assist its students in acquiring mas-clinically inadequate for the variety of patients,

contexts, and problems they confronted in tery of multiple treatments and then in adjust-
ing their therapeutic approach to fit the needspractice. They began receiving training in sev-

eral theoretical orientations—or at least, were of the client.
In this chapter, we begin by introducing anexposed to multiple theories—and in diverse

therapy formats, such as individual, couples, ideal training model for psychotherapy integra-
tion. We then consider training in light of thefamily, and group.

The gradual evolution of psychotherapy four principal routes of integration—technical
eclecticism, theoretical integration, common fac-training toward integration or eclecticism has

been a mixed blessing. On the one hand, the tors, and assimilative integration—as the training
objectives and sequence will differ somewhatmovement toward more integrative training ad-

dresses the daily needs of clinical practice, sat- among them. Next, we address questions re-
garding the centrality of personal therapy andisfies the intellectual quest for an informed

pluralism, and responds to the growing re- the necessity of research training in the prepa-
ration of integrative therapists. We review inte-search evidence that different patients prosper
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grative supervision, specifically problems in the the process of successful organizational change,
as described later in this chapter.acquisition of integrative competence and an

improved system. We conclude with a discus-
sion of organizational strategies for introducing

Differential Referralschanges, particularly those promoting psycho-
therapy integration, into training institutions. Psychotherapists can function effectively in a

single theoretical system, providing they haveBefore proceeding to ideal training models,
a few words on terminology. The term training the ethics and ability to discriminate which pa-

tients can benefit from their preferred systemcan denote a mechanistic and impersonal pur-
suit, such as training seals to clap their flippers and which cannot. Referral of the latter group

of patients can then systematically be made toor training rats to run a maze (Bugental, 1987).
We would prefer to retitle psychotherapy train- clinicians competent to offer the indicated treat-

ment. In the words of Howard, Nance, anding something along the lines of cultivating
psychotherapists or developing psychotherapists. Myers (1987, p. 415): “Without a therapist’s

willingness and ability to engage in a range ofBut precedent is against us; when we talk about
the development of a psychotherapist, many of behaviors and to employ a range of therapeutic

modalities, the therapist, by intent or default,our colleagues and students look at us quizzi-
cally. Thus, we will concede to linguistic pref- will have to limit his or her practice to clients

who fit the specific range of behaviors he orerence and precedent in using the conven-
tional training throughout this chapter, but we she has to offer.” The primary problem is not

from narrow-gauge therapists per se, but fromimplore you to interpret the term in a broader
and more human meaning. We try to prepare therapists who impose that narrowness on their

patients (Stricker, 1988).graduates who are both competent psychother-
apists and better functioning people. The two essential tasks in differential refer-

ral are to train students to recognize the respec-
tive contraindications of their single psycho-
therapy system and to educate them in makingINTEGRATIVE TRAINING MODELS
informed referral decisions. Many evidence-
based compendia are now available by whichPsychotherapy trainers are immediately con-

fronted with a crucial decision with respect to to recognize indications and contraindications
of particular therapies and formats (e.g., Beut-their training objectives. The major choice is

whether the program’s objective will be to train ler & Harwood, 2000; Frances, Clarkin, & Perry,
1984; Nathan & Gorman, 2003; Norcross,students to competence in a single psychother-

apy system and subsequent referral of some cli- 2003; Roth & Fonagy, 1996), and the failure
to make use of such information can no longerents to more indicated treatments, or whether

its avowed mission will be for students to ac- be construed primarily as lacunae in the psy-
chotherapy outcome literature. On the con-commodate most of these patients themselves

by virtue of the students’ competence in multi- trary, difficulties in appreciating the limitations
of one’s treasured proficiencies are now largelymethod, multitheory psychotherapy. The for-

mer choice is favored by briefer training pro- emotional and organizational, not intellectual.
Helping single-system advocates to relinquishgrams and smaller faculty; the latter seems to

be preferred by longer and larger training pro- patients for whom another approach is better
suited will entail attention to both the prescrip-grams with more resources.

In this section, we present consensual train- tions of the empirical research and the limita-
tions of their theoretical commitments.ing models for teaching both differential refer-

ral and psychotherapy integration. The intro- In order to make differential referrals, clini-
cians will need knowledge of available com-duction and implementation of these models

into any program will require substantive con- munity and treatment resources. Because many
students may ultimately practice in geographictent revisions, as well as a clinical sensitivity to
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locations different from where they were trained, Integrative Psychotherapy
this information cannot readily generalize from
the training location. Instead of teaching spe- Of critical importance in the decision to train

integrative practitioners is the assumption thatcific resources, therefore, training programs are
well advised to ensure that students know how students have both the time and talent to ac-

quire competence in several models. Someto locate resources in any community (Nor-
cross, Beutler, & Clarkin, 1990). training programs may be too brief, or students

too inexperienced, or faculty too divided toPrograms can provide several experiences in
order to assure students’ ability to develop treat- tackle the challenge. Our own training experi-

ences during the past two decades affirm thatment and community knowledge. First, specific
instruction and course work can emphasize the coordinated doctoral training can produce com-

petent integrative psychotherapists, althoughvalue of community services and self-help re-
sources. Second, students routinely can be pro- additional time and effort are required in light

of the more ambitious goals.vided with names, phone numbers, and Web
addresses of national directories and referral An ideal psychotherapy education would en-

compass an interlocking sequence of trainingservices. Careful distinction must be made here
between paid advertisements and credentialing experiences predicated on the crucial therapist-

mediated and therapist-provided determinantsorganizations, particularly on the Internet. Third,
visits to community mental health centers, of psychotherapy outcome. Our suggested model,

drawn largely from the consensus of severalfamily counseling agencies, child protective
services, and substance abuse programs, among journal sections on training integrative and

eclectic psychotherapists (Beutler et al., 1987;others, can give a sampling of the variety of
resources available. Castonguay, 2000a; Norcross et al., 1986; Nor-

cross & Goldfried, in press), consists of sixPractice exercises also might be incorpo-
rated into both coursework and practica. Train- steps. Following is an ideal generic model of

training integrative psychotherapists.ees can be assigned, for instance, the task of
locating treatment resources and preparing an The first step entails training in fundamen-

tal relationship and communication skills,integrated treatment plan for an actual prob-
lem presented in either case conference or a such as active listening, nonverbal communi-

cation, empathy, positive regard, and respectclass vignette. Examples can be organized around
the client’s disorder, treatment goals, stage of for patient problems. Acquisition of these ge-

neric interpersonal skills can follow one of thechange, therapy preferences, and the like.
In addition to course work, trainees should systematic modules that have demonstrated sig-

nificant training effects compared to controlshave extensive experience in evaluating a
range of patients under close supervision in dif- or less specified modules (see Baker, Daniels,

& Greeley, 1990, and Stein & Lambert, 1995,ferential referral and treatment assignment.
These experiences are most easily obtained in for reviews). In general, the most efficient way

of maximizing learning of facilitative psycho-large treatment centers that offer a variety of
treatment programs and specialty clinics. In therapy skills is to structure their acquisition

(Lambert & Arnold, 1987). The standard se-such a setting, the trainee can practice assess-
ing the patient and making differential recom- quence involves instruction, demonstration (mod-

eling), practice, evaluation (feedback), and moremendations concerning treatment setting, for-
mat, relationships, and techniques. In such practice. These interpersonal skills are crucial

to the establishment, repair, and maintenanceclinics, the trainee is free to consider a whole
range of therapies in selecting those that might of the therapeutic alliance.

Students would be retained in this founda-be optimal for the individual. In such clinics,
too, the integration of research and practice tion course until a predefined level of compe-

tence is achieved in these skills. Criterion-can be facilitated and reinforced (Jarmon &
Halgin, 1987). referenced situational tests, expert ratings, and
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demonstration experiments can be used to con- be used specifically to outline criteria for im-
plementing interventions.firm such competence. The point is that stu-

dents should not be automatically moved for- Following satisfactory completion of these
competency-based courses, the fifth step in-ward in the curriculum simply because they

have completed a course; they should be ad- volves the integration of disparate models and
methods. The emerging consensus is that thevanced because they have demonstrated com-

petence. sophisticated adoption of an integrative per-
spective occurs after learning specific therapyThe second interlocking step consists of an

exploration of various systems of human behav- systems and techniques. The formal course on
psychotherapy integration would provide a de-ior. At a minimum, the courses would examine

psychoanalytic, humanistic-existential, cognitive- cisional model for selecting the methods, for-
mats, and relationships from various thera-behavioral, interpersonal-systems, and multi-

cultural theories of human function and dys- peutic orientations to be a applied in given
circumstances and with given clients. Samplefunction. Students would be exposed to all

approaches with minimal judgment being made syllabi for such integrative courses/seminars are
now available for psychology, psychiatry, coun-as to their relative contributions to truth. Theo-

retical paradigms would be introduced as ten- seling, and social work programs (e.g., Allen,
Kennedy, Veeser, & Grosso, 2000; Beitman &tative and explanatory notions, varying in goals

and methodology. Integrative frameworks and Yue, 1999; Norcross et al., 1986; Norcross &
Kaplan, 1995). This course bears the program’sinformed pluralism would thus be introduced

at the beginning of training (Halgin, 1985b), responsibility for providing “a system of analy-
sis or a framework by which a multiplicity ofbut a formal course on integration would occur

later in the sequence. theories and methods could be organized into
an integrated understanding” (Reisman, 1975,The third step in the integrative training in-

volves a course on systems of psychotherapy. p. 191).
Finally and concomitantly, an intensiveThe focus in this course would be in applying

the models of human function and dysfunction practicum experience, such as an internship or
residency, with a wide variety of patients wouldto methods of behavioral change. At the outset,

multiple systems of psychotherapy would be allow novice therapists to practice integration
and to evaluate their clinical skills. Theoreticalpresented critically, but within a paradigm of

comparison and integration. In our experience, knowledge of integration is sorely incomplete
without supervised experience in applying it tocourses and textbooks that only present “one

theory a week” are inadequate for this purpose. the real world of patients. In fact, the principal
complaint of psychotherapists following gradu-Rather, the psychotherapy systems need to be

presented and, at the end of the course, com- ation is inadequate clinical experience (Rob-
ertson, 1995).pared and integrated in a clinically meaningful

manner. At this point, students would be en- These training experiences are but the be-
ginning steps in the development of competentcouraged to tentatively adopt a theoretical ori-

entation that is most harmonious with their integrative psychotherapists; genuine educa-
tion continues far after the internship or resi-personal values and clinical preferences.

The fourth step in the training sequence en- dency. Students would be encouraged—nay,
expected—to go forth to receive additionaltails a series of practica. Neophyte psychothera-

pists would be expected to become competent training in specialized methods and preferred
populations.in the use of at least two psychotherapy systems

that vary in treatment objectives and change “Deep structure” integration will take con-
siderable time and probably come about onlyprocesses. In each case, completion of the

practicum would depend on specific criteria to after years of clinical experience (Messer,
1992). Expert psychotherapists represent theirensure acquisition of the skills associated with

a given system. Relevant psychotherapy hand- domain on a semantically and conceptually
deeper level than novices. Conceptual learn-books, treatment manuals, and videotapes would
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ing about psychotherapy integration is proba- ding these methods and formats to suit the
given situation.bly necessary to achieve deep structure integra-

tion, but is not sufficient. For a therapist to In that they are disinclined toward grand
unifying theories and more interested in prag-integrate at a deeper level requires that they

first understand and integrate within each indi- matic blending of methods, technical eclectics
generally endorse teaching psychotherapy inte-vidual therapy and, only then, across therapies.

Additional psychotherapy experience and disci- gration from the very beginning of training.
Gradually building toward integration in mid-plined reflection on that experience is needed

to attain a mature and abiding synthesis. career is considered too tentative and theoreti-
cal. And for some therapists, learning integrationPsychotherapy integration, in other words,

may take two broad forms that are differentially after working for years in a specific orientation
may prove too difficult (Eubanks-Carter, Burc-accessible to novice versus expert therapists

(Schacht, 1991). The first form, accessible to kell, & Goldfried, this volume). Instead, the
eclectic mandate is to teach multiple therapyneophytes, emphasizes conceptual products

that enter the educational arena as content ad- methods and treatment selection heuristics
early on so that clients receive the optimalditions to the curriculum. The second form of

integration, largely limited to expert therapists, match of treatment, format, and relationship.
Eclectics also readily acknowledge the limi-emphasizes a special mode of thinking. This

form enters the educational arena only indi- tations associated with faculty composition and
disposition, which results in a series of trainingrectly through accumulated clinical experiences

that promote fluent performance and creative possibilities. Graduate programs will range from
those in which the faculty embrace disparatemetacognitive skills.
theories and goals to programs in which there
is coordination of the training process and fac-

Specific Training Models ulty consensus about an integrative model
(Norcross & Beutler, 2000). It will take consid-Since the first edition of this Handbook (Nor-

cross & Goldfried, 1992), we have secured erable time for many senior faculty to unlearn
their own allegiance to a single, pure-form sys-considerably more experience and a bit more

research to inform the ingredients of integra- tem of conducting (and teaching) psychother-
apy. Yet, many new clinical faculty have beentive training. In particular, we and others have

learned that the training sequence and objec- trained in, or at least favorably exposed to, an
integrative perspective.tives are heavily influenced by the specific type

of, or route toward, psychotherapy integration. Theoretical integrationists blend two or
more therapies in the hope that the result willProponents of technical eclecticism, theoreti-

cal integration, assimilative integration, and be better than the constituent therapies alone.
As the name implies, there is an emphasis oncommon factors (see Chapter 1, this volume

for definitions) all have definite preferences in integrating the underlying theories of psycho-
therapy along with the integration of therapyhow and when the ideal training occurs.

Technical eclectics seek to improve our abil- techniques from each. As such, the training fo-
cus is far more on the theoretical systems andity to select the best treatment for the person

and the problem. Eclecticism focuses on pre- building bridges between the chasms that sepa-
rate them. Wolfe (2000, p. 241), for one promi-dicting for whom particular methods will work:

the foundation is actuarial rather than theoreti- nent example, asserts that an integrative train-
ing program should “expose students to thecal. As such, the eclectics rely on the accumu-

lating research evidence and the needs of indi- various treatment approaches that represent
the orientations to be integrated, in addition tovidual patients to make systematic treatment

selections. The training emphasis is placed a unifying conceptual framework that inte-
grates at the conceptual level.”squarely on acquiring competence in multiple

methods and formats, as opposed to pledging Assimilative integrationists similarly embrace
synthesis, but in a more tentative manner.allegiance to theories, and pragmatically blen-
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Their approach entails a firm grounding in one they educate students, with the central differ-
ences being in the timing and level of integra-system of psychotherapy, but with a willingness

to selectively incorporate (assimilate) practices tion. As yet, there is no controlled research on
integrative training. We do not know, in anand views from other systems. As such, the

training is primarily in a single system of psy- empirical sense, which training process works
best for which situation.chotherapy with an understanding that the cli-

nicians will gradually incorporate techniques Recent data indicate that program and in-
ternship directors are committed to psycho-from other systems during the course of a ca-

reer. therapy integration but disagree on the routes
toward it. Approximately 80% to 90% of direc-The assimilative integrationists frequently

argue that, in early training, students need a tors of counseling psychology programs and in-
ternship programs agreed that knowing onesingle theoretical system to follow. Early on,

ideology provides structure, support, and direc- therapeutic model is not sufficient for the treat-
ment of a variety of problems and populations;tion. Trainees internalize the theory and the

contributions of their supervisor. To be sure, instead, training in a variety of models is need-
ed. However, their views of the optimal inte-the eventual goal of integration is introduced,

but neophyte psychotherapists need to focus on grative training process differ: about one-third
believe that students should be trained first toa manageable amount of clinical material, be

directed to a technique toolbox, and delimit be proficient in one therapeutic model; about
half believe that students should be trainedtheir range of experiences. Otherwise, they risk

being overwhelmed by the morass of choices minimally competent in a variety of models;
and the remainder believe that students shouldand the hundreds of therapeutic methods.

Thus, the practical benefits of adopting inte- be trained in a specific integrative or eclec-
tic model from the outset (Lampropoulos &gration early on are outweighed by the costs.

Later, students are expected to move in an inte- Dixon, in press).
grative fashion, but from a position of single-
system comfort and strength.
Common factorists seek to determine the MODERATING EXPECTATIONS

core ingredients that different therapies share
in common, with the eventual goal of creating The excitement engendered by integrative

training can give rise to grandiose plans andmore parsimonious and efficacious treatments
based on those commonalities. As such, the overly optimistic predictions. We ourselves

have been guilty of such unfettered optimismtraining focuses on the acquisition of transthe-
oretical skills that research has found to ac- at times, and we hasten to correct any illusion

that competency-based training in psychother-count for much of psychotherapy success, such
as creating a positive alliance, mobilizing cli- apy integration will be easily or instantly at-

tained. At the risk of fostering the opposite re-ent’s resources, and helping patients acquire
new skills. Castonguay (2000b), for example, action—that of pessimism or apathy—we will

consider several reasons that may moderate ex-outlines a training model driven by a common
factors strategy in which he recommends train- pectations regarding integrative prospects in

training. These considerations, it should being students in “pure-form” therapies and, us-
ing general principles of change, expecting emphasized, apply with equal cogency to con-

ventional psychotherapy training and notthem to integrate contributions of the different
orientations in their clinical work. uniquely to integrative training.

To begin with, explicit training for psycho-In reality, these specific training models are
all variations on the integrative theme. In most therapy has a relatively brief history, and re-

search on training for psychotherapy has aintegrative courses and seminars, students are
exposed to all four routes to psychotherapy in- briefer history still. In a classic review, Ford

(1979) evaluated training studies published be-tegration. They overlap considerably in how
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tween 1968 and 1979 and concluded that these cal tradition, but this similarity is hardly re-
deeming. The competence of our graduatesstudies focused on teaching only one or two

discrete interviewing skills in the context of and, indeed, the adequacy of our clinical train-
ing are typically assumed rather than verifiedbrief and poorly described intervention. Fur-

thermore, the dependent variables were not (Stevenson & Norcross, 1987).
Given questions about the feasibility of train-well-validated, the typical client sample was

composed of undergraduates, and the skills im- ing graduate students to competencies in mul-
tiple systems of psychotherapy in a few years,parted were simple and discrete. In a more re-

cent review, Alberts and Edelstein (1990) re- the need for rigorous evaluation of training in
psychotherapy integration is particularly ur-vealed that therapist training studies involving

more traditional process-related skills appear to gent. An indisputable disadvantage of multiple
competences is that they necessitate longer andhave progressed little in methodological so-

phistication or clinical relevance. more comprehensive training than a single
competency. Integrative psychotherapists, simi-If current training programs do relatively lit-

tle to ensure competence in a single psy- lar to bilingual children and switch hitters in
baseball, may be delayed initially in the acqui-chotherapy model, how can competency be

ensured if we attempt to teach practitioners sition of skills or in the attainment of several
proficiencies (Norcross, Beutler, & Clarkin,several psychotherapy models? To contemplate

such questions is to understand why systematic 1990).
Even if an integrative training program isapproaches to psychotherapy integration are

not taught in most mental health programs. carefully implemented and thoroughly evalu-
ated, the effects of the training would probablyThen there is the challenge of novelty—in-

tegrative training is unprecedented in the his- be complex and idiosyncratic. The findings of
the Vanderbilt II project, one of the most care-tory of psychotherapy. During the 1980s and

1990s, when the integrative movement was fully designed psychotherapy training ventures,
bear this out (Henry & Strupp, 1991). Thisemerging, educators faced the challenge of try-

ing to formulate integrative training curricula project was designed to investigate the manner
in which specialized training might improvewithout the benefit of learning such approaches

in a formal context themselves. As Robertson the therapeutic process and outcome of time-
limited dynamic psychotherapy. The effects of(1986, p. 416) put it: “Quite frankly, many of

us who are trainers teach students pretty much training were mixed, involving potentially posi-
tive and negative effects. No linear relationshipthe way we were trained, and most of us were

not trained to be eclectic therapists.” In recent was found between technical adherence and
psychotherapy outcome, although the trainingyears, the situation has improved somewhat as

graduate and postdoctoral psychology programs was successful in imparting adherence to a
manualized form of therapy. The training washave instituted more formalized integrative

coursework and practica. However, most of also found to alter some specific and general
operations associated with improving the qual-those who teach and supervise integrative psy-

chotherapies did not have such experiences ity of dynamic therapy, but there was evidence
that some elements not directly related to thethemselves.

As with psychotherapy itself, it is increasingly imparted techniques were also improved after
training. The criteria for effective training aredifficult to speak of psychotherapy training

without reference to its demonstrated effective- multitudinous and individualized, no less so
than possible indications of effective psycho-ness. Although many descriptions of integrative

training programs have appeared in the litera- therapy. The introduction of an integrative per-
spective does nothing to reduce the subtle andture, empirical evaluations have not (for an ex-

ception, see Lecompte, Castonguay, Cyr, & complex effects of training and probably en-
larges the task of measuring training out-Sbourin, 1993). The same can be said for virtu-

ally all programs adhering to a single theoreti- come.
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PERSONAL THERAPY AND this admittedly influenced their valuing of it
for training.RESEARCH TRAINING
What might be the benefits of personal

treatment for the typical psychotherapist inContributors to the earlier edition of this
Handbook (Norcross & Goldfried, 1992) con- general and the integrative therapist in particu-

lar? In general, the literature contains at leastsidered questions concerning the centrality of
personal therapy and the necessity of research six recurring commonalities on how the thera-

pist’s therapy may improve his or her clinicaltraining in the preparation of eclectic or inte-
grative therapists. In this section, we sum- work (Norcross, Strausser, & Missar, 1988): (1)

by improving the emotional and mental func-marize their responses on these contentious
matters and add our own views on the basis tioning of the psychotherapist; (2) by providing

the therapist-patient with a more complete un-of 50-plus collective years of psychotherapy
training. derstanding of personal dynamics, interpersonal

elicitations, and intrapsychic conflicts; (3) byWith respect to personal therapy, the con-
tributors agreed that its importance as a prereq- alleviating the emotional stresses and burdens

inherent in this “impossible profession”; (4) byuisite for clinical work depends on the student’s
level of psychological functioning and the serving as a profound socialization experience;

(5) by placing therapists in the role of the cli-trainer’s own experience with personal therapy.
If a student’s personal problems interfere with ent and thus sensitizing them to the interper-

sonal reactions and needs of their own clients;the successful implementation of psychother-
apy, then all contributors concurred it is neces- and (6) by providing a firsthand, intensive op-

portunity to observe clinical methods. In par-sary to remedy the situation, probably includ-
ing personal therapy. We also sensed a marked ticular, clinicians with integrative leanings will

probably discern from personal treatment thathesitancy to endorse mandatory personal psy-
chotherapy for all students, arising in part from therapy is rarely “pure-form” in practice or out-

come, that good therapists routinely incorpo-two cardinal integrative principles: (1) the em-
pirical literature is inconclusive on the ability rate a variety of methods traditionally associated

with diverse systems, and that the therapeuticof personal therapy to enhance clinical effec-
tiveness, and committed integrative clinicians relationship accounts for more treatment out-

come than specific techniques (Geller, Nor-are reluctant to oblige students to an activity
with unproven efficacy; and (2) the eclectic cross, & Orlinsky, 2005).

To Yalom (2002), personal psychotherapymaxim of matching the treatment to the unique
needs of the student/client would be violated is, by far, the most important part of psycho-

therapy training. He reviews his own odyssey ofby insisting on a single modality for diverse stu-
dents. Instead, a variety of individually tailored personal therapy during a 45-year career, em-

phasizing the diversity of theoretical orienta-personal development exercises (Beutler &
Consoli, 1992) and other life-enhancing activi- tions he sought. He concludes (Yalom, 2002,

pp. 41–42):ties (Lazarus, 1992) are endorsed.
In both this Handbook and research studies, It is important for the young therapist to avoid

the valence accorded to personal therapy varies sectarianism and to gain an appreciation of the
as a function of whether or not the psychother- strengths of all the varying therapeutic ap-
apist has undergone personal treatment himself proaches. Though students may have to sacrifice

the certainty that accompanies orthodoxy, theyor herself. In one representative study (Norcross,
obtain something quite precious—a greater ap-Dryden, & DeMichele, 1992), only 4% of psy-
preciation of the complexity and uncertainty un-chologists who received personal therapy thought
derlying the therapeutic enterprise.it was unimportant compared to 39% of those

psychologists who had not received it. In their Yalom is hardly alone in his experience.
Across studies and across countries, psycho-chapter, Prochaska and DiClemente (1992) re-

ported having undergone personal therapy, and therapists rate their personal therapy or analysis
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the second most important influence on their Strauss, 1984). Whether or not clinicians ever
elect to produce original research, they mustprofessional development—behind only clini-

cal experience (Orlinsky et al., 2001). Given learn to respect the process of knowledge ac-
quisition, to acquire a way of thinking aboutthis and the overwhelmingly positive self-

reported outcomes of therapists’ personal ther- therapeutic phenomena, and to critically read
the relevant literature. In short, research train-apy (Orlinsky & Norcross, 2005), we enthusias-

tically recommend (but not require) personal ing prepares us to question and evaluate the
way psychotherapy (and psychotherapy train-treatment for our trainees. A “good-enough”

therapist (or multiple therapists) is necessary ing) is conducted (Meltzoff, 1984).
for the undertaking, of course. Personal ther-
apy is viewed as one component of ongoing
development and continuing education. INTEGRATIVE SUPERVISION
With respect to research training, the con-

sensus is that it is a desirable, but not neces- As beginners, most psychotherapists sought out
a single theory by which they could definesary, ingredient for an effective integrative ther-

apist. None of the contributors to the earlier their approach, manage their anxiety, and so-
lidify their identity. Beginners felt a naı̈ve senseedition of this Handbook insisted upon its in-

clusion in clinical curricula, but several advo- of security in adhering to the methods of a sin-
gle, pure-form orientation; however, such reas-cate a critical and searching perspective to the

psychotherapy enterprise. Beutler and Consoli surance was inevitably short-lived as they came
to realize the limitations of any singular ap-(1992), for instance, asserted that a research

orientation assists one to perceive relationships proach. In recent years, the lure of empirically
supported treatments has led many beginnersbetween therapeutic strategies and subsequent

changes and to be a thinking therapist. Simi- down a path of simplistic hope that manual-
ized treatments would have all the answers. Inlarly, Lazarus (1992) placed paramount im-

portance on the multimodal therapist being time, of course, those who jumped on the evi-
dence-based bandwagon quickly came to real-trained to understand the workings of science,

to appreciate the value of inquiry, and thus to ize the limitations of manualized therapies
developed within laboratory settings using re-become critical consumers of research—not

necessarily producers of research. We concur search volunteers. Decades of psychotherapy
research has clearly documented that patientwholeheartedly.

A scientific orientation, not to be equated factors and the therapeutic relationship, rather
than specific technical ingredients, are mostwith laboratory research, conveys a mode of

thought that transcends the particular brand of important to psychotherapy success (Norcross,
2003; Wampold, 2001). If we manualize any-therapy being conducted. It teaches how to be

inquisitive and skeptical, how to gather data thing, it should be flexibility and effectiveness
(Beutler, 1999).rather than opinion, how to analyze those data

and draw inferences from them. These are As suggested earlier, advocates of integration
are certain to confront obstacles in guidingskills that help organize clinical knowledge

and help students select among the morass of their students toward an integrative approach.
On a broad level, there are the problems withcompeting therapy claims. Many integrative

therapists credit their research training for fos- curriculum and institutional change discussed
elsewhere in this chapter. On a personal level,tering the thinking skills and methodological

pluralism that enabled them to proceed toward there are the predispositions of those who are
educating and the needs of those who are be-integration (Goldfried, 2001). Good practice,

like good research, depends on systematic deci- ing taught. Committed integrationists will need
to find ways to help their supervisees feel com-sion making, reasoning from sufficient data,

tolerance for ambiguity, and avoidance of pre- fortable foregoing the pursuit of proficiency in
a single, pure-form system and instead work to-mature assumptions (Faust, 1986; Giller &
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ward the development of a comprehensive, tance in their students about such prospects.
Even in the earliest stages of training, studentsmultifaceted system. Although most supervisors

respect clinical approaches that have been often come with theoretical biases that limit
their openness to integrative approaches. Thisdemonstrated to be effective in treating certain

conditions, experienced clinicians are wary of situation may be compounded by the under-
standable anxiety experienced by novices whooverreliance on approaches that suggest that

“one size fits all.” are overwhelmed by the complexity of psycho-
therapy, and therefore, who yearn for a simple,Many beginners cling to the notion that the

realm of psychotherapy is composed of a albeit narrow, theoretical model.
It can be both surprising and disconcertingneighborhood of separate houses. Beginners

tend to view themselves as house hunters seek- for a supervisor to encounter the supervisee
who professes adherence to a narrow modeling the home that will feel most comfortable.

If educators teach psychotherapy in ways that and is resistant to the possibility of becoming
more broadly trained. In these situations it maysuggest that these houses are indeed separate

parcels of real estate, new generations of begin- not be a matter of the trainee holding onto a
base of security, but rather a case of a refusalning therapists will continue to misunderstand

what the real world of psychotherapy is about. to consider alternative methods. Some trainees
apparently feel no need to become informedBelow are eight principles of supervising in-

tegrative psychotherapy, culled from both the about other models and methods; they evi-
dence complacency with their treasured singu-nascent literature and our collective experience.
lar psychotherapy.
The choice of theoretical orientation early

Ensure Prerequisite Knowledge in training is typically made on the basis of a
number of determinants, most of them acci-Successful integrative supervision rests on sev-

eral premises, the most important of which per- dental. In the typical undergraduate curricu-
lum, the pedagogical approach to clinical ma-tain to the supervisee’s level of cognitive com-

plexity and theoretical sophistication prior to terial tends to be discrete and categorical. For
example, in a course on abnormal psychology,beginning clinical work. Ideally, as delineated

earlier, the supervisee has acquired a rudimen- diagnostic conditions are commonly taught as
independent of other conditions; a textbooktary understanding of differential treatment se-

lection and has been exposed to the range of client has panic disorder or major depressive
disorder, but not both concomitantly. Clini-theories and techniques that are the underpin-

nings of psychotherapy integration. In our ex- cians working with real people, however, know
that most clinical presentations are multidi-perience, if the supervisee does not possess

such knowledge, then it should be taught im- mensional. When they learn treatment ap-
proaches, undergraduates are likely to study in-mediately, if feasible, or the supervision should

probably not aspire to be integrative. The inte- dependent, nonintegrated approaches such as
cognitive, psychodynamic, or systemic. Theygrative journey is arduous; it is unrealistic to

expect beginners to competently plunge into may prematurely leap to the conclusion that a
given model is the most viable one for them tointegrative work early in their development.
pursue in their own graduate training, not yet
realizing that clinical work tends to be techni-

Understand Trainees’ Biases cally eclectic.
and Anxieties Supervisors will find it easier to reach begin-

ning trainees when they approach their workThe word is only slowly spreading to educators
who have not been involved in the integration with an understanding of the stages of therapist

development (Halgin, 1988). In one particularmovement about the wisdom and the pragmat-
ics of integrative training. Experienced faculty stage theory (Loganbill, Hardy, & Delworth,

1982), which has become an accepted modelincreasingly appreciate integrative training, but
they may be surprised to encounter some resis- for understanding therapist development, su-
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pervisees progress through three stages: stagna- pervisor can lose touch with how perplexing
and intimidating the psychotherapy process istion, confusion, and integration. During the

stagnation stage, the beginner is deceived by for the neophyte.
the illusion of simplicity in clinical work. The
confusion stage follows, during which the

Clarify Expectations and Goalstrainee realizes that something is amiss and so-
lutions seem elusive. It is only later in training In addition to the difficulty of mastering inte-

gration is the difficulty of becoming a super-that the supervisee attains a sense of integration
during which flexibility, security, and under- visee. Trainees usually enter supervision with

little understanding of the process, and they of-standing emerge. Thus, the supervisor who im-
patiently expects the trainee to have attained ten do not receive formal assistance in assum-

ing the role of supervisee. It should come as nointegration early in training is likely to engen-
der dismay, frustration, and diminished self- surprise that trainee ratings and faculty/expert

ratings of the quality of the same supervisionesteem in the trainee.
session have very low correlations (e.g., Rei-
chelt & Skjerve, 2002; Shanfield, Hetherly, &

Appreciate the Difficulty Matthews, 2001). Many supervisor and super-
of Integration visee dyads are literally not on the same page.

Psychotherapy supervision, particularly ofSupervisors can often lose touch with the chal-
lenging nature of learning integration. Stu- the integrative variety, requires formal prepara-

tion of students and structured orientation todents, when first introduced to multitheoretical
approaches, are frequently puzzled by the me- supervision (Bertger & Buchholz, 1993). Such

an orientation would address the participants’chanics of technique shifts and are dismayed
that their own attempts might prove to be awk- goals and expectations, the logistics of supervi-

sion (e.g., setting, format, boundaries, legal re-ward and disruptive (Wachtel, 1991). Begin-
ners are typically overwhelmed by the array of lationship), and its omnipresent evaluative com-

ponent (e.g., grading criteria, course credit,possibilities. For example, a novice may be per-
plexed by whether an interpretation or a direc- letters of recommendations). In fact, we are

among those who opt for an explicit contracttive intervention is advisable at a given point
in a session; confronted with such an imposing for supervision (Sutter, McPherson, & Geese-

men, 2002).choice, paralysis may set in. When apprised of
such a moment in the therapy, an insensitive
supervisor may make a difficult situation even

Share Our Work with Superviseesworse for the trainee who is already feeling
miserably insecure. A comment that reflects Although modeling has been shown to be a

particularly effective procedure for teachingimpatience or surprise about the trainee’s han-
dling of the therapy is likely to intensify the complex behaviors, this technique is used sur-

prisingly little in teaching psychotherapy. Moststudent’s anxiety instead of fostering some risk-
taking, which is an indispensable part of the clinical educators use lecture and consultant

techniques to pass on knowledge about thelearning process.
Experience provides clinicians with a spe- methods of psychotherapy. Like many consul-

tants, they act and speak like experts who arecial sense of what should be done next in the
therapy; this reflects a complex, recursive deci- reluctant to acknowledge the problems that

they themselves encounter in their work.sion-making process that is informed by doz-
ens, perhaps hundreds, of bits of data related Rather than discuss the mistakes they have

committed, they are inclined to report the suc-to client, therapist, and context considerations.
Like the statistics instructor who may be oblivi- cesses they have achieved. Rather than disclose

their anxieties, they are likely to boast in waysous to the fact that many students do not fully
appreciate the difference between analysis of that communicate an inflated sense of compe-

tence and self-assurance.variance and correlation, the experienced su-
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This situation would be quite different if plore the parallels between what is happening
in the supervisory relationship and in the thera-trainees could actually observe the work of

their clinical supervisors; yet conducting peutic relationship (Rau, 2002).
Researchers have documented supervisorypsychotherapy before the critical eyes of super-

visees is an uncommon event. Consequently, styles that are facilitative and those that are
problematic (see Neufeldt, Beutler, & Ban-trainees are deprived of the opportunity of

watching their teachers struggle with the chero, 1997). The ideal supervisor possesses
“high levels of empathy, respect, genuineness,dilemmas that are so common in clinical

work. flexibility, concern, investment, and openness”
(Carifio & Hess, 1987, p. 244). Like good ther-We and others (e.g., Lampropoulos, 2002;

Norcross & Beutler, 2000) emphasize the enor- apists, good supervisors are those who use ap-
propriate teaching, goal-setting, and feedback;mous value of demonstrating and modeling

psychotherapy to trainees. Trainees should ob- they tend to be seen as supportive, noncritical
individuals who respect their supervisees andserve the work of clinical supervisors, conduct

psychotherapy with more experienced peers, help them understand their own responses to
patients (Shanfield, Hetherly, & Matthews,and watch videotapes of seasoned clinicians

conducting psychotherapy. Trainees may also 2001). The remote and uncommitted supervi-
sory style, in particular, seems to be detrimen-benefit by reading about how seasoned thera-

pists themselves struggled in their early at- tal (Nelson & Friedlander, 2001). It tends to
beget trainee struggle or extensive anger and,tempts to develop an integrated approach to

therapy (Goldfried, 2001). in such relationships, supervisees commonly
lose trust, feel unsafe, pull back, and remainSharing our clinical work with our students

can open a rich dialogue in which the supervi- guarded.
Although a negative supervisory experiencesor is willing to be vulnerable. By being vulner-

able, the supervisor can commit to a trusting may be attributable to a general problematic
supervisory style, sometimes the negative expe-and open relationship. What a wonderful op-

portunity for the trainee to observe the work of rience is due to more specific counterproduc-
tive events in supervision (Gray, Ladany, Walker,the expert! Supervision can focus on the diffi-

culties encountered by the therapist/supervisor, & Ancis, 2001). One such example is when
a supervisor dismisses a trainee’s thoughts andand in this process the student can develop a

greater appreciation of what takes place within feelings. Another example involves the supervi-
sor directing the trainee “to be different withthe integrative therapy session. Open discus-

sion of our own clinical work will also sensitize the client.” Research documents that counter-
productive supervisory events commonly leadus to the complexity of this work. When faced

with trainees asking us to explain—and de- to a weakening of the supervisory relationship
and a diminishment of the quality of work withfend—why a given intervention was chosen,

we will assuredly become aware of how diffi- the client (Ramos-Sanchez et al., 2002).
Integrative supervisors have an excitingcult practicing within an integrative approach

is; and with this awareness, we will be more opportunity to apply to the supervisory rela-
tionship some of the same methods that aresensitive to the challenges that our trainees

confront. effective in integrative psychotherapy. The su-
pervisor can blend the methods of several theo-
retical approaches; for example supportive,

Make Optimal Use of the directive, exploratory, and interpersonal tech-
Supervisory Relationship niques can be blended within supervision in

such a way that the supervisee feels supported,Just as the therapeutic relationship is an essen-
tial curative factor in psychotherapy, the super- understood, and well-educated (Halgin, 1985a).

The supervisory relationship is an optimal con-visory relationship is comparably important in
fostering growth in clinical trainees. The useful text within which to model these crucial train-

ing goals.concept of parallel process can be used to ex-
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As should now be apparent, the relationship ture (e.g., Holloway & Wampold, 1986; Stol-
tenberg, McNeill, & Crethar, 1994) suggestsis simultaneously a context and a process for

change in supervision. We as supervisors have that we can improve supervision by tailoring
it to three trainee characteristics in particular:the opportunity of providing our students with

wonderful gifts. Ideally, they will finish their developmental stage, therapy approach, and
cognitive style (Norcross & Halgin, 1997).work with us knowing more about therapy,

more about clients, more about us, and most One of the most appealing features of inte-
grative psychotherapy is that an individualizedimportantly, more about themselves. The su-

pervision can be viewed as a laboratory in treatment plan can be formulated for each cli-
ent. A similar principle holds true for integra-which creative experiments take place. As su-

pervisors, we have a great deal of responsibility tive supervision: an individualized supervision
plan can be formulated for each trainee on thefor ensuring that participants—the clients and

the trainees—in the experiment are treated basis of his or her style, stage, experience, com-
plexity, and other considerations.with sensitivity and care. When we, the super-

visors, make it clear that we are also partici-
pants in this exciting experiment, we enhance

Provide a Systematic Modelthe probability of integrative success.
Ideal supervisors provide feedback to students
in a variety of ways within a coherent concep-

Tailor Supervision to the tual framework (Allen, Szollos, & Williams,
Individual Supervisee 1986; Carifio & Hess, 1987). A systematic

model determines in large part whether inte-Just as we ask our students to be integrative and
prescriptive in their clinical work, so too should grative supervision is experienced as intelligi-

ble or bewildering. Supervision within a coher-we match our supervision to their unique
needs and clinical strategies. The determinants ent framework is associated with a higher

quality experience; conversely, less valued inte-of therapist behavior are too numerous and su-
pervisee needs too heterogeneous to provide grative supervisors fail to ground their clinical

interventions within larger conceptual perspec-the identical supervision to each and every stu-
dent. tives.

The task of integrating the diverse systemsNot only are accidents of fate important in
determining theoretical orientation, but so also of psychotherapy should not be left entirely to

the trainee (Hollanders, 1999). Many programsare personal life experiences and personality
traits. The biographies of Freud, Skinner, Rog- and supervisors advertise themselves as integra-

tive, offering a nonpartisan approach that ap-ers, and others theorists convincingly demon-
strate that their personal life experiences in- peals to students. But what it frequently means

is that the students are taught by faculty of dif-fluence their tenets and techniques (e.g.,
Demorest, 2004; Monte & Sollod, 2003). Sim- ferent orientations, leaving students to try to in-

tegrate the systems on their own; or, the stu-ilarly, the clinical approach of many beginning
therapists is tremendously influenced by per- dents are supervised by faculty who respect all

systems but have no systematic way of synthe-sonal life experiences.
Integrative supervision will obviously take sizing, sequencing, or selecting among them

for a given case (Hinshelwood, 1985).into account a number of trainee variables. Su-
pervisors will assess personality characteristics, In the midst of conducting psychotherapy, a

supervisee will desire immediate and concretesuch as introversion versus extroversion or need
for challenge versus need for support, and de- guidance on the “right treatment” for his or

her patients. In the midst of conducting super-velop supervisory strategies that take these char-
acteristics into account (Lampropoulos, 2002) vision, a supervisor will want to address the stu-

dent’s immediate need but also provide a morein order to help the supervisee develop thera-
peutic skills and discover his or her own voice general treatment selection heuristic for future

patients. The most frequent integrative/eclecticas a therapist (Rau, 2002). The research litera-
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models used in this regard appear to be multi- grams enforce indoctrination and do not teach
optimal client–therapy matching.modal therapy, the common factors approach,

the transtheoretical model, cognitive-interper- One difficulty with this account is that it has
a judgmental flavor, as evidenced by the use ofsonal therapy, and systematic treatment selec-

tion, according to directors of doctoral programs words like rigid to characterize the opponents
of integration. When translated into interper-(Lampropoulos & Dixon, in press). The pre-

ceding chapters in this Handbook detail these sonal messages, such characterizations are
likely to produce an antagonistic, win–loseand other systematic and evidence-based mod-

els for matching treatments to patients; our struggle, in which the integrative “good guys”
try to take over from the separatist “bad guys.”point is that supervisors should offer such a sys-

tematic model as well. This is hardly likely to promote a welcoming
attitude toward integration on the part of the
“opposition”!
Moreover, one of the first principles of orga-THE ORGANIZATIONAL CONTEXT

nizational change is to listen to one’s opponents
respectfully and seriously; they probably haveThe curricular and supervision models por-

trayed above represent a growing consensus on some truth on their side, and important consid-
erations may emerge from a dialogue amongthe outlines of effective integrative training. In

our judgment, the training need at the present those with contrasting views. Even if the obsta-
cles to integration consist largely of rigidity ontime is not so much for further conceptual re-

finement, but for progress in institutional move- the part of current faculty and students, we
must work with them; we are not likely, exceptment toward adopting such integrative train-

ing. In other words, the more pressing need is in unusual circumstances, to be able to select
a body of faculty de novo. It is, of course, possi-less curricular than systemic.

This conclusion has led Andrews (1991) ble to select students or interns according to
explicitly integrative criteria (see Lane, Andrews,and us (Andrews, Norcross, & Halgin, 1992)

to contemplate the necessary systemic change Gabriel, Holt, & Schick, 1989, for an example),
but this is only likely to happen once the facultyprocesses—how innovations are adopted in or-

ganizations of higher education. This approach themselves adopt integrative principles.
Those who study social change in higherrepresents a different stream of thinking, one

that complements the conceptual models de- education emphasize the decentralization of
power in a variety of overlapping sites. Ratherscribed above. Our objective in this section is

to outline many of the educational, political, than a simple “line” authority structure, power
and decision making are localized in many set-and organizational changes that must occur in

order to implement even a modestly integrative tings: the formal administrative structures in-
volving deans and presidents; the faculty senateprogram.
and its curriculum approval committees; the
department chair; and the individual faculty

Obstacles to Implementing members who, within certain limits, decide on
Integrative Ideas what is to be taught in their courses. These fac-

tors make it even more imperative that weIn much of the literature on psychotherapy in-
tegration, nonintegrative programs are por- draw on a variety of change strategies in prom-

ulgating integrative training.trayed as showing rigidity in the curriculum, in
those who administer it (faculty) and in those
who consume it (students). Programs that teach

Principles of Institutional Changeeither one orientation exclusively or a multi-
plicity of competing orientations are criticized In his thoughtful monograph entitled Strate-

gies for Change, Lindquist (1978) reports theas forcing students into premature closure at
the risk of otherwise seeming to be a “wishy- results of case studies involving curricular and

institutional change on various college andwashy” eclectic. It is argued that such pro-
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university campuses. He distills four models of members’ needs, diagnosed and de-
signed with their involvement, and im-influence processes that, he concludes, help to

delineate the channels through which an inno- plemented with their participation.
2. Reduction of burdens. Participants in anvation becomes accepted and stabilized. Inno-

vation—integrative training, in the current case— innovation should see it as reducing
their burdens, lightening their load.is best introduced through a combination of

the four change processes. The effectively Adding responsibilities to already belea-
guered faculty, administrators, and stu-stated (“rational”) idea is spread by means of

informal social networks, linked to solutions by dents is no way to gain acceptance.
3. Support at the top. Although pushingmeans of the problem-solving model, and fi-

nally ratified by the political process. All four an innovation from the administration
without a sense of ownership at othermodels hold, in varying degrees depending on

the situation and people involved. Therefore, levels is unwise, few innovations can
succeed without firm commitment toan effective change agent will orchestrate all

four of the change processes in a flexible way them at the highest administrative level.
4. Compatibility with organizational struc-if he or she is to be fully effective.

Often at conferences dealing with psycho- ture. The innovation whose implement-
ing structure fits into the existing col-therapy integration, complaints are voiced of

resistance at one’s home institution to the in- lege or university organization has the
best chance of success.troduction of integrative ideas; indeed, in some

settings the Society for the Exploration of Psy- 5. Desire for new experience. Routine can
grow tedious. The opportunity to dochotherapy Integration (SEPI) member may be

the only proponent of such ideas. One reason something new and exciting can go far
toward gaining acceptance of a newfor this frustration may be that we tend to take

the rational model or one of the three other idea. Unfortunately, it can also cause
anxiety.models as our sole view of change processes,

thereby missing the opportunity to exert influ- 6. Respect for the opposition. Those op-
posed to an innovation usually haveence within a combination of models. Integra-

tive ideas are best shared and implemented by sound reasons and legitimate concerns.
Innovators need to sit down with thea sage synthesis of rational information, social

network, problem-solving, and politics. opposition and listen.
7. Clear goals. Foggy goals often lead to
failure in implementation. Clear goals

Fourteen Change Strategies are prerequisite to innovation.
8. Open, two-way communication. FullHow best to develop a variety of organizational

change strategies? Watson (1972) offers 14 fac- and open two-way communication be-
fore and during the innovation is vital,tors that induce change in higher education.

The integrationist wanting to introduce such not only to increase participant owner-
ship, but also to enhance accuracy ofchange would do well to incorporate these

strategies and to match his or her proposed in- interpretation. Full feedback from par-
ticipants should be carefully maintained.novation against these criteria, asking at each

step how the endeavor to introduce integrative 9. Bugs inevitable. No innovation works
right the first time. Bugs and disap-ideas could be modified to maximize its likeli-

hood of becoming implemented. pointments should be expected.
10. Training for new roles. Undertaking new

roles is difficult. New skills must be1. Ownership. The more an innovation is
“owned” by those affected by it, the learned, and a training program may

need to be developed.greater will be full acceptance. It is im-
portant, therefore, to be sure that a 11. Suitable materials. New approaches to

curriculum, teaching, and evaluationproposed innovation is responsive to
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usually require appropriate materials chial, more pluralistic, and more effective than
traditional, single theory products.and facilities. Success is contingent

upon adequate resources of all kinds. Our more fervent hope is that, as a process,
psychotherapy integration will be disseminated12. Unexpected effects. Change in one part

of an organization may have unex- in training methods and models consistent
with the openness of integration itself. The in-pected consequences—some desirable,

others not—for other parts. These need tention of integrative training is not necessarily
to produce card-carrying, flag-waving “eclec-to be taken into account in planning

and implementation. tic” or “integrative” psychotherapists. This
scenario would simply replace enforced con-13. Rewards. Faculty, trainees, and supervi-

sors cannot be expected to participate version to a single orientation with enforced
conversion to an integrative orientation, ain a new program without attractive

compensation. A rule of thumb is that change that may be more pluralistic and liber-
ating in content but certainly not in process.participants should be rewarded at least

as fully as are those in traditional learn- Instead, our goal is to educate therapists to
think and, perhaps, to behave integratively—ing, teaching, and research pursuits.

14. Climate of readiness. Institutional mem- openly, synthetically, but critically—in their
clinical pursuits. Our aim is to prepare stu-bers who have an open approach to

change, who are well-informed about dents to develop, if they possess the motiva-
tion and ability, into knowledgeable integrativeinnovations, and who have participated

previously in successful innovation are therapists.
We firmly believe that it is inappropriate tomore accepting of new ideas.

demand that students adopt any single meta-
theoretical perspective, integrative or other-
wise. We are equally convinced that each
practitioner should develop an individual

CONCLUDING COMMENTS

Theoretical pluralism and psychotherapy inte- clinical style within his or her chosen perspec-
tive. The goal of every training programgration are here to stay in training mental

health professionals. Although the particular should be graduates who are knowledgeable,
broad as well as deep in their interests, andobjectives and sequences will invariably differ

across training programs, recent research dem- sufficiently curious to keep learning and grow-
ing professionally (Frances et al., 1984). Inte-onstrates that the vast majority of training pro-

grams profess a pro-integration position. Train- gration, by its very nature, will be a continu-
ing process, rather than a final destination.ing directors indicate that they are committed

to providing their students with significant ex- The hope is that, in Halleck’s (1978, p. 50)
words, our students will “approach our pa-posure to the major psychotherapy models and

to encouraging their students to seek out prac- tients with open minds and a relentless com-
mitment to study and confront the complexi-tica that expose them to several different treat-

ment approaches. And, in most programs, the ties of human behavior.”
attitudes of professors and students alike are
positive toward integration (Goldner-deBeer,
1999; Lampropoulos & Dixon, in press).
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Outcome Research on
Psychotherapy Integration

MICHELE A. SCHOTTENBAUER, CAROL R. GLASS,
AND DIANE B. ARNKOFF

Studies consistently show that one-third to one- ter include integration of psychopharmacology
and psychotherapy (see Beitman, 2005) and in-half of American clinicians consider them-

selves to be either “eclectic” or “integrative” in tegration of treatment formats/modalities (see
Feldman & Feldman, 2005). We will primarilytheoretical orientation (for a review see Glass,

Victor, & Arnkoff, 1993). For instance, a re- focus on individual psychotherapy, with a brief
review on literature of family, couples, andcent study found that 36% of psychologists

claim to be eclectic/integrative (Norcross, Hedges, group modalities. Additionally, most of these
individual treatments are for adults, as very lit-& Castle, 2002). Psychotherapy integration is

widely believed by experienced clinicians to tle empirical research exists on integrative
therapy for children. Although much of theimprove the effectiveness of psychotherapy

(Wolfe, 2001), and yet, despite a large theoreti- treatment for children may be eclectic for prag-
matic reasons, it is rarely identified as suchcal and clinical literature, empirical research

on psychotherapy integration has for many (Chorpita et al., 2002).
In conducting a review of empirical out-years lagged behind (Arkowitz, 1997; Glass,

Arnkoff, & Rodriguez, 1998; Norcross et al., come research on psychotherapy integration,
several problems are encountered. First, it is1993). Fortunately, in recent years the empri-

cial outcome literature has begun to grow con- difficult to identify what constitutes integrative/
eclectic therapy. We restricted our review tosiderably; nevertheless, much work is left to be

done. those therapies that explicitly describe them-
selves as eclectic or integrative. Thus, therapiesOur chapter reviews the existing outcome

literature on psychotherapy integration, dis- that may acknowledge their eclectic heritage,
but primarily retain a pure-form identity, arecusses the difficulties inherent in conducting

this research, and suggests future possibilities. not included (e.g., feminist therapy, rational-
emotive behavior therapy).Types of integration not included in this chap-

459
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A second problem in conducting such a re- The third type of integration we will cover
is theoretically driven integration. Althoughview relates to what constitutes outcome re-

search. A wide range of integrative therapies theoretical integration has been defined in a
variety of ways (cf. Castonguay, Reid, Halperin,have been studied with case studies and purely

process studies; however, for the purposes of & Goldfried, 2003) we will consider it to be
integration in which a clear theory drives thethe current review, the standard for inclusion

was set much higher. In order for a therapy to choice of techniques. Unlike assimilative inte-
gration, the theory is not necessarily derivedbe included in the chapter, there had to be

outcome research consisting of at least one primarily from one type of mainstream psycho-
therapy; it may be developed from an amalgamgroup study with or without comparison group,

preferably with randomization to treatment or of many theories of psychotherapy, developed
anew, or imported from a relevant field (e.g.,to a control group. We identify three levels of

empirical support: substantial empirical sup- social-ecological theory). The choice of psy-
chotherapeutic techniques is guided by theport (four or more randomized controlled stud-

ies), some empirical support (one to three ran- theory and may include techniques from one
or more systems of psychotherapy.domized controlled studies), and preliminary

empirical support (studies with no control group The fourth type of psychotherapy integra-
tion discussed in this chapter is technicalor a nonrandomized control group). Integrative

psychotherapies with only case studies or pro- eclecticism, which has typically been defined
as the use of psychotherapy techniques withoutcess research, or with no research, are included

in a later section on promising directions. regard to their theoretical origins (Lazarus,
2005). Although a number of authors also in-A third source of difficulty relates to the pro-

cess of identifying an accessing research con- clude common factors as a type of psycho-
therapy integration (e.g., the use of elementsducted and published in languages other than

English. Although efforts were made to locate identified as common to many pure-form
therapies), it is only incorporated in the “prom-and include integrative treatments from Eu-

rope and South America, the results of our re- ising directions” section of the current chapter
due to a lack of outcome studies. More infor-view are largely restricted to studies published

in the English language. mation on common factors can be found in
the chapter by Miller, Duncan, and HubbleFinally, a fourth problem in reviewing the

integrative psychotherapy outcome literature is (2005).
Within each type of integration, we will dis-the wide variety of ways in which psychothera-

pists integrate. Various attempts have been tinguish between therapies originally designed
for multiple disorders and those created to ad-made to categorize what eclectic and integra-

tive clinicians do (see Norcross, this volume, dress a specific disorder(s). A list of all psycho-
therapies covered in the chapter, along withfor a review). For our purposes, we will distin-

guish among four types of psychotherapy in- their degree of empirical support to date, is
presented in Table 22.1.tegration. The first is assimilative integration,

defined by Messer (2001, p. 1) as: “the incorpo-
ration of attitudes, perspectives, or techniques
from an auxiliary therapy into a therapist’s
primary, grounding approach.” The second ASSIMILATIVE INTEGRATION
is what we will call sequential and parallel-
concurrent integration, in which separate A variety of integrative therapies have been de-

veloped within the framework of a particularforms of therapy (e.g., cognitive-behavioral and
interpersonal) are given either in sequential or- system of psychotherapy, in which integration

consists of supplementing that therapy withder or during the same phase of treatment in
separate sessions or separate sections of the specific techniques or theories from other sys-

tems of psychotherapy.same therapy session.
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TABLE 22.1 Integrative Therapies with Empirical Support, Categorized by Degree of Support

Name of Therapy Authors and References

Substantial Empirical Support (4 or More Randomized Controlled Studies)
Acceptance and Commitment Therapy Hayes, Strosahl, & Wilson (1999)
Cognitive Analytic Therapy Ryle (1990); Ryle & Kerr (2002)
Dialectical Behavior Therapy Linehan (1993)
Emotionally Focused Couples Therapy Greenberg & Johnson (1988)
Eye Movement Desensitization and Reprocessing Shapiro (1995)
Mindfullness-Based Cognitive Therapy Segal, Teasdale, & Williams (2002)
Multisystemic Therapy Henggeler, Schoenwald, Borduin, Rowland, & Cunning-

ham (1998)
Systematic Treatment Selection Beutler & Clarkin (1990); Beutler & Harwood (2000)
Transtheoretical Psychotherapy Prochaska & DiClemente (1992)

Some Empirical Support (1–4 Randomized Controlled Studies)

Behavioral Family Systems Therapy Robin et al. (1994, 1999)
Brief Eclectic Psychotherapy for PTSD Gersons, Carlier, Lamberts, & van der Kolk (2000)
Brief Relational Therapy Safran, Muran, Samstag, & Stevens (2002)
CBT and Interpersonal/Emotional Processing Therapy Newman, Castonguay, Borkovec, & Molnar (in press)
for GAD

Cognitive Behavioral Analysis System of Psychotherapy McCullough (2000, 2001)
Sequential CBT and Psychodynamic-Interpersonal Shapiro & Firth (1987)
Therapy

Integrative Behavioral Couple Therapy Jacobson & Christensen (1996)
Integrative Cognitive Therapy for Depression Castonguay et al. (2004)
Integrative Treatment for Agoraphobia Chambless, Goldstein, Gallagher, & Bright (1986)
Interactive-Behavioral Training Daniels (1998)
Process-Experiential Therapy (Individual) Greenberg & Watson (1998)
Systemic Behavioral Family Therapy Alexander & Parsons (1982)
Multimodal Therapy Lazarus (1981, in press)

Preliminary Empirical Support (Studies with No Control Group or a Nonrandomized Control Group)

Bergen Project (FIAT Model) Nielsen et al. (1987)
Client-Directed, Outcome-Informed Therapy Duncan & Miller (2000)
Cognitive Analytic Group Therapy Duignan & Mitzman (1994)
Developmental Counseling and Therapy Ivey (2000)
Functional Analytic Psychotherapy Kohlenberg & Tsai (1991)
Integrative Psychotherapy for Personality Disorders Calderón (2001)
Integrative Group Treatment Morgan, Winterowd, & Fuqua (1999)

Note. PTSD, Posttraumatic Stress Disorder; CBT, Cognitive-Behavior Therapy; GAD, generalized anxiety disorder; FIAT, Flexibility,
Interpersonal orientation, Activity, and Teleologic understanding.

1998) and couple therapy (Greenberg & John-
Therapies Originally Designed son, 1988; Johnson, Hunsely, Greenberg, &
for Any Disorder Schindler, 1999). The couple therapy research

is included in a section on that modality later
in this chapter. Individual process-experientialProcess-Experiential Therapy

Greenberg and colleagues have developed a therapy integrates process-directive and experi-
ential interventions for specific client markersprocess-experiential therapy that has under-

gone several empirical tests in different forms, with the facilitative conditions of client-centered
therapy. Greenberg and Watson (1998) com-including individual (Greenberg & Watson,
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pared this therapy to client-centered therapy Bergen Project on Brief
Dynamic Psychotherapywith 34 randomly assigned clients with depres-

sion. They found no difference in depressive The Bergen Project on Brief Dynamic Psycho-symptoms at termination or at a 6-month fol- therapy (Nielsen et al., 1987) was based on thelow-up, but the process-experiential treatment FIAT model, which stands for Flexibility, In-showed some other benefits, including fewer terpersonal orientation, Activity, and Teleologicsymptoms, better self-esteem, and fewer inter- understanding. The therapy designed from thispersonal problems. A more recent randomized model added supportive, behavioral, and cog-comparison of these two approaches has been nitive interventions to psychodynamic tech-completed with a sample of 72 depressed cli- niques. In a small pilot study, Nielsen and asso-ents (Goldman, Greenberg, & Angus, 2003). ciates (1988) found that clients with physicalAlthough both treatments significantly increased disorders who received treatment with the FIATself-esteem and reduced depression, process- model showed statistically significant symptomexperiential therapy resulted in significantly change by the end of therapy, maintained suchmore improvement on most measures. Al- change at follow-up, and were judged muchthough there are only two outcome studies improved by independent raters. Their im-on the process-experiential approach to indi- provement was equal to that of participantsvidual therapy, extensive process research has who received one of two short-term dynamicfound support for the techniques incorporated therapies. Those in the FIAT treatment, how-in this method of therapy (e.g., Goldman & ever, may have reached their “peak of change”Greenberg, in press; Pos, Greenberg, Gold- later in the process of therapy (Barth et al.,man, & Korman, 2003; Watson & Greenberg, 1988).1996). A larger sample of 44 clients with a wide
range of Axis I and Axis II disorders, from
which the subsample for the previous studyFunctional Analytic Psychotherapy
was taken, found that at the end of treatment,Functional Analytic Psychotherapy (FAP; Koh- FIAT clients had not improved as much as cli-lenberg & Tsai, 1991) uses behavioral analysis ents in the two short-term psychodynamic psy-of the therapeutic relationship to improve chotherapy groups, but that by 2-year follow-manualized cognitive therapy (Kohlenberg, up they had “caught up” to the other groupsKanter, Bolling, Parker, & Tsai, 2002). The in- (Nielsen et al., 1992). The conclusions are lim-terpersonal relationship between the client and ited because the clients were not randomly as-therapist is a major focus of the work, in that signed to treatments but assigned due to theo-problematic interpersonal client behaviors are retical reasons. The FIAT model has also beennoted and elicited by the therapist, who then applied to insomnia, with good preliminary re-contingently responds to client improvement sults from two case studies (Nielsen, 1990).and helps the client understand the function

of these behaviors (Callaghan, Naugle, & Fol-
lette, 1996; Kohlenberg et al., 2002). Several Therapies Originally Designed
empirical case studies of FAP exist. Addition- for a Specific Disorder
ally, in a quasi-empirical nonrandomized study
with a control group, Kohlenberg and colleagues
(2002) compared standard cognitive therapy to Mindfulness-Based Cognitive

Therapy for DepressionFAP-enhanced cognitive therapy with 46 de-
pressed clients. They found significant benefits Mindfulness is a technique based in Buddhist

practice that has recently been applied in psy-for FAP at posttreatment and 3-month follow-
up on measures of depression and interper- chotherapy; it involves being aware of thoughts

and feelings and therefore achieving a sense ofsonal function, in comparison to standard cog-
nitive therapy. separateness from them, as well as a sense of
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their impermanence. Baer (2003) reviewed the assigning participants to groups. Although the
number of participants was small (21), the ICTliterature on mindfulness interventions and

found that they may be related to improvement group did significantly better than the controls
both statistically and clinically on two mea-in a number of disorders and a number of inte-

grative therapies, including Mindfulness-Based sures of depression and on global functioning.
Cognitive Therapy (MBCT; Segal, Teasdale,
& Williams, 2002).
Consisting of cognitive therapy supplement- SEQUENTIAL AND PARALLEL-

ed with mindfulness techniques, MBCT (Segal CONCURRENT INTEGRATION
et al., 2002) was developed to help prevent re-
lapse in recurrently depressed clients. Several Two types of psychotherapy integration that are
randomized studies have examined the efficacy not often explored empirically are what we
of MBCT. Teasdale et al. (2000) found that if term sequential and parallel-concurrent. In se-
clients had experienced three or more previous quential psychotherapy integration, two or more
episodes of depression, MBCT was associated types of psychotherapy are given, each during
with significant reduction in relapse or recur- a separate phase of time and in a specified or-
rence of depression when compared with treat- der, with the aim of targeting specific problems
ment as usual; however, this improvement was during each stage. In parallel-concurrent psy-
not found for clients with fewer prior depres- chotherapy integration, two or more types of
sive episodes. This study used a sample of 145 psychotherapy are given during separate ses-
participants. sions (both in the same phase of treatment,
Ma and Teasdale (2004) replicated these re- such as during the same week) or during sepa-

sults with a sample of 125 depressed outpa- rate parts of one session. Sequential and paral-
tients. Additionally, Teasdale and colleagues lel-concurrent integration are different from
(2002) found that metacognitive awareness, or other types of psychotherapy integration in that
the ability to think about thinking, increased as they keep the component pure-form therapies
a result of MBCT in a treatment study with distinct while acknowledging the importance
87 participants. Williams, Teasdale, Segal, and of including both types of therapy as part of a
Soulsby (2000) randomly assigned 45 clients to complete treatment.
MBCT or treatment as usual and found that
MBCT significantly reduced the number of
generalized memories in depressed clients Sequential Psychotherapy Integration
when compared with treatment as usual; re-
calling generalized rather than specific memo-
ries has been found to be a maladaptive aspect First Sheffield Project: Combining

CBT and Psychodynamic-of depression.
Interpersonal Psychotherapy

One of the first significant examples of re-
Integrative Cognitive Therapy search on combining existing approaches was
for Depression the Sheffield Psychotherapy Project (Shapiro

& Firth, 1987). The primary goal of this studyCastonguay and colleagues (2004; Castonguay
& Maramba, 2005) have developed and tested was to compare a cognitive-behavioral (prescrip-

tive) treatment with a psychodynamic-interper-an Integrative Cognitive Therapy (ICT) for de-
pression that uses techniques from humanistic sonal (exploratory) treatment in a crossover re-

search design. (The exploratory therapy wasand interpersonal therapies to help repair alli-
ance ruptures in traditional cognitive therapy. later found to integrate psychodynamic, experi-

ential, and interpersonal methods; Shapiro &They examined this integrative cognitive ther-
apy for depression in comparison to a waiting- Startup, 1992.) Forty clients with depression

and/or anxiety completed 16 sessions of ther-list control; randomization was employed when
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apy, either consisting first of 8 prescriptive ses- with larger effect sizes in the CBT/IEP group
than in the CBT/SL group, and more improve-sions followed by 8 exploratory sessions, or vice

versa. At the end of treatment, both groups ex- ment after therapy and at 6-month, 1-year, and
2-year follow-up (Newman, Castonguay, &hibited equally significant improvement, and

at 3-month follow-up there was a trend for Borkovec, 2002b).
greater symptom improvement among those
who completed exploratory therapy first. A
later analysis found that this may have been THEORETICALLY DRIVEN

INTEGRATIONdue to one of the therapists being more adept
at cognitive-behavioral treatment (Shapiro,
Firth-Cozens, & Stiles, 1989). Those who ex- Theoretically driven integration consists of a

clear theory that guides the choice of interven-perienced exploratory followed by prescriptive
therapy reported that the process of therapy tions. The theory may or may not be integra-

tive; it could be developed from an amalgamseemed smoother than did those with the op-
posite order of treatment (Barkham, Shapiro, of many theories of psychotherapy, developed

anew, or imported from a relevant field. The& Firth-Cozens, 1989). A 2-year follow-up
found results similar to those at the end of interventions may include techniques from

one or more systems of psychotherapy and aretreatment (Shapiro & Firth-Cozens, 1990).
chosen insofar as they can potentially meet the
goals set forth by the theory.

Parallel-Concurrent Psychotherapy
Integration

Therapies Originally Designed
for Multiple DisordersCBT and Interpersonal/Emotional

Processing Therapy for Generalized
Anxiety Disorder Transtheoretical Psychotherapy

The Transtheoretical Model (TTM; ProchaskaNewman, Castonguay, Borkovec, and Molnar
(in press) have developed an emotion-focused & DiClemente, 2005; Prochaska & Norcross,

2003) posits five stages of change (precontem-therapy for generalized anxiety disorder (GAD).
Based on findings that some clients with GAD plation, contemplation, preparation, action,

and maintenance), with specific processes ofdo not improve with typical cognitive-behavior
therapy (CBT), but seem to have difficulty change to be used at specific stages. Treatment

outcome is thought to be related to stage ofwith emotional processing, this therapy inte-
grates work on interpersonal/emotional pro- change, in that clients entering therapy in later

stages (preparation or action) may be morecessing with traditional CBT for anxiety disor-
ders. One hour of CBT is followed by 1 hour ready for change and show more progress in

therapy than clients in the early stages (precon-of Interpersonal/Emotional Processing Ther-
apy (IEP), so that the therapies are kept as dis- templation and contemplation). Clients in the

precontemplation stage, which is defined astinct components of the treatment.
Newman, Castonguay, and Borkovec (2002a) being undisturbed by or unaware of problems,

and not intending to change in the near future,compared CBT with and without IEP in a
small sample of clients and found that a larger are at risk for terminating therapy prematurely

(Smith, Subich, & Kalodner, 1995). The pro-percentage of clients improved in the CBT/
IEP condition compared to the CBT with Sup- cesses of change are activities and experiences

engaged in by individuals when they attemptportive Listening (SL) condition; improvements
were maintained at 6 months and 1 year. This to change, either within or outside of therapy,

such as self-reevaluation and countercondition-study, however, was preliminary and included
a small number of clients in the comparison ing. Each process can be facilitated by specific

therapeutic interventions (Prochaska, DiCle-condition. Another study with more equal sam-
ple sizes in each group had similar findings, mente, & Norcross, 1992). Certain processes
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are thought to be especially beneficial or em- A number of randomized controlled studies
have examined the effects of using the stagesphasized at particular stages of change or to

facilitate progress from one stage of change to of change to create tailored interventions for
smoking cessation. Prochaska, DiClemente, Vel-the next (Prochaska, DiClemente, et al., 1992).

A variety of empirical evidence has been icer, and Rossi (1993) randomly assigned 770
smokers to one of four treatments: a home-gathered on the Transtheoretical model. Rosen

(2000) conducted a meta-analysis of 47 cross- based action-oriented cessation program (stan-
dardized), stage-matched self-help manuals (in-sectional studies on the process of change and

found a moderate to large effect for variation dividualized), expert system computer reports
plus self-help manuals (interactive), and coun-in cognitive-affective processes by stage and for

variation in behavioral processes by stage. The selors plus computers plus self-help manuals
(personalized). Participants in the two self-helptopics addressed in the studies included smok-

ing, substance abuse, exercise, and diet. Se- manual conditions had similar smoking cessa-
tion rates until 18 months, when the stage-quencing of the stages depended somewhat on

the disorder involved. Five longitudinal studies matched manuals became more effective. The
two computer conditions performed equallyhave found that stages of change are related to

the amount of progress individuals make dur- for 12 months, after which the counselor con-
dition stopped improving, and the group with-ing psychotherapy (DiClemente et al., 1991;

Gottlieb, Galavotti, McCuan, & McAlister, out the counselor continued to smoke less.
The expert system was shown to have signifi-1991; Lam, McMahon, Priddy, & Gehred-

Schultz, 1988; Ockene et al., 1992; Prochaska cant benefit compared with a control group
that still had received no treatment at a 6-et al., 2005).

The stages of change model has been ap- month follow-up, and the expert system group
continued to improve at 2-year follow-up (Pro-plied to a number of areas relevant to outcome,

such as predicting dropout. Brogan, Prochaska, chaska, Redding, et al., 2001). The expert sys-
tem has also been shown to be significantlyand Prochaska (1999) used the stages of change

to predict psychotherapy dropout with about better than assessment alone in large-scale
studies of 5,170 smokers (Prochaska, Velicer,90% accuracy. Clients in the precontemplative

stage tended to dropout prematurely, clients in Fava, Rossi, & Tsoh, 2001) and 4,000 smokers
(Prochaska et al., 2000). Velicer, Prochaska,the action stage tended to terminate quickly

but appropriately, and clients who continued Rava, Laforge, and Rossi (1999) found that
computer-generated expert systems based onhad mixed profiles. Prochaska, Norcross, Fow-

ler, Follick, and Abrams (1992) also found that the TTM were more effective than noninterac-
tive self-help manuals for smokers when as-stages and processes of change early in psycho-

therapy were found to best predict premature sessed at 6, 12, and 18 months among a sample
of 2,882 participants.termination in cognitive-behavior therapy.

There is evidence that the amount of prog- The TTM has also been investigated within
the context of treatment for alcohol depen-ress clients make during treatment is related to

their stage of change. In a study of smoking dence. A large-scale study, Project MATCH,
consisted of 673 outpatient and 510 aftercarecessation for cardiac clients, Ockene et al.

(1992) found that 76% of those ready for action clients assigned to one of three treatments:
Twelve-Step Facilitation, Cognitive-Behavioralat the beginning of the study were not smoking

6 months later, whereas only 22% of partici- Therapy, or Motivational Enhancement Ther-
apy. Carbonari and DiClemente (2000) foundpants in the precontemplation stage achieved

success. Prochaska, DiClemente, Velicer, Gin- that stage of change predicted outcome and
differential treatment response.pil, and Norcross (1985) found that partici-

pants in the study who were able to move to A number of randomized controlled studies
have examined the effectiveness of expert sys-the next stage during the first month of treat-

ment had double the chance of successful tem interventions based on the TTM for a
number of other health problems and risky be-treatment.
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haviors. In a large-scale study of treatment for eating more than those in the contemplation
stage, although the stage of change did not pre-stress management (N = 1,085), Evers, John-

son, Padula, Prochaska, and Prochaska (2002) dict dropout. The authors concluded that this
provided some support for the stages of changefound that a program based on the TTM (in-

volving three expert system tailored communi- among clients with bulimia nervosa. Wilson,
Bell-Dolan, and Beitman (1997) found that thecations and a stage-based self-help manual) was

more effective than a control group at an 18- stages of change interacted with responsiveness
to drug treatment for generalized anxiety disor-month follow-up. A study of 2,460 parents of

teens who were participating in similar projects der; participants higher in contemplation or
action experienced greater decrease in anxiety,in school found that a treatment consisting of

a stage-based multiple behavior manual and whereas those high on precontemplation did
not. One study, however, did not find supportthree assessment-driven expert system feedback

reports resulted in significantly more smoking for the TTM among 60 psychiatric outpatients,
in that clients high in precontemplation werecessation, avoidance of sun exposure, and re-

duced-fat diets than in the control group at a not more likely to drop out of therapy (Derisley
& Reynolds, 2000). Although TTM-based in-24-month follow-up (Prochaska et al., 2002).

In a sample of 5,545 women, Redding et al. terventions have been shown to be effective for
changing health-related behaviors, the evi-(2001) found improved diet, reduced sun expo-

sure, increased mammography screening, and dence for its applicability to mental disorders
is still in need of more exploration.increased smoking cessation in participants

who participated in an expert-system based
treatment, compared to the control group. Pa-

Acceptance andtients with Type 1 and Type 2 diabetes (N =
Commitment Therapy1,040) showed improved self-monitoring for

blood glucose, diet, and reduced smoking at a Acceptance and Commitment Therapy (ACT;
Hayes, Strosahl, & Wilson, 1999) is based on12-month assessment when given a TTM pro-

gram rather than a non-TTM intervention a theory that rule-governed (language-directed)
behavior is excessively rigid and does not ad-(Jones et al., 2003). The TTM program in this

study was matched to the participant’s stage of just to changing contextual situations (Hayes,
Barnes-Holmes, & Roche, 2001). Additionally,change and included monthly contacts with

three assessments, three expert system reports, the theory hypothesizes that experiential avoid-
ance is a natural but maladaptive phenome-three counseling calls, and three newsletter

mailings. A second study of 400 patients with non. The therapy aims to influence the client
toward acceptance of experience and commit-Type 1 and Type 2 diabetes used a similar

TTM program (minus the counselor contacts), ment to constructive action, and it is character-
ized more by adherence to the theory than byand found results favoring TTM compared to

control group. A study of about 4,000 teenagers specific methods. A variety of types of interven-
tion are consistent with different phases ofwho were engaged in multiple risky behaviors

has also found support for interventions based ACT, including the use of metaphor, experien-
tial exercises, meditation, and behavioral tech-on the TTM model compared to control (Pro-

chaska, Redding, et al., 2001). niques.
Eight randomized controlled studies haveMost studies of the TTM have been applied

to health behaviors, although a few studies have been conducted on ACT across a variety of
problems. Two have examined ACT for de-examined its applicability to mental health.

Treasure et al. (1999) examined the effects of pression. With a sample of 18 depressed women
randomly assigned to ACT or cognitive ther-stages of change on treatment outcome in bu-

limia nervosa. Female clients (N = 125) were apy, ACT led to greater reduction in depres-
sion (Zettle & Hayes, 1986). A larger random-randomly assigned to either cognitive behav-

ioral therapy or motivational enhancement ther- ized controlled study of 31 depressed women
compared ACT to two types of cognitive ther-apy. Clients in the action stage reduced binge
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apy and found that depressed women showed pists who received training in ACT had more
successful client outcomes than did a controlequally significant gains in all groups (Zettle &

Raines, 1989). group (Strosahl, Hayes, Bergan, & Romano,
1998).Several randomized controlled studies have

examined whether ACT helps reduce stress
and anxiety. A study on workplace stress man-

Cognitive Analytic Therapyagement with 90 workers randomly assigned to
ACT, a behaviorally oriented treatment, or a Cognitive Analytic Therapy (CAT; Ryle, 1990,

2005; Ryle & Kerr, 2002), a synthesis of cogni-waiting-list control found significantly higher
gains in stress management and health for the tive-behavioral and psychoanalytic object rela-

tions, includes a theory of change and a spe-ACT condition, but both treatment groups ex-
perienced significantly decreased depression cific series of interventions that can be applied

in a time-limited format. The main emphasis(Bond & Bunce, 2000). Zettle (2003) com-
pared ACT with systematic desensitization in is on the process of reformulating the client’s

problems (Ryle & Kerr, 2002). This occurstreating mathematics anxiety. Thirty-seven cli-
ents were randomly assigned to the two condi- through the use of diagrammatic descriptions,

which depict problematic patterns of relatingtions. Whereas both groups improved equally,
a subtype of clients who tended to avoid their to others and the self. The Self States Sequen-

tial Diagram is employed to visually depict thepersonal experience improved more in ACT
than in systematic desensitization. Block (2003) self-maintaining nature of clients’ sequences of

beliefs, perceptions, roles, actions, and theirfound that socially anxious college students
(N = 39) showed more improvement when consequences. At the end of therapy, the thera-

pist writes a letter to the client summarizingrandomly assigned to an ACT workshop rather
than a cognitive behavioral group therapy what he or she has learned about the client.

Ryle and Kerr (2002) offer an excellent review,workshop or a waiting-list control.
Two studies of ACT with substance abusing summarizing the research that influenced the

development of CAT, controlled and uncon-clients yielded positive results. Gifford (2002)
found that ACT produced better results than trolled studies, process studies, and studies on

the theory of change.nicotine replacement therapy after a 1-year fol-
low-up among 57 randomly assigned smokers. Randomized controlled studies of CAT have

been conducted for depression and anorexia.Hayes et al. (2002, as cited in Hayes, Masuda,
Bissett, Luoma, & Guerrero, in press; data are Brockman, Poynton, Ryle, and Watson (1987)

conducted a small randomized controlled studyavailable in Bissett, 2002) compared metha-
done maintenance, methadone maintenance comparing CAT to focused dynamic therapy

with 48 depressed clients and found signifi-plus individual and group ACT, and metha-
done maintenance plus Intensive Twelve-Step cantly larger effects for CAT on some mea-

sures. Two randomized controlled studies haveFacilitation. The 114 randomly assigned cli-
ents consisted of polysubstance abusing opiate examined CAT for anorexia nervosa. Dare,

Eisler, Russell, Treasure, and Dodge (2001)addicts. Significantly less drug use was found
following treatment in the ACT condition than randomly assigned 84 clients with anorexia

nervosa to one of four groups: focal psychoana-in the other groups.
Other treatment studies including ACT lytic psychotherapy, CAT, family therapy, or

treatment as usual. Although all treatmenthave been conducted. Bach and Hayes (2002)
compared ACT plus treatment as usual with groups improved, focal psychoanalytic psycho-

therapy and family therapy showed significanttreatment as usual alone in a sample of 80 ran-
domly assigned clients with positive psychotic improvement compared to the control, and

CAT showed nonsignificant benefits. However,symptoms. They found significantly fewer hos-
pitalizations in the ACT plus treatment as the CAT treatment was only 7 months, whereas

the other 2 treatments were for 1 year each,usual group. Finally, a quasi-experimental ef-
fectiveness study in an HMO found that thera- so the results may have had more to do with
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the length of treatment than the type of treat- BPD and found significant changes in three.
In an uncontrolled study, Pollock (2001) foundment. Treasure et al. (1995) compared CAT

with educational behavior therapy for anorexia significant improvement on many measures
among a group of 37 survivors of sexual abusenervosa in a randomized controlled study with

30 clients. Clients in both groups improved who received CAT. This treatment is also be-
ing studied with seriously disturbed adolescentsequally, although the group given CAT re-

ported significantly greater subjective improve- (Ryle, 2005), as well as in a randomized con-
trolled study comparing CAT, CBT, and ament.

CAT has also been found to help clients CAT-informed day hospital with community
mental health team management for peoplewith medical difficulties. In a randomized con-

trolled study for clients with poorly controlled with severe and complex psychological diffi-
culties (G. Parry, personal communication,asthma, Cluley, Smeeton, Cochrane, and Cor-

don (2003) compared CAT with another treat- May 20, 2003).
ment and found significant improvement in
the CAT group on measures of quality of life

Brief Relational Therapyand treatment adherence. Fosbury, Bosley, Ryle,
Sonksen, and Judd (1997) compared CAT and Safran and colleagues have developed Brief

Relational Therapy (BRT; Safran, Muran, Sam-intensive education among 26 randomly as-
signed insulin-dependent diabetics with poor stag, & Stevens, 2002), which combines results

from their research on maintaining a therapeu-diabetic control. Both groups showed improve-
ment, but only the CAT group continued im- tic alliance and resolving alliance ruptures

with elements of relational psychoanalysis, hu-provement at a 9-month follow-up, whereas the
education group lost their gains. The CAT manistic/experiential psychotherapy, and con-

temporary theories of cognition and emotion.group also showed a significant decrease in in-
terpersonal difficulties at follow-up. The alliance rupture resolution that is the core

of BRT consists of four steps: attention to mark-Several uncontrolled trials have found posi-
tive results. Some of these have been with ers that indicate the rupture of the alliance, ex-

ploration of the experience, examination of anymixed psychiatric clients. Garyfallos et al. (1998)
conducted an uncontrolled study of CAT for avoidance of exploration of the ruptured alli-

ance, and finally, the emergence of a wish or239 psychiatric clients with mixed diagnoses
and found statistically significant improvement need. Muran and Safran (2002) randomly as-

signed 128 personality-disordered clients withon many measures by the end of therapy, and
at 2-month and 1-year follow-ups. A 4- to 8- comorbid symptoms to BRT, brief psychody-

namic psychotherapy, or short-term CBT. Al-year follow-up found that the gains were sus-
tained, and some additional improvement was though clients in all groups improved equally,

BRT was better at reducing dropout than theobtained (Garyfallos et al., 2002). Dunn, Go-
lynkina, Ryle, and Watson (1997) found sig- other two treatments. Both BFT and the CBT

groups showed more clinical improvementnificant improvement in an uncontrolled study
of 135 clients at a psychiatric hospital. Kerr than brief psychodynamic psychotherapy.

A subsample of these clients (n = 59) re-(2001) found positive results in two out of four
clients with post–acute manic psychosis who ceived further treatment in another study (Sa-

fran & Muran, 2002). As part of this secondreceived CAT.
Two preliminary studies have been con- study, clients were randomly assigned to BRT,

brief psychodynamic, or short-term CBT, andducted on clients with BPD, and one on cli-
ents who were survivors of sexual abuse. Ryle clients selected as high-risk for treatment fail-

ure were subsequently offered reassignment.and Golynkina (2000) conducted an uncon-
trolled study of CAT for 27 clients with BPD Those who opted to be reassigned (10) were

then either placed in BRT or in one of theand found a mixture of favorable and unfavor-
able outcomes. Wildgoose, Clarke, and Waller other control conditions (i.e., brief psychody-

namic psychotherapy or short-term CBT).(2001) conducted CAT with five clients with
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Among these reassigned clients, 60% of those apy and in a group format, to target each prob-
lem of BPD.in BRT had good outcome, whereas 100% of

those in the control conditions dropped out. Interventions such as mindfulness, accep-
tance, and focusing on dialectical processes are
integrated into a framework consisting of more

Developmental Counseling traditional behavioral interventions such as re-
and Therapy inforcement and problem solving (Heard &

Linehan, 1994). The erratic, disruptive, andDevelopmental Counseling and Therapy (DCT;
maladaptive behaviors of borderline clients areIvey, 2000) is a theory based on Piagetian cog-
targeted by a behavioral focus on group skillsnitive/emotional theory, Erik Erikson’s work on
training and collaborative problem-solving in-life-span development, attachment theory, and
terventions. Mindfulness training is includedLacan. Therapeutic interventions are matched
as a component of the group therapy that runsto client developmental level and cognitive/
conjointly with individual therapy. The prob-emotional style. Preliminary empirical evi-
lematic interpersonal and intrapersonal pro-dence for DCT exists; most of it in the form of
cesses of the clients are addressed by an em-unpublished doctoral dissertations (for a re-
phasis on dialectical processes to resolve theirview, see Ivey, 2000). For instance, Weinstein
tendency to vacillate between the extremes of(1995) compared group CBT for binge eating
the dialectical poles.to a group modified to include DCT principles
The first randomized clinical study of DBTand found significant reduction in binge eating

was conducted with a group of 44 female cli-in the DCT group, as well as significantly im-
ents meeting criteria for BPD and a history ofproved cognitive change.
chronic parasuicidal behavior (Linehan, Arms-
trong, Suarez, Allmon, & Heard, 1991). After
a year of treatment, several benefits were foundTherapies Originally Designed
in the DBT group compared to treatment asfor a Specific Disorder
usual. DBT clients showed greater reductions
in the frequency and severity of parasuicidal
behaviors, fewer hospitalizations, and more im-Dialectical Behavior Therapy

Linehan’s (1993; Linehan & Heard, 2005) Di- provement in level of anger, social adjustment,
and overall adjustment than the treatment asalectical Behavior Therapy (DBT) for individ-

uals with borderline personality disorder (BPD) usual group. However, depression, hopeless-
ness, and suicidal ideation were similar in theis probably one of the most studied integrative

therapies for a particular disorder, and is on the two groups. Results were maintained at a 1-
year follow-up for the most part (Linehan,empirically supported therapies list as a “proba-

bly efficacious” treatment (Chambless & Ol- Heard, & Armstrong, 1993). These results were
replicated with a second group of 26 border-lendick, 2001). The foundation of the therapy

is Linehan’s (1987) theory of borderline per- line clients in a similarly designed study (Line-
han, Tutek, Heard, & Armstrong, 1994).sonality disorder, which integrates dialectics

into cognitive behavior theory (Heard & Line- Several independent randomized controlled
studies of DBT have been conducted. A studyhan, 1994). The behavior patterns of individu-

als with BPD are conceptualized as running in a Veterans Administration clinic compared
DBT to treatment as usual with 20 BPD clientsalong three dialectical poles: emotional vulner-

ability versus invalidation of affect, active pas- and found significant improvement in the DBT
condition relative to the control group (Koonssivity versus appearing competent, and unrelent-

ing crises versus inhibited grieving. Linehan et al., 2001). Verheul and colleagues (2003)
compared DBT to treatment as usual among(1987) theorizes that the borderline client vac-

illates between each pole, between overreac- 58 women randomly assigned to either condi-
tion. They found that DBT was more effectivetion and underreaction. DBT contains several

components, delivered both in individual ther- than treatment as usual at reducing borderline
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symptomatology. Turner (2000) conducted a binge eating disorder (Telch, Agras, & Line-
han, 2001). DBT has also been modified to usenaturalistic randomized controlled study for 24

clients with BPD in which DBT was compared with depressed elderly clients (Lynch, 2000).
In a randomized controlled study, Lynch,to a client-centered therapy control condition;

results were found to favor DBT. Morse, Mendelson, and Robins (2003) found
that DBT with medication resulted in signifi-Pilot studies have also found favorable re-

sults for BPD clients given DBT in hospital cantly less depression than medication alone
among 34 depressed elderly clients, with in-settings, including psychiatric inpatient units

(Barley et al., 1993; Bohus et al., 2000) and creased remission of depression at a 6-month
follow-up. Other pilot studies of DBT for de-a high-security, forensic hospital (Low, Jones,

Duggan, Power, & MacLeod, 2001). A variety pressed elders have shown promising findings
(for a review, see Lynch, Morse, & Vitt, 2002).of quasi-experimental studies of DBT also exist;

for a review, see Koerner and Dimeff (2000). Other studies are currently underway; for in-
stance, Korman (L. Korman, personal commu-A number of attempts have been made to

tailor DBT to treat clients with combinations nication, May 3, 2003) is conducting an out-
come study of DBT for gamblers with angerof BPD and other disorders. Linehan and col-

leagues (Linehan et al., 1999, 2002) developed management problems.
an adaptation of DBT to treat women with
BPD who also met substance dependence or

Multisystemic Therapyabuse criteria. In a randomized controlled
study with 27 outpatient women diagnosed Multisystemic therapy (MST; Henggeler, Schoen-

wald, Borduin, Rowland, & Cunningham,with BPD and either substance abuse or de-
pendence, Linehan et al. (1999) found DBT 1998; Henggeler, Schoenwald, Rowland, &

Cunningham, 2002) is an integrative treatmentto be more effective than treatment as usual
both at the end of treatment and at a 16-month for youth with antisocial behaviors. Grounded

in systems theory and social ecology, MST usesfollow-up. Linehan et al. (2002) also found a
similar result in a randomized controlled study a wide range of interventions couched within

a sensitivity to developmental level and a posi-conducted with 23 female opiate-dependent
BPD clients; in this study, DBT was compared tive, present-oriented focus. Many interven-

tions are CBT, structural, or family therapy.with comprehensive validation therapy com-
bined with a 12-step program. Van den Bosch, Systems theory is also key in developing inter-

ventions, in that interventions are designed toVerheul, Schippers, and van den Brink (2002)
randomly assigned 58 BPD women with or consider problems in their ecological context.

Strengths in the client’s systems are then usedwithout substance use problems to DBT or
treatment as usual. They found that DBT was as levers for change. A hypothesis-testing ap-

proach is used to develop theories regardingmore effective than treatment as usual in re-
ducing borderline symptomatology, but not the reasons for behavior maintenance in order

to identify areas for change. Adherence is mea-substance abuse.
Several other adaptations of DBT for disor- sured by following the principles, not specific

methods, that are consistent in each case.ders comorbid with BPD have been developed.
DBT has been modified for offenders exhibit- Numerous studies have found empirical sup-

port for MST. A randomized controlled studying borderline characteristics, with favorable
results from a pilot study (Eccleston & Sorbel- of 124 delinquent adolescents found that MST

significantly improved family interaction whenlo, 2002). One randomized controlled study
found significant improvement for DBT com- compared with an alternate treatment. Family

interaction also improved more in the MSTpared with treatment as usual for bulimia ner-
vosa (Safer, Telch, & Agras, 2000); another group than in a healthy control group that was

not given any interventions, demonstrating thefound similarly favorable results for DBT com-
pared with treatment as usual for clients with ability of MST to lead to greater-than-normal
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change (Henggeler et al., 1986). A randomized parent training among 33 families with child
abuse and neglect (Brunk, Henggeler, & Whe-controlled study that compared MST to usual

services for 84 serious juvenile offenders found lan, 1987). Although both treatment groups
showed improvement in severity of identifiedfewer arrests, fewer offenses, less peer aggres-

sion, and better family relations among partici- problems, parental symptomatology, and stress,
MST restructured parent–child relationshipspants in the MST group (Henggeler, Melton,

& Smith, 1992). A follow-up study of partici- better but was less effective in reducing social
problems (Brunk et al., 1987). The efficacy ofpants over 2 years later found significantly

lower rates of incarceration in the MST group MST with 16 adolescent sexual offenders
found that, compared with individual therapy,(Henggeler, Melton, Smith, Schoenwald, &

Hanley, 1993). A randomized controlled study there were fewer re-arrests for sexual crimes in
the MST group at a 3-year follow-up (Borduin,comparing MST with individual therapy among

176 juvenile offenders found greater improve- Hengeller, Blaske, & Stein, 1990).
Two naturalistic studies have been con-ment in the MST group on measures of family

adjustment (in areas that have been shown to ducted. One randomized controlled study com-
paring MST to treatment as usual among 118be related to antisocial behavior in youth); a 4-

year follow-up found significantly fewer arrests juvenile offenders investigated whether MST
could be implemented by therapists who werein the MST group, including violent offenses

(Borduin et al., 1995). not supervised by MST’s developers (Heng-
geler, Pickrel, & Brondino, 1999). The MSTWhen MST was compared with usual juve-

nile justice services among 155 randomly as- group showed significantly less alcohol/drug
use and criminal activity, and fewer days insigned youths and their families, the results

showed decreased incarceration at follow-up in out-of-home placement, compared to treat-
ment as usual. The decreases in criminal activ-the MST group almost 2 years later; moreover,

adherence to the MST manual was related to ity, however, were not as large as in studies in
which the creators of MST intensively super-better outcome (Henggeler, Melton, Brondino,

Scherer, & Hanley, 1997). A randomized con- vised the therapists. A second dissemination
study with 55 rural families including adoles-trolled study comparing MST to treatment as

usual among 118 substance-abusing juvenile cent offenders found that participants random-
ly assigned to MST showed less problem be-offenders found that MST resulted in fewer

dropouts from services (Henggeler, Pickrel, havior, less maternal distress, and better family
functioning than the treatment as usual groupBrondino, & Crouch, 1996) and increased

school attendance (Brown, Henggeler, Schoen- (Scherer, Brondino, Henggeler, Melton, &
Hanley, 1994).wald, Brondino, & Pickrel, 1999) while being

cost-effective (Schoenwald, Ward, Henggeler,
Pickrel, & Patel, 1996).
MST has been applied to problems other

Cognitive Behavioral Analysisthan antisocial behavior. Henggeler et al. (1999)
System of Psychotherapyrandomly assigned 113 youth with psychiatric

problems to either MST or inpatient psychiat- The Cognitive Behavioral Analysis System of
Psychotherapy (CBASP; McCullough, 2000,ric hospitalization. The MST group showed

significantly fewer externalizing symptoms, bet- in press) was developed specifically to treat
chronically depressed clients. It understandster family functioning, and more school atten-

dance than the hospitalized group, but less depression through a combination of develop-
mental (Piagetian), cognitive, and interper-self-esteem. A 4-month follow-up found that

MST reduced the number of days hospitalized, sonal theories; interventions include a mix of
cognitive, behavioral, and interpersonal tech-as well as days in other out-of-home place-

ments (Schoenwald, Ward, Henggeler, & Row- niques intended to comprehensively address
the multiple targets identified by the theory.land, 2000). Another study compared MST to
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A randomized controlled study comparing increases in self-esteem and self-image, accom-
panied by lowered anxiety.nefazadone and CBASP, alone and in combi-

nation, among 681 chronically depressed pa-
tients found greater response rates for the com-
bined treatment than for either treatment TECHNICAL ECLECTICISM
alone (Keller et al., 2000). Combined therapy
resulted in the most improvement in psychoso- Technical eclecticism involves the use of meth-

ods drawn from different schools of therapycial functioning, and CBASP alone produced
improvements independent of symptom change without an attempt to resolve theoretical dis-

agreements among the schools (Lazarus, 2005).(Hirschfeld et al., 2002). When considering
different symptoms, combined therapy resulted However, technical eclecticism is systematic in

suggesting the choice of methods (Castonguayin the most reduction in anxiety (Ninan et al.,
2002) and increased sexual function (Zajecka et al., 2003); for instance, Beutler (1983) uses a

systematic review of research findings to selectet al., 2002), whereas nefazodone, alone or in
combination, was more effective in reducing methods for intervention.
insomnia than CBASP alone (Thase et al.,
2002).

Therapies Originally DesignedAnother randomized study with 192 partici-
for Multiple Disorderspants found that CBASP, alone or in combi-

nation with serzone, resulted in more planful
problem-solving coping (Sokol-Opper, 2001). Systematic Treatment Selection

and Prescriptive PsychotherapyA variety of other studies of CBASP have been
conducted with favorable results, including an Perhaps the hallmark of eclectic psychotherapy

are the twin ideas that certain clients do betterexperimental case study with a client with dou-
ble depression (DiSalvo & McCullough, 2002), in certain types of treatment, and techniques

can be used from different systems of therapyan ABAB single-case design with one man with
depression (Jehle & McCullough, 2002), a nat- regardless of their theoretical origin. Several

systems of client–treatment matching have beenuralistic pilot study of 10 clients with dysthy-
mia (McCullough, 1991), and a multiple case developed with the aim of improving therapy

outcome. Beutler’s systematic treatment selec-study design with four clients with dysthymic
disorder (McCullough, 1984). tion (STS) has the greatest empirical support

of the systems of client–treatment matching
(Beutler, 1983; Beutler & Clarkin, 1990; Beut-

Integrative Psychotherapy ler, Consoli, & Lane; 2005; Beutler & Har-
for Personality Disorders wood, 2000). It was originally based on a com-

prehensive review of the empirical literatureThe Instituto Chileno de Psicoterapia Integra-
tiva (Chilean Institute for Psychotherapy Inte- and then subjected to several controlled studies.

Beutler and Clarkin (1990) reviewed the lit-gration) has developed an integrative model of
psychotherapy for cluster C personality disor- erature to find criteria for matching, which in-

clude diagnosis, client expectations, copingders, which is based on an integrative under-
standing and assessment of the disorders (Cal- ability, personality, environmental stressors and

resources, therapist–client compatibility, re-derón, 2001). This model was tested with 25
clients in an uncontrolled study. On average, sponse to role induction, reactance level, readi-

ness to change, and breadth of pathology.all groups of clients (dependent, avoidant, and
obsessive-compulsive) showed significant de- More recent research has shown that variables

relevant to choosing therapeutic techniquescreases in depression, with avoidant and de-
pendent clients also improving on measures of can be grouped into four categories: client pre-

disposing variables, treatment context, relation-marital satisfaction and needs satisfaction, as
well as significantly decreasing alexithymia. ship qualities and interventions, and selection

of the strategies and techniques that best fit theOnly dependent clients also showed significant
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client (Beutler & Harwood, 2000; Beutler & tive therapy (CT); focused expressive psycho-
therapy (FEP), a form of experiential therapy;Martin, 2000). Beutler, Malik, Talebi, Flem-

ing, and Moleiro (in press) discuss further ar- and supportive, self-directed therapy (S/SD), a
set of suggested readings supplemented by tele-eas for treatment matching: functional impair-

ment, subjective distress, readiness for change, phone contact to reflect and clarify feelings.
Results matched the predicted relationships toproblem complexity, resistance potential, so-

cial support, coping style, and attachment. a great extent. The more externalizing clients
improved more in CT, whereas the more inter-Two variables for which the empirical re-

search clearly shows treatment matching ef- nalizing individuals got greater benefit from
S/SD. More resistant clients improved more infects are the client’s internalizing/externalizing

coping styles and reactance level. Externalizing S/SD than in either of the two directive treat-
ments, whereas less resistant clients benefitedbehavior consists of acting-out or blaming oth-

ers, whereas internalizing behavior consists of a more from CT than from S/SD. These interac-
tions between client variables and treatmentsclient blaming oneself and generating internal

distress as a result. Several studies have found were maintained, although to a lesser extent,
at a 1-year follow-up (Beutler, Machado, En-that clients who externalize do better in CBT

than in insight-oriented or relationship-oriented gle, & Mohr, 1993).
Beutler et al. (2003) compared standard Cog-therapies, and that clients who are obsessively

constricted or who internalize do better in in- nitive Therapy, Cognitive-Narrative Therapy,
and Prescriptive Therapy for 40 clients with co-terpersonal therapy, insight-oriented, or rela-

tionship-oriented therapy (e.g., Barber & Muenz, morbid depression and chemical dependence
in a randomized study. Prescriptive Therapy1996; Beutler, Engle, et al., 1991, Beutler &

Mitchell, 1981; Beutler, Mohr, Grawe, Engle, selectively applied interventions from the other
two therapies according to the STS model, spe-& MacDonald, 1991; Calvert, Beutler, Crago,

1988; Longabaugh et al., 1994). cifically using client functional impairment,
coping style, resistance level, and subjectiveReactance, alternatively known as resistance,

is defined as a personality tendency to oppose distress as variables for matching treatments.
The effects of the Prescriptive Therapy werefollowing directives (Beutler, Moleiro, & Ta-

lebi, 2002). It has been hypothesized to affect stronger than either of the two treatments.
Karno, Beutler and Harwood (2002) comparedthe types of therapy that may be optimally

helpful for a client, in that clients high in re- treatment matching and mismatching accord-
ing to four variables. Cognitive therapy or fam-actance respond more favorably to interven-

tions low in directiveness (such as client- ily systems therapy was given to 47 couples in
which one partner was an alcoholic. Matchingcentered therapy), whereas clients low in

reactance respond better to interventions high on theoretically predicted variables accounted
for most of the abstinence outcome (76%), andin directiveness (such as CBT). In a review of

20 studies that examined resistance by type of mismatched treatment resulted in the worst
outcomes. For a thorough review of the rela-treatment, Beutler and colleagues (2002)

found that 80% supported the resistance hy- tionship of client-matching variables to out-
come, see Beutler, Consoli, and Lane (2005),pothesis. Of all the client X treatment interac-

tions, this variable has the strongest support Beutler and Harwood (2000), and Beutler,
Clarkin, and Bongar (2000).(Beutler et al., 2005).

Several outcome studies of therapy have
been based on the STS model. For instance,

Multimodal TherapyBeutler et al. (1991) investigated the effects of
two client variables, externalizing versus inter- Lazarus’s multimodal therapy (MMT; 1981,

2005) is probably one of the best-known sys-nalizing coping style and defensiveness (low vs.
high resistance potential), on the outcome of tems of eclectic psychotherapy. Multimodal

treatment is based on an assessment that identi-treatment for depression. The study involved
63 clients and three treatments: group cogni- fies a client’s problems and also predominant
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modalities (aspects of functioning) from among in a number of multimodal symptoms on an
average follow-up of 6 months, using a semi-the BASIC I.D.: Behavior, Affect, Sensation,

Imagery, Cognition, Interpersonal relation- structured questionnaire.
Some controlled studies of MMT haveships, and Drugs/biological functioning. Treat-

ment is then tailored to the client’s problem, been undertaken in the area of school counsel-
ing. Gerler, Drew, and Mohr (1990), for in-needs, and characteristic modalities. Lazarus

employs approximately four-dozen techniques, stance, developed a 10-week multimodal coun-
seling program for potential middle-schoolincluding medication, imagery and fantasy, cli-

ent-centered reflection, and Gestalt empty- dropouts. They found that the attitudes of girls
(but not boys) in the treatment group becamechair exercises, with an emphasis on cognitive

and behavioral techniques (Lazarus, 1981). significantly more positive, whereas the control
group did not change. No significant change,Lazarus’s approach is widely known and

written about—a literature search on Psyc- however, was observed in the multimodal
group on a teacher behavior-rating scale or onINFO discovered a plenitude of articles and

case studies written on the approach; however, academic performance. In a controlled out-
come study, Williams (1988) found clear sup-little empirical research has evaluated its effec-

tiveness. Many of the techniques are cognitive port for multimodal assessment and therapy
compared with other approaches for childrenand behavioral, which are supported by other

empirical studies, but this does not necessarily with learning disabilities.
mean that they are effective when employed in
the context of multimodal therapy. Lazarus has

Outcome-Informed Therapyan extensive theory that hypothesizes that ther-
apy addressing more modalities will be more Duncan and Miller (2000; Miller, Duncan, &

Hubble, 2005) propose a psychotherapy that iseffective and that it is important to track the
client’s modality firing order (e.g., affect lead- focused on tapping client resources, enhancing

the therapeutic alliance, and adopting the cli-ing to sensation, then cognition) when select-
ing the order of techniques. For instance, one ent’s worldview regarding his or her problems.

Based on research that shows the importancestudy of 19 client–therapist pairs found support
for the prediction from multimodal therapy of the therapeutic alliance (e.g., Horvath &

Bedi, 2002), Miller, Duncan, & Hubblethat clients whose therapists had similar pri-
mary modalities to theirs would have better (2005) shift from a framework in which the

therapist knows best to one in which the thera-outcome (Herman, 1998). Most of the research
on multimodal therapy, however, consists of pist asks the client for feedback regularly and

incorporates the client’s views about therapyunpublished doctoral dissertations on the reli-
ability and validity of multimodal assessment into his or her approach. Any number of inter-

ventions are then used in service of meetingdevices.
Several uncontrolled group studies on the the client’s needs, as perceived by the client.

Miller, Duncan, Brown, Sorrell, and Chalkeffectiveness of multimodal therapy have been
conducted. For example, Kwee, Duivenvoor- (in press) studied the effect of using client

feedback forms with a sample of 12,000 clients.den, Trijsburg, and Thiel (1986) found that
multimodal therapy with 84 adult neurotic in- Treatment dropouts and negative outcome

were higher among clients of therapists whopatients helped 78% of obsessive-compulsives
and 52% of phobics to improve by the time decided not to complete client feedback forms,

whereas the average rate of client improve-of discharge, with 64% and 55%, respectively,
judged improved at a 9-month follow-up. Kwee ment significantly increased at an agency

where therapists employed feedback forms. Al-and Kwee-Taams (1994) found similar results.
An uncontrolled study examined MMT with though the results of this study and other stud-

ies by Lambert and colleagues (Lambert et al.,25 clients who had a variety of neuroses, char-
acter disorders, and psychosomatic complaints 2001; Whipple et al., 2003) support the in-

creased effectiveness of using systematic client(Kertész, 1986). He found 75% improvement
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feedback, no controlled studies have been con- Brief Eclectic Psychotherapy
for PTSDducted to date on the specific system of psy-

chotherapy. Gersons, Carlier, Lamberts, and van der Kolk
(2000) adapted a treatment for PTSD (Gersons
& Carlier, 1994) that uses cognitive-behavioral

Therapies Originally Designed techniques (psychoeducation, imaginary guid-
for a Specific Disorder ance, homework tasks, and cognitive restruc-

turing), focal psychodynamic work, and a fare-
well ritual. In a randomized controlled study
of 42 police officers with PTSD, those receiv-

Eye Movement Desensitization
and Reprocessing

ing Brief Eclectic Psychotherapy showed sig-Eye movement desensitization and reprocess- nificant improvements in PTSD and returninging (EMDR) was developed by Francine Sha- to work at termination and 3-month follow-uppiro (Shapiro, 1995, 2002) to treat clients who when compared to the wait-list control (Ger-have experienced trauma. It is an integrative sons et al., 2000).psychotherapy that synthesizes key elements of
major pure-form systems, including psychody-
namic, behavioral, cognitive, and experiential

INTEGRATIVE FAMILY, COUPLES,components (Lyhus, Arnkoff, & Glass, 2003;
AND GROUP PSYCHOTHERAPYShapiro, 1995). Although Shapiro admits that

she did not create the therapy based on theory
Overall, fewer attempts have been made to em-or research, she now frames it within an infor-
pirically study the outcomes of psychotherapymation-processing model (Shapiro, 2002). How-
integration in family, couple, and group for-ever, some have argued that EMDR is largely
mats than in individual therapy. This literatureexposure-based behavior therapy (Lohr, Tolin,
consists of two well-studied therapies, emo-& Lilienfeld, 1998).
tionally focused couples therapy (GreenbergEMDR has been placed on the empirically
& Johnson, 1988) and Multisystemic Therapysupported treatment list as a “probably effica-
(Henggeler et al., 1998), as well as a numbercious treatment” for Posttraumatic Stress Disor-
of therapies with only one or two empiricalder (PTSD) (Chambless & Ollendick, 2001).
studies.There are now more than a dozen controlled

studies that lead to the conclusion that EMDR
is more effective than no-treatment controls in

Integrative Family Therapiestreating PTSD-related symptoms, as well as a
plethora of uncontrolled studies and case re- A variety of integrative therapies have been de-

veloped for families, including Multisystemicports supporting its use. Because comprehen-
sive reviews of this literature are available else- Therapy (Henggeler et al., 1998), a combina-

tion of individual and family therapies that waswhere (e.g., Maxfield & Hyer, 2002; Shapiro,
2002), these studies will not be thoroughly re- covered earlier in this chapter. A review of fam-

ily therapy research, including literature on in-viewed here. One meta-analysis conducted by
Maxfield and Hyer (2002) is helpful in evaluat- tegrative family therapy, can be found in Sex-

ton, Alexander, and Mease (2004).ing this wide literature. They compared con-
trolled studies of EMDR to the Gold Standard One integrative family therapy that has been

tested in two empirical studies with random as-Scale (adapted from Foa & Meadows, 1997)
for outcome research and found that studies signment is Systemic Behavioral Family Ther-

apy (SBFT; Alexander & Parsons, 1982). Thisof EMDR conducted in a more scientifically
rigorous way showed larger effect sizes for approach uses techniques from Functional Fam-

ily Therapy (FFT; Alexander & Parsons, 1982)EMDR than studies conducted with less scien-
tific rigor. This result provides support for and problem solving (Robin & Foster, 1989).

Brent and colleagues (1997) compared SBFTEMDR as a method for dealing with PTSD.
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to cognitive behavior therapy (CBT) and non- and clients in the emotionally focused treat-
ment had higher scores on measures of maritaldirective supportive therapy for adolescents

with major depressive disorder. All groups sig- adjustment, relationship intimacy, and reported
change in the presenting problems than didnificantly improved functioning and decreased

suicidality, but clients in CBT did better on those in the behavioral marital intervention.
James (1991) randomly assigned 42 couples toremission of depression. Birmaher et al. (2000)

compared the same treatments for adolescent either 12 sessions of EFCT, 8 sessions of
EFCT with 4 sessions of communication train-clients with major depressive disorder and

found significant improvement in all groups, ing module, or to a waiting-list control. Both
treatment groups improved at completion andwith no long-term differences between groups.

Behavioral Family Systems Therapy (BFST) follow-up, with the EFCT group having more
improvement on target complaints at follow-uphas also been studied in two randomized con-

trolled trials with anorexia nervosa. In BFST, and the combined treatment group having bet-
ter communication at completion. Dandeneauparents are first taught to control the client’s

eating; this is followed by cognitive restructur- and Johnson (1994) compared six sessions of
EFCT, cognitive marital therapy, and a wait-ing and a focus on family functioning, after

which eating control is returned to the client. ing-list control group for 36 randomly assigned
couples. At a 10-week follow-up, the EFCTCompared with ego-oriented individual ther-

apy, in both studies participants in BFST im- group showed significantly higher intimacy and
adjustment than the CBT group. MacPhee,proved more on measures of weight gain

(Robin, Siegel, Koepke, Moye, & Tice, 1994; Johnson, and van der Veer (1995) compared
10 sessions of EFCT to two control groups, us-Robin et al., 1999).
ing a sample of 49 couples. More women in
the treatment group recovered or improved,

Integrative Couples Therapy with significant increases in sexual desire and
less depression.Emotionally Focused Couples Therapy (EFCT;

Greenberg & Johnson, 1988; Johnson et al., One study found that (EFCT) was not bet-
ter than an alternative treatment. Goldman and1999) is on the empirically supported treat-

ments list as a “probably efficacious treatment” Greenberg (1992) randomly assigned 28 cou-
ples to the emotionally focused approach, a(Chambless & Ollendick, 2001). This ap-

proach includes an integration of the experien- waiting-list control group, or to an integrated
systemic marital therapy, which focused ontial tradition, emphasizing the role of affect

through the use of client-centered and Gestalt changing current interactions, prescribing symp-
toms, and reframing behavioral patterns. Bothmethods, and the systemic tradition, focusing

on communication and interaction patterns, treatment groups were again significantly supe-
rior to the control condition, but the emotion-within the context of attachment theory. A meta-

analysis of studies of EFCT found a weighted ally focused and integrated systemic therapies
were not significantly different on many mea-mean effect size of 1.3 (Johnson et al., 1999).

Overall, a number of studies of EFCT both sures. Also, the emotionally focused therapy
group did not maintain improvement on manywith and without control groups have been

conducted. Those with control groups are dis- measures at a 4-month follow-up, whereas the
integrated systemic therapy did.cussed here.

Johnson and Greenberg (1985a) compared Two studies of EFCT used only wait-list
control or a within-subjects design. Walker,an eight-session EFCT to both a behavioral

problem-solving intervention and a waiting-list Johnson, Manion, and Coutier (1996) ran-
domly assigned 32 couples to either EFCT orcontrol group; there were a total of 45 couples

who were randomly assigned to one of these to a waiting-list control group. They found that
couples who received treatment had more ad-three groups. At the end of treatment and at an

8-week follow-up, both treatments were shown justment and intimacy at completion and at 5-
month follow-up; they also had significantlyto be more effective than the control group,
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less negative communication at completion. considered to be markedly or greatly improved.
Though the treatment showed great promise,Johnson and Greenberg (1985b) examined the

effectiveness of EFCT with 14 couples, using further studies have not been conducted.
A number of other integrative group ther-a within-subjects design, and found significant

improvement after the intervention. apies have been empirically tested. Two in-
cluded a combination of CBT and group pro-Finally, Integrative Behavioral Couple Ther-

apy (IBCT; Jacobson & Christensen, 1996) is cess techniques. Daniels (1998) found that such
an approach (Interactive-Behavioral Training),based on acceptance theory as well as behavior

therapy. Jacobson, Christensen, Prince, Cor- when compared with waiting list among a sam-
ple of 40 randomly assigned clients, signifi-dova, and Elderidge (2000) compared IBCT to

traditional behavioral couple therapy. More cantly increased social competence and reduced
negative symptoms of people with chroniccouples in the integrative treatment improved,

with significantly more marital satisfaction than schizophrenia and schizoaffective disorders
(also see Daniels & Roll, 1998). In a nonran-the controls.
domized group study, Morgan, Winterowd,
and Fuqua (1999) found that an integrative

Integrative Group Therapies group treatment for 36 male inmates that also
combined CBT and group process techniquesA group, couples, and family therapy interven-

tion for agoraphobia developed by Chambless, did not show significant improvement com-
pared to a no-treatment control group, but thatGoldstein, Gallagher, and Bright (1986) was

based on a broad conceptualization of the dis- participants and therapists viewed the interven-
tion favorably.order. This therapy considered susceptibility to

panic attacks, sensitivity to separation stem- Three types of integrative group psychother-
apy have been subjected to uncontrolled pilotming from childhood experiences, current

stress or conflict, catastrophizing over the con- studies. These were an integrative time-limited
group therapy for bulimia nervosa, consistingsequences of anxiety, and avoidant behavior

patterns as aspects of agoraphobic disorders. of a combination of CBT, psychoeducation,
interpersonal therapy, and relational therapyThe group therapy developed by Chambless et

al. (1986) includes cognitive-behavioral inter- (Riess, 2002), an integrated, multimodal, and
psychodynamic group therapy for sex offendersventions such as in vivo exposure, paradoxical

strategies, thought stopping, cognitive restruc- (Lothstein, 2001), and an integrative feminist/
cognitive-behavioral and psychodynamic groupturing, breathing retraining, and self-reinforce-

ment. This is supplemented by Gestalt tech- treatment for men who abuse their partners
(Lawson et al., 2001). One promising groupniques to intensify and express feelings, and an

exploration of psychodynamic factors contrib- therapy is an adaptation of Cognitive Analytic
Therapy (CAT) to a time-limited group format.uting to anxiety (such as suppressed conflicts

and unresolved issues such as grief, childhood A pilot study with seven group members indi-
cated that outcome was of a similar magnitudetrauma, and present interpersonal problems).

Couple and family therapy sessions were added to individual CAT (Duignan & Mitzman,
1994).to include clients’ significant others in treat-

ment.
The treatment developed by Chambless et

al. (1986) was found to significantly lower PROMISING THERAPIES FOR
FURTHER EXPLORATIONavoidance and self-reports of social phobia, de-

pression, assertiveness, and agoraphobic symp-
toms in a study with 35 clients randomly as- Quite a number of other promising integrative

therapies have been developed. Although mostsigned either to treatment or a waiting-list
control. A very low dropout rate was found of these types of therapy have one or more pub-

lished successful case studies, they have not yetcompared to previous exposure or drug treat-
ments, and more than half of the clients were been tested empirically in group outcome stud-
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ies. These integrative therapies include Benja- common-factors approach; Arkowitz’s (1992)
common-factors therapy for depression; Orlin-min’s (2003) Interpersonal Reconstructive Ther-

apy (previously named brief SASB-directed sky and Howard’s (1987) generic model, and
the common-factor approaches of Castonguayreconstructive learning therapy); Caspar and

Grawe’s (1989) heuristic model of therapy that (1987).
combines cognitive, constructivist cognitive,
and developmental psychology; Cummings’
brief pragmatic psychotherapy (Cummings &
Sayama, 1995); Fosha’s (2000) Accelerated Ex- CONCLUSIONS AND

FUTURE DIRECTIONSperiential-Dynamic Psychotherapy; Fernández-
Alvarez, Fernández, and Coppo’s (2003) model
that integrates psychodynamic, behavioral, hu- Outcome research on psychotherapy integra-

tion has progressed dramatically since we re-manistic existential, and systems theory within
the framework of cognitive psychology; Feixas’s viewed this literature a dozen years ago (Glass

et al., 1993), but much work is left to be done.(1990) integration based on constructivism, per-
sonal construct theory, individual, and family- Some of the most influential types of eclectic/

integrative psychotherapy, such as Lazarus’systems therapy; Howard, Nance, and Myers’
(1987) Adaptive Counseling and Therapy; Kno- Multimodal Therapy, still have little empirical

support. Although Beutler and colleagues’bloch’s (1996) integrated psychotherapy in a
community milieu; Mahoney’s (1991) develop- (Beutler et al., 2005) systematic treatment se-

lection (STS) is based entirely on empiricalmental psychotherapy; Pinsof ’s (1995, 2005)
Integrative Problem-Centered Therapy; Roe- work, the number of variables on which sound

empirical evidence exists is quite small com-mer and Orsillo’s (2002) integration of mind-
fulness/acceptance based approaches with ex- pared to the possible number of treatment

matching variables. There have also been aisting cognitive-behavioral models; Safran and
Segal’s work on interpersonal processes in cog- number of approaches that have been pro-

posed for quite some time, such as Wachtel’snitive therapy (Safran, 1998; Safran & Segal,
1990); Stricker and Gold’s (2005) psychody- (1997) cyclical psychodynamics, that have not

yet been rigorously evaluated. Finally, it is im-namic assimilative integration; and Wachtel’s
(1997, 2005) cyclical psychodynamics. Though portant to note that whereas outcome research

on psychotherapy integration is growing, theStiles and colleagues’ assimilation model (Stiles,
Shankland, Wright, & Field, 1997) has much number of approaches that have been studied

remains far less than the profusion of integra-process research that substantiates the model,
to date there is no controlled outcome re- tive approaches that have been presented in

the theoretical and clinical literature.search.
In reviewing the literature, we also encoun- There are several recurrent themes in the

integrative or eclectic therapies that have beentered a number of integrative therapies for spe-
cific disorders. These include Allen’s (2003) studied thus far. First, some of them, such as

Dialectical Behavior Therapy (Linehan, 1993)Unified Therapy for BPD; Johnson and Tay-
lor’s (1996) integrative treatment for eating and Multisystemic Therapy (Henggeler et al.,

1998), were developed for disorders that aredisorders; McCullough and Andrews’s (2001)
short-term anxiety-regulating therapy; Men- thought to be difficult to treat. Others, such as

Cognitive-Behavioral Therapy with Interper-nin’s Emotion Regulation Therapy for GAD
(Mennin, 2004); Scaturo’s (1994) integrative sonal/Emotional Processing Therapy for gener-

alized anxiety disorder (Newman et al., inprogram for agoraphobia; and Wolfe’s (2005)
integrative therapy for anxiety disorders. press), have been developed for clients who do

not benefit from the standard treatment. TheseFinally, a number of common-factors ap-
proaches have been articulated, but none have appear to be particularly fruitful avenues for in-

tegrative treatments to make a contributionbeen tested in group outcome studies. These
include: Lampropoulos’s (2000) prescriptive above and beyond pure-form therapies.
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Second, it has been thought that it is partic- on ESTs may lead us to overlook or de-empha-
size research in such important areas as theularly difficult to study the outcome of psycho-

therapy integration empirically if not all clients therapy relationship, common factors, prescrip-
tive matching, and the development of new in-receive the same treatment (e.g., Lazarus’s

multimodal therapy, 1981). However, the ex- tegrative therapies (e.g., Garfield, 1998; Glass
& Arnkoff, 1996). Others argue that the ESTtensive research on Multisystemic Therapy,

Acceptance and Commitment Therapy, and movement will have the opposite effect and
may ultimately prove beneficial to the psycho-STS have shown that it is possible, as long as

there is a systematic model for choosing the therapy integration movement by encouraging
empirical research on psychotherapy integra-interventions. In these cases, adherence to the

model is measured, rather than the implemen- tion (Goldfried & Wolfe, 1998; Shoham &
Rohrbaugh, 1996).tation of standard interventions.

The last time we reviewed the psychother- One factor that is hopeful for the future of
psychotherapy integration is a growing interestapy integration literature (Glass et al., 1998),

we commented on what was then a relatively in investigating empirically supported aspects
of psychotherapy relationships, as evidenced bynew movement for “empirically supported” or

“evidence-based” treatments—manualized treat- the recent book Psychotherapy Relationships
That Work (Norcross, 2002). In addition to ex-ments for specific disorders that had been

shown to be effective in well-designed and con- amining the effects of whole therapies, it is
valuable to test components of therapies empir-trolled outcome studies (Chambless & Ollen-

dick, 2001). This movement has grown, now ically, such as the therapeutic alliance, empa-
thy, congruence, and a number of other fac-reflected by publications not only emanating

from the work of Division 12 of the American tors. Because many forms of psychotherapy
integration focus on integrating specific tech-Psychological Association (e.g., Nathan & Gor-

man, 2002), but also the APA Division of niques or components, this focus of research
may have great rewards for the psychotherapyCounseling Psychology (Wampold, Lichten-

berg, & Waehler, 2002), The British Psycho- integration field. Further, the book presents
the available research on matching treatmentslogical Society (Department of Health, 2001),

and more than 12 practice guidelines from the to specific client characteristics beyond diagno-
sis. Because many forms of psychotherapy inte-American Psychiatric Association (2000).

The empirically supported treatment (EST) gration profess to match treatments to clients,
this aptitude × treatment interaction (ATI) re-movement has been the center of much debate

among psychotherapy researchers (e.g., Elliott, search also holds great promise.
Finally, an area that needs further explora-1998; Persons & Silberschatz, 1998). Although

some believe it is a necessary and important tion is the effectiveness of psychotherapy in-
tegration as it is carried out by clinicians inadvancement for both the field and for gradu-

ate training (e.g., Beutler, 1998; Calhoun, Mo- private practice. This is a difficult task to ac-
complish, however. On one hand, outcome re-ras, Pilkonis, & Rehm, 1998; Chambless &

Hollon, 1998; Davison, 1998), others criticize search on psychotherapy integration has focused
on specific types of manualized integrative psy-it as a politically motivated and/or premature

misstep that could have profoundly negative re- chotherapies. Because it is well-known that
most practicing psychotherapists do not followpercussions (e.g., Bohart, O’Hara, & Leitner,

1998; Fensterheim & Raw, 1996; Henry, 1998). manuals (Goldfried & Wolfe, 1998), the prom-
ising results of existing studies of psychotherapyA concern has arisen that the movement to-

ward manualized treatments for specific disor- integration may not apply to therapy as ren-
dered in real life. On the other hand, studiesders could obstruct the progress of psychother-

apy integration and could hinder therapist examining the improvement of clients receiv-
ing eclectic psychotherapy in private practiceinnovation in the matching of treatment to cli-

ent problems (e.g., Fensterheim & Raw, 1996; (e.g., Koss et al., 1983; Tschuschke & Anben,
2000) yield minimal conclusions because theyStricker, 1996). Some believe that an emphasis
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have not clearly defined what the therapists did American Psychiatric Association. (2000). Practice
guidelines for the treatment of psychiatric disor-during treatment, and therefore the findings

cannot be replicated. ders: Compendium 2000.Washington, DC: Au-
thor.This problem is central to studying psycho-

therapy integration as practiced. Although Arkowitz, H. (1992). A common factors therapy for
depression. In J. C. Norcross & M. R. Gold-most “eclectic” or “integrative” therapists state

that they tend to use whatever works best for fried (Eds.), Handbook of psychotherapy inte-
gration (pp. 402–432). New York: Basic Books.the client, they use different combinations of

theories and techniques, as well as different de- Arkowitz, H. (1997). Integrative theories of therapy.
In P. L. Wachtel & S. B. Messer (Eds.), Theo-cisional processes to determine which theories

and techniques to use (Garfield, 1994). For in- ries of psychotherapy: Origins and evolution
(pp. 227–288). Washington, DC: Americanstance, when a number of integrative clinicians

were asked to provide case formulations and Psychological Association.
Bach, P. & Hayes, S. C. (2002). The use of accep-treatment recommendations for the same cli-

ent, there was little agreement among them tance and commitment therapy to prevent the
rehospitalization of psychotic clients: A ran-(Giunta, Saltzman, & Norcross, 1991). This

leaves a virtually infinite number of types of domized controlled trial. Journal of Consulting
and Clinical Psychology, 70, 1129–1139.integration that would need to be studied. The

solution is not to study each therapist sepa- Baer, R. A. (2003). Mindfulness training as a clini-
cal intervention: A conceptual and empiricalrately, but to glean the principles of decision-

making that substantial numbers follow. review. Clinical Psychology: Science and Prac-
tice, 10, 125–143.The need for research on how psychother-

apy is conducted by practicing clinicians was Barber, J. P., & Muenz, L. R. (1996). The role of
avoidance and obsessiveness in matching pa-recently recognized in a National Institute of

Mental Health (NIMH) workshop (Street, Nie- tients to cognitive and interpersonal psycho-
therapy: Empirical findings from the Treat-derehe, & Lebowitz, 2000); likewise, a report

by the National Advisory Mental Health Coun- ment for Depression Collaborative Research
Program. Journal of Consulting and Clinicalcil’s Clinical Treatment and Services Research

Workgroup highlighted the importance of study- Psychology, 64, 951–958.
Barkham, M., Shapiro, D. A., & Firth-Cozens, J.ing clinician decision-making (NIMH, 1999).

Therapists in the trenches are constantly mak- (1989). Personal questionnaire changes in pre-
scriptive vs. exploratory psychotherapy. Britishing decisions to integrate therapies in an effort

to improve service to their clients. Although it Journal of Clinical Psychology, 28, 97–107.
Barley, W. D., Buie, S. E., Peterson, E. W., Holl-is a challenge to study their decision-making

and link it to outcome, the field can benefit ingsworth, A. S., Griva, M., Hickerson, S. C.,
et al. (1993). The development of an inpatientfrom the wisdom of those who spend the ma-

jority of their time providing services. Such cognitive-behavioral treatment program for bor-
derline personality disorder. Journal of Person-“bottom-up” research strategies can comple-

ment and ultimately inform the more standard ality Disorders, 7, 232–241.
Barth, K., Nielsen, G., Havik, O. E., Haver, B., Mol-“top-down” strategy of creating and studying

manualized treatments. stad, E., Rogge, H., et al. (1988). Assessment
for three different forms of short-term dynamic
psychotherapy: Findings from the Bergen Proj-
ect. Psychotherapy and Psychosomatics, 49, 153–
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A Critical Dialogue on
Psychotherapy Integration

PAUL L. WACHTEL AND MARVIN R. GOLDFRIED

The Society for the Exploration of Psychother- SAFRAN: One of the things I remember about
the first SEPI conference in 1985 was theapy Integration (SEPI) is an interdisciplinary

organization of professionals interested in inte- dialogue in which Clara Hill interviewed Paul
Wachtel and Marv Goldfried about theirgrative and eclectic approaches to psychother-

apy. Founded in 1983, SEPI was designed to thinking regarding SEPI and psychotherapy
integration [Goldfried & Wachtel, 1987]. Asencourage communication and to serve as a

reference group for psychotherapists interested it is nearly two decades since then, I thought it
would be meaningful to replicate that kind ofin transcending the limitations of a single theo-

retical orientation. SEPI also serves an edu- interview, and see the extent to which their
thinking has changed over the years—es-cational function by publishing a journal, by

holding an annual conference, publishing a pecially their thoughts and reflections about
where SEPI started from and where it’smembership directory, and maintaining a Web

site. heading.
As I was thinking about this dialogue, I re-The following dialogue, presented as the

closing plenary session of the 19th annual membered back to my first experiences with
SEPI in 1985. Then, I was a young whipper-meeting of SEPI in New York City, features

SEPI’s cofounders in a candid conversation snapper and I remember Paul and Marv as be-
ing “old men.” In fact, they were considerablyabout the purposes, status, and future of psy-

chotherapy integration. The comments of Dr. younger than I am right now! There are a few
memories that stand out about that. One ofMarvin Goldfried and Dr. Paul Wachtel are

reproduced faithfully from an audio recording them was that we were in Annapolis, Mary-
land, and it was the first time I had tasted soft-of the plenary session, moderated by Dr. Jer-

emy Safran. shell crab, and it was delicious.

494



A Critical Dialogue on Psychotherapy Integration 495

So that was one of my most important mem- a rather small group, so there weren’t that many
presentations, and there was a lot of time in-ories of SEPI!
between sessions. And the hallways were justWACHTEL: Jeremy has been in psychoanalytic
abuzz; I have the feeling that they are still vi-training, and begins with the oral stage.
brating. There was just a sense of intense stim-

SAFRAN: I also remember meeting Paul for the ulation and possibility. And then we were up
first time. I knew Marv, but Paul and I had all night in different people’s rooms talking. It
never met before. I traveled down with Les was just the most exciting conference I have
Greenberg, and we had dinner with Paul, ever been at. So I think that’s the single pri-
Marv, and others. We were staying at a very mary memory that I have.
nice hotel and sharing a room, and I was struck

GOLDFRIED: I remember very much the sameby the fact that they put these chocolates on
thing. When people come to a SEPI confer-the pillows.
ence for the first time, they may experience the

GOLDFRIED: Still at the oral stage. same kind of thing—seeing the people that
you’ve read about. Not only seeing them, butSAFRAN: I’ll work my way up. And the maid
also having a chance to talk to them, andsaid to me: “Sir, would you like a turn down?”
sometimes even touch them—so there’s a real-And we were speculating what she meant by
ity to them. And since it was the first SEPI con-that.
ference, there was the reality of a beginning. IWACHTEL: We just jumped two stages. remember a couple of years earlier when the

SAFRAN: My other memory—and we’ll see SEPI Organizing Committee—which later be-
how you interpret this one as the analyst of the came the Steering Committee—came to my
team—is that Les [Greenberg] and I were giv- apartment to talk about what we should do. I
ing a panel on emotion and were involved in recall how nervous I was, preparing coffee and
a very intense discussion over lunch with Irene different kinds of teas; I felt everything had to
Elkin. As a result, we were 10 minutes late for be just right, as I had this sense that something
our panel. We walked in and apologized for important may be happening.
being late, and the people said: “We’re just WACHTEL: I think the other thing that strikes
glad you made it.” Now, how do you interpret me, sparked by what Marv is saying, is every-
that one? one meeting the people whose work we had
WACHTEL: I’ll leave that one to Marv; it’s each been reading, and a sense of all of us start-
about a behavior. ing out on the same ground, just sharing ideas

and being truly interested in each other’s ideas.SAFRAN: Anyway, the first question I have for
It felt like we got off the right way right fromthe two of you is what memories stand out for
the beginning by making this an organizationyou about that first conference?
that was not a hierarchical organization. I’ve

GOLDFRIED: Why don’t you start, as you’re been to conferences where people wear ribbons
much more adept at early memories than I am. that indicate how many presentations they are

making or what committees they are on or of-WACHTEL: Well, my first thought, especially
given the way Jeremy has reevoked the experi- fices they hold, and for some “big shots” it

looks as if the ribbons will end up sweepingence, is to think of the Bob Dylan song “I Was
So Much Older Then, I’m Younger Than the floor there are so many. SEPI has no rib-

bons. And it’s not because our dues are lowThat Now.” But I think what I remember most
of all is the incredible sense of excitement that and we can’t afford the ribbons. Ribbons aren’t

expensive. But hierarchy is costly.virtually everybody at the conference felt. And
I remember one thing procedurally that we Marv and I just came from a really exciting

session that centered on presentations by somedid. It was partly because it was a smaller
group—part of the paradox of success is as it of our students who met together at last year’s

SEPI meeting in San Francisco and had fol-gets bigger, it’s harder to manage, but this was
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lowed up on the dialogue between them that you learned from the audience discussion, you
know that one of the goals of SEPI has beenstarted there. The fact that the students could

do this, and do it on their own initiative, feels achieved.
to me so much the essence of SEPI. SEPI is SAFRAN: Thinking back to the early days, to
the only organization I belong to that doesn’t what extent do you think the two of you had a
have a president. That’s again part of the aim shared vision of what both SEPI and psycho-
of fostering real dialogue. And I think that what therapy integration should be, and to what ex-
probably everybody here has found is that you tent do you think there were divergences?
can be somebody who’s coming to the first GOLDFRIED: It depends on how far back wemeeting, someone who has not published any- go. Are you talking about our lunch meetingsthing, someone who isn’t known yet, and peo- or our dinner meetings? During our lunchple have time for you. It’s not the kind of orga- meetings, we were very much in accord. Wenization where there are the important people felt we had to break out of our boxes. This wasand everybody else. I think that started at the in the aftermath of an APA symposium pro-very first meeting. posal that was rejected. Was it the 1960s?However successful we may have been in

WACHTEL: Early 1970s.different respects, we were all also, in a certain
sense, professional misfits; we were people who GOLDFRIED: We were frustrated about that,

and we thought that if they’re not going todidn’t fit easily within the usual boundaries
and categories. We were coming together as allow us to talk in front of a group, then at least

we can talk with each other At the 1986 NIMHfellow misfits, in some way, and I think that set
a tone that I hope has continued (obviously workshop, where a group of us met for 2 days

to discuss future directions in psychotherapythose of you that are sitting in the audience are
the best judges of that). integration research, I recall telling the group

what I would really like to see happen. AndGOLDFRIED: And you recall that one of the
that was that the field would reach the pointdebates we had in the Organizing Committee
where we no longer functioned according towas whether to have different types of mem-
theoretical orientations, but where we hadbers—members and fellows. The fellows being
some kind of consensus. I had thought that ev-the super-misfits. You’d be a fellow if you wrote
eryone would think that this was a great idea,X number of different things or gave so many
but recall your saying that you didn’t think thatdifferent presentations. We decided flatly against
was such a good idea. I think this may be athat. So many of the debates across theoretical
point of distinction between us that would beorientations had been hierarchical in the past,
good to talk about: Your exploration versus myand the notion was: “We are going to have a
intervention; your insight versus my action.debate, and the goal of my interaction with

someone from another orientation is to prove WACHTEL: It really is interesting to go through
this process because I was actually thinking al-how he or she is wrong.” When each person

adopts that same attitude, nobody changes and most exactly the opposite. My recollection is
that when we had different views of the waynobody learns. We therefore wanted to create

a structure that would be very different, so we our fledgling network might go that I was the
one more eager to take the next step of startingdidn’t have a hierarchy of memberships.

One of the unique aspects of SEPI meetings an actual organization. I remember when we
first had a “virtual SEPI”—it was before theis that we allow time for audience participa-

tion. Some of the best meetings I’ve attended days of the computer, so it was through the
post office—but there was a list of about 100are when I’ve learned just as much or more

from the audience as I did from those present- people and we would contact them. The ques-
tion was “Should we actually develop an orga-ing. And in those instances where you’re pre-

senting and where you come out knowing nization?” I think I was a little more eager to
than Marv was, as I recall.more than when you went in because of what
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As we moved ahead, one of the dialectical achieve, but I now believe that it will never
achieve that—at least on its own.pulls for SEPI has been on the one hand, em-

phasizing what we’re all committed to: keeping WACHTEL: I don’t know whether it will achieve
the sense of openness, not developing some that. I think we share the need to go beyond
new orthodoxy, even if it’s an “integrative” or- theories A, B, C, D, and E and then integrate.
thodoxy. On the other hand, there’s been an We need to develop, elaborate, explore, and
increasing interest for many members in mov- investigate really integrative ways of thinking
ing forward to develop guidelines for integra- from the beginning. I think that, rather than
tive practice and in describing what practicing thinking of it as a manual oriented toward spe-
integratively is like and not just what the pro- cific disorders, for me it would be the develop-
cess of integrating entails. I think particularly ment of both an integrative theory and a re-
as SEPI has become more and more interna- lated integrative set of principles that will be
tional, people in different countries have at applied differently with different patients. The
times had different goals from the members in skeleton wouldn’t be so much The Merck Man-
North America. There is more and more inter- ual as the conceptual framework
est among members in other parts of the world GOLDFRIED: I would certainly be delighted toespecially in developing a coherent integrative see that. I don’t ascribe to using the DSM modelapproach to psychotherapy, in moving from for treatment, namely if it’s panic it must bethe exploration of psychotherapy integration to this book on the shelf and if it’s depression it’sintegrative psychotherapies. My sense has been this other book. However, I think we need tothat most of us have been interested in the dia- have some structure, but not structure that islectic between these two visions see the value based on theory. There are too many political,in both, but that we’ve differed in where we economic, and social factors that cause us toplace the emphasis. It’s been my sense that I’ve maintain our theories and our institutes. Ibeen somewhat more eager to move it to devel- know there are people in the audience thatoping integrative psychotherapies and that you have institutes, and realize I am saying some-represented more the . . . thing that is not politically correct. However,

this is not going to happen very fast, but some-GOLDFRIED: We may end up learning some- time in the future it would really be nice if wething from each other. One of the reservations achieved some consensus. I don’t like the waythat I had was that there would be a prolifera- [American Psychological Association] Divisiontion of even more therapies than already existed 12 has gone about trying to get a consensus byto confuse the field, as there now would also coming up with a list of empirically supportedbe different kinds of integrative therapies. I therapies. Still, consensus is in the wind. Jer-think that has happened. That was always a emy, are we dealing with your questions?fear of mine. In my pre-SEPI publication on
SAFRAN: That’s okay. Don’t worry about me.psychotherapy rapprochement [Goldfried, 1980],
I’ll just sit here in the dark.I ended the paper by saying that I would like

to envision—more of a hope than a predic- GOLDFRIED: I think where SEPI has been in-
credibly successful is in changing the zeitgeist.tion—the textbook of the future that would be

different from textbooks of the present. Current There’s no question whatsoever about that. If
SEPI were to get royalties from book publish-books have theory A, B, C, D and so forth, with

the final chapter perhaps being an integration ers every time the term integration was used in
the title, we’d be a very wealthy organization.of all of these. I would rather see the textbooks

of the future that describe various kinds of clin- Integration is no longer something that one
can only talk about late at night after a confer-ical problems and issues, together with ways in

which one may intervene. More like a Merck ence.
I think another part of the zeitgeist that isManual, reflecting a consensus in the field.

That was something that I hoped SEPI would starting to happen is the notion of empirically
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supported or evidence-based treatments. That close relationships and friendships all around
the world, with people from other countries,has occurred parallel to psychotherapy integra-

tion, and it would be nice to integrate these who have become very important in my own
life. That has been a bonus that I didn’t antici-two themes, especially since most of the work

that has been done on evidenced-based ther- pate but now, in retrospect, seems absolutely
essential.apy has involved theoretically pure interven-

tions—cognitive-behavioral or otherwise. As a
result, I believe that the starting points for the GOLDFRIED: Without using the fantasy con-

cept—I think of it more as belief systems I hadevidence-based trials have been flawed to be-
gin with. It would nice if SEPI could somehow early on, some of which were realistic and oth-

ers unrealistic—I similarly did not anticipateinfluence that, but we are avowedly apolitical
in our mission. Individual members of SEPI that SEPI would provide me with a good home

base. I think I missed only one SEPI meetingcan be political, but it’s not clear that SEPI
will serve in that role. Still, I’m in favor of over the years and have always looked forward

to the meetings and seeing the people in-changing the name of our organization to the
Society for the Evolution of Psychotherapy In- volved. So, from a personal point of view, it has

been very gratifying, even though that was nottegration, which would involve more than just
exploring. one of my original motives. Rather, I was look-

ing at what was going on in the field and beingSAFRAN: Think back to the inception of SEPI very frustrated in seeing all the work, time, andand try to remember your fantasies, hopes and energy that was being put in by cognitive-expectations of where it would be 20 years into behavior therapists who were being totally ig-the future. nored by psychodynamic and experiential ther-
apists. Indeed, everyone was being ignored byWACHTEL: Well, it certainly didn’t include

me sitting in front of a bunch of people sharing everyone else, but everyone was presumably put-
ting in all their time and energy toward the goalmy fantasies. One of the places where my fan-

tasies have centered, and have been partly real- of improving how we work with patients. I saw
this lack of communication as a folly, and thatized and partly not, was that SEPI would be a

home for people who think integratively and something needed to be done to address this
folly. Although I didn’t think I’d get the personalthat the identity as an integrative therapist or

an integrative thinker about therapy would be benefit, I’m very gratified that I have.
The unrealistic belief I had was that weas compelling and real and “filling one up” as

the identity of psychoanalyst, cognitive behav- could achieve a consensus. Maybe it still can
happen, but I have not yet seen it happen. I’mior therapist, family therapist, and so on. It seems

to me that those [single-theory] identities still not referring to a consensus on a grand the-
ory—I don’t think that is possible—but ratherare stronger in many ways even among most of

us at SEPI. Partly because it’s my child, I on some things more specific. For example,
finding agreement on a given case. We’ve gonewould say that SEPI is the single most impor-

tant organization for me personally. In terms of through such an exercise several times. I was
recently listening to the tapes of the weekendpeople identifying me or in terms of living my

professional life, there are other more psycho- workshop we had in San Francisco in 1982,
where several of us—Sol Garfield, Mardi Hor-analytic organizations that play a very powerful

role too. I know that kind of dual identity is owitz, Stan Imber, Phil Kendall, Hans Strupp,
Paul Wachtel, Barry Wolfe, and me—tried totrue for almost all of us here. But SEPI still has

been and is a place where I can feel especially determine if we could agree on anything. Talk
about obsessiveness! We spent 2 hours tryingintensely like I’m among my brethren, so to

speak. to agree on the goals of a particular case, and
were unable to do so. I think we could get aThe other thing that has been wonderful

and unanticipated was the degree to which little bit further some 20 years later, but I don’t
think we are where I would hope we’d be.SEPI has been a means for developing really
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SAFRAN: Just to make sure that I understand, it tention to what has been overlooked, new inte-
grative ways of thinking would emerge. I usesounds like both of you had the fantasy, belief

system, or expectation that SEPI would move the word ways plural intentionally. I don’t know
that we can ever achieve a single theory, but Itoward some kind of consensus, although you

might have had somewhat different ideas as to do think we want to move more and more in
that direction so long as the theorizing iswhat the nature of that consensus would be.

Paul, your idea was that it would involve more rooted in observations rather than just ideologi-
cal. I should let Marv respond to it but thenof a theoretical consensus, whereas your think-

ing Marv was that the consensus would be I want to come back to why I used the word
observations, because there are issues for memore about practice and some principles of

change. with words like evidence-based and empirical.
SAFRAN: Before Marv responds, I’d like toGOLDFRIED: Jeremy, your Rogerian training
heighten things a little bit. My view of yourhas held up.
ultimate goal is somewhat more pluralisticWACHTEL: I think that it’s true that a good
than Marv’s. Is that right?part of my interest was in a theoretical direc-
WACHTEL: I don’t think I would say that. Ition, but it was not necessarily seeking a con-
wouldn’t even say it is in opposition to Marv’s.sensus on a theory. Consensus would not be
The way I would articulate my own view, Ithe word that would primarily characterize my
don’t think I’d use the word pluralistic, be-hope. It was really more about figure/ground
cause pluralism for me entails separation. Idifferences; I don’t think I’d be saying anything
want something that’s more interactive. I wantMarv would disagree with but there would be
a constant evolution. That’s why the word evo-figure/ground differences in emphasis.
lution would be a very congenial one. An evo-GOLDFRIED: Is that a challenge? lution that continues to move toward synthesis

WACHTEL: We’ll see. I was trying to make it and then discovering what’s been left out and
impossible for Marv to disagree. trying to work it in. There will probably be

more than one way to work it in, but it’s notGOLDFRIED: I recognized that, which is why I
pluralism. It’s not “live and let live.” It’s “let’smade that comment!
live together, and let’s change each other.”WACHTEL: When you have two clinicians up
GOLDFRIED: Let’s see if we can operationalizehere and they’re savvy toward each other, it’s a
this. Part of my role is to make things concrete.bit rough. What I am hoping for and still am
What would the table of contents of your fanta-is, first of all, dialogue. I think one of the things
sized textbook be in 100 years from now?that struck me was that there was very little dia-

logue among theoretical orientations. I think WACHTEL: It would probably be written in
Chinese. More readers.SEPI has been very successful, but there’s still

a lot of separate worlds that don’t hear each GOLDFRIED: Let’s assume we could have it
other, that don’t know about each other, that translated into English.
don’t take each other seriously, and most of all WACHTEL: I don’t know what it would be likedon’t learn from each other. So most of all I 100 years from now. I can say a little bit aboutsaw SEPI as a venue for that. what it would be like today.But I also saw it as a force for changing each

GOLDFRIED: I know that!of the separate schools of psychotherapy. Chang-
ing them in the sense that part of what was WACHTEL: I don’t know. What I would hope

is that the result of 100 years of SEPI would bewrong with psychoanalysis, part of what was
wrong with cognitive-behavior therapy, part of that it would produce the table of contents that

we can’t imagine right now.What would emergewhat was wrong with family systems therapy,
was that they were so exclusive and so unable would be new concepts and new ways of orga-

nizing and coordinating the observations, andto see that there were important things in the
other realm. My hope was that, by paying at- it would generate new observations as a result,
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leading to concepts that really would be differ- plied to this type of problem. The intervention
would be implemented in various ways, de-ent. For example, one of my objections to the

DSM is that it feels to me like debating pending on the nature of the client. There
would be leeway for clinical judgment withinwhether this patient is earth, air, fire, or water.

It seems to me no matter how well you refine that, but there would be guidelines that some-
how give direction. The chapter would providethat, it’s not a set of concepts that will last.
guidelines, not straightjackets.GOLDFRIED: We don’t disagree on that.
WACHTEL: I think part of what we’re gettingWACHTEL: I think it’s true probably of all the
at here is that we’re approaching it with aconcepts we’re working with, that the spirit of
somewhat different cognitive style. In order towhat we’re up to is that they will lead, hope-
answer your question of what the table of con-fully, to our learning new concepts.
tents would look like in 100 years, I would

GOLDFRIED: I agree. Let me refine the ques- have to be entering into your cognitive style,
tion a bit, because I agree that the concepts which I would try to do if you were my patient,
will hopefully grow out of some kind of con- but you’re not. It’s one of the nice things about
sensus that would emerge if this [integration] someone being a friend instead of a patient.
movement becomes successful some time in For me, the relevant question isn’t what would
the future. What would the organization of the that look like. For me the question is how will
chapters be like? Would they talk about princi- we get there. How will we go about arriving at
ples of change? Would they talk about clinical what is now unimaginable?
issues? Would it talk about disorders? As I see

GOLDFRIED: Okay. But it’s not unimaginablemyself as immortal, I’m preparing my syllabus
for me.for my intervention class at Stony Brook 100

years from now, and I want to know what text- WACHTEL: I know.
book to use for beginning students. GOLDFRIED: But it’s unimaginable for you.
SAFRAN: What about you, Marv? Do you have WACHTEL: I hope it is. In other words, if I can
any idea about what the table of contents imagine it now, that would mean it wasn’t a
might look like? very exciting 100 years.
GOLDFRIED: Well, I kind of hinted at it be- GOLDFRIED: I think we have different philo-fore. I would hope there would be some over- sophical styles, and mine is certainly mucharching principles of change, and that these more functional.principles would be spelled out in the context

WACHTEL: Mine is dysfunctional.of different kinds of clinical problems—how
these principles get implemented clinically. In GOLDFRIED: Functional in a learning sense.
addition, it would include the evidence.

WACHTEL: I understand; I’m just playing.Evidence-based therapy means not only
how well an intervention has fared in a clinical GOLDFRIED: Not in a psychological sense.
trial. I think the findings of clinical trials are of

SAFRAN: I know that the two of you are in theinterest, but I don’t think they have informed
midst of something, but rather than being myus as much as other kinds of research might
client-centered self, I’m going to be an analystinform us. Evidence-based also means that we
and end this part of the session on time andknow something about different kinds of clini-
give the audience a chance to be part of thiscal problems. For example, we know that if a
dialogue.person has had a series of losses and is experi-

encing various kinds of emotions, thoughts and AUDIENCE QUESTION: You say that SEPI has
influenced therapists to think more integra-behaviors, then they probably are having some

difficulty in overcoming these losses. There tively. However, my sense is that psychoana-
lytic organizations have not changed all thatwould then be certain general principles of

change that would be modified so as to be ap- much over the years with regard to psychother-
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apy integration. What are your thoughts about had they put their names on—or whether
somebody is willing to say this in print—is an-that?
other story.WACHTEL: There are very great differences

between people in their participation and their AUDIENCE QUESTION: Dr. Goldfried, do you
think that cognitive-behavior therapists, your-identities within organizations and as individu-

als in their own practices. In other words, I self included, take an integrative approach to
intervention?think that you’re absolutely right that orga-

nized psychoanalysis, for example, has been GOLDFRIED: I think there are individual dif-very unreceptive to integration. But what al- ferences. I would say that with regard to how Iways surprises me is that when I speak to indi- practice integratively, cognitive-behavior therapyvidual analysts, they are often receptive. There is dominant, and everything else is integrated.are taboo ideas in public that are very common But that is simply a function of cognitive-in private. One of the things that strikes me is behavior therapy being my primary orientationthat very, very often I get calls from well-known and not what I believe is the mission of SEPI.analysts either asking for some input about how It’s where we are at this point in time that leadsthey might actually use a cognitive-behavioral us to this.intervention or looking for a referral for a pa- In listening to some of my graduate studentstient of theirs even if they won’t integrate it talk about how they do clinical work, theydirectly. That was not true 20 years ago, but it’s sounded very integrative. What is of particularquite common now. And this includes people interest is that they label themselves as “inte-that you wouldn’t think that about if you see grative,” even though I continue to label my-their positions in the psychoanalytic organiza- self as “cognitive-behavioral.” We are talkingtions. But I think that you’re absolutely right here about the difference between behaviorthat in the psychoanalytic literature and in and identity.[American Psychological Association] Division
39, it hasn’t yet officially emerged. But there AUDIENCE QUESTION: It seems that the two

of you have been focusing more on either pro-is something happening underneath that’s also
interesting to be aware of. cess or outcome. Thinking ahead to the future,

what orientation do you think is likely toGOLDFRIED: I certainly can’t speak for the emerge as the superordinate one?psychoanalytic community, but I have had
similar experiences in interactions with indi- WACHTEL: Two different thoughts are stimu-

lated by that comment. One goes back to theviduals who are psychoanalytically oriented
and know that they are much more open. I earlier question. I think, for example, in the

vision of many analysts, some version of psy-know more about the cognitive-behavioral
world, which has showed increasing openness. choanalysis is the superordinate theory. But

there are two different spirits in which that canWe have representatives at this conference
from that world, and the very fact that they are be approached. One is a problematic one,

which is the defensive, “we’re the best.” It washere and interested in this is an indication that
there has been a change. once dominant, and it can’t abide the fact that

it no longer is. And I think psychoanalysis isLes Greenberg once presented at the Associ-
ation for Advancement of Behavior Therapy really struggling with that. So that’s one atti-

tude.[AABT] convention on emotion and experien-
tial therapy. We were sharing a room together, But a second variant is one that reflects one

of the very important advances in our under-and the evaluations of his workshop were there
for me to look at. They were rave reviews. That standing of what’s going on process-wise in in-

tegration—Stan Messer’s [1992] introductionwas certainly an indication of the receptivity
that cognitive-behavior therapists have to inte- of the idea of assimilative integration. I mean,

if I look at myself, even though I’m so power-gration. Now, these were done anonymously,
and whether they would have been as good fully committed to integration, I’ve realized



502 Training, Research, and Future Directions

ever since Stan introduced that term that I’m from now is of a certain sort, but that will re-
quire a lot of work and a lot of action. We areengaged in an assimilative integration in that

it’s not equally, say cognitive-behavioral or psy- not at the action stage. We have gone from pre-
contemplation to contemplation as a field andchoanalytic. The psychoanalytic perspective is

clearly the organizing configuration for me, SEPI as an organization, and it’s going to take
a while before we get to action [Prochaska &but not necessarily because it’s better, but just

because it’s what my root thinking is, and I’m DiClemente, 1992]. As I indicated earlier, I
think we must pay attention to evidence, butconstantly looking to examine and question it

and to bring new things in from outside. So I the evidence must be informed in a sophisti-
cated way by clinical practice. It is essential forthink those are two different spirits of doing

that same thing. practitioners to be involved in any kind of con-
sensus that is evidence based.SEPI is an organization of people who, al-

most by the very nature of being active in this SAFRAN: Because of time limitations, I’m
organization, are not true believers. It becomes afraid that we’re going to have to stop here.
difficult and contradictory to be a true believer I would like to thank everybody for partici-
in not being a true believer, so we do not have pating in this dialogue. I would like to thank
the same kind of zeal, or at least we have a Marv for sharing his verbal behavior with us
different kind of zeal. I think it’s a kind of zeal and Paul for sharing his instinctual deriva-
that makes it harder for us to be exclusionary. tives.
It’s not “I’m integrative, you are not.” It’s “I’m
integrative, join me, and let us learn from each
other.” And that’s different from the other orga-
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Mr. P entered treatment with an empathic clini- movement. Like Mr. P, psychotherapy integra-
cian and began to make considerable progress. tion has made progress in some respects during
He gained insight into the sources of his dissatis- the past two decades by recognizing the need
faction and identified numerous ways in which to move beyond the boundaries of separate the-
he could change his life to make it more fulfill- oretical orientations. However, in other re-
ing. However, Mr. P did not begin to make any spects, psychotherapy integration has not yetof these changes. Week after week, he identified

realized its potential. The question we addresswhy he was unhappy and discussed solutions that
in this chapter is: “What needs to be done inwould improve the quality of his life, and week
the future for psychotherapy integration to ful-after week, nothing changed. The therapist ex-
fill its promise?”plored why he had not made any changes, and

Mr. P grew to realize that he was afraid to change We begin by reviewing the progress made
anything in his life because he might make the by the integration movement and noting the
wrong decision. Finally, the therapist received a areas in which integration has not yet made an
notice from Mr. P’s health insurance carrier, de- impact. In order to gain a better understanding
manding a justification for Mr. P’s continuing of the possible directions that integration could
need for treatment and a concise summary of take, we then turn to the futuristic views of a
treatment goals. In the next session, the therapist number of individuals who are actively in-asked Mr. P what he hoped to gain from therapy

volved in psychotherapy integration: the con-and how he wanted his life to change. Mr. P
tributors to this Handbook.We summarize andlooked thoughtful. “I’m not sure,” he responded.
comment upon their recommendations for ad-“I need more time to think about it.”
vancing psychotherapy integration. Our hope
is that by integrating a number of perspectives,Mr. P may remind you of clients you have

seen. In some ways, he may also remind you we will gain a richer understanding of how the
field should proceed.of the history of the psychotherapy integration
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THE PROGRESS MADE BY Glass, Arnkoff, & Lambert, 1993; Wolfe &
Goldfried, 1988). Researchers such as Green-PSYCHOTHERAPY INTEGRATION
berg and colleagues (e.g., Greenberg, Watson,
& Lietaer, 1998) and Safran and Muran andAs indicated in the introductory chapter in this

Handbook (Norcross & Goldfried, 2005), psy- colleagues (e.g., Safran & Muran, 2000) have
demonstrated that process research can servechotherapy integration is now an established,

respected movement with an international as- as the basis for effective, integrative treatments.
Interest in integration has contributed to thesociation, regular conferences, and multiple

publications. The impact of the integration development and refinement of theories about
therapeutic processes. For example, there ismovement can be seen in the areas of practice,

research, theory, and training. In their clinical growing empirical support for the validity of
the transtheoretical model of change (e.g., Pro-practices, many therapists identify their pri-

mary orientation as integrative or eclectic. In a chaska, DiClemente, & Norcross, 1992), which
describes the change process in terms of therecent survey of the membership of the APA’s

Psychotherapy Division, eclectic/integrative was five stages of precontemplation, contemplation,
preparation, action, and maintenance. An un-the most popular orientation, endorsed by 35%

of the respondents (Norcross, Hedges, & Castle, derstanding of these stages can help prac-
titioners of all orientations assess and tailor in-2002). There is anecdotal evidence of increas-

ing numbers of clinicians seeking advice from terventions to the client’s readiness for change
(Miller & Rollnick, 2002; Prochaska & DiCle-colleagues on how to integrate techniques

from other orientations into their clinical work mente, 1992). The integration movement has
also drawn attention to the importance of the(Wachtel & Goldfried, 2005). Psychotherapy

research has demonstrated that with the excep- common factors that are shared by the major
therapies. Once regarded by researchers astion of focal problems such as specific phobias,

panic, and obsessive-compulsive disorder, no “noise” to be controlled in the evaluation of
therapy (Omer & London, 1989), commonone theoretical orientation is consistently more

efficacious than the others (Luborsky et al., factors, such as the therapeutic alliance, are
now regarded as being at the core of psycho-2002; Stiles, Shapiro, & Elliot, 1986). A num-

ber of therapists turned to integration because therapeutic effectiveness.
Opportunities for education and training inthey found that no single theory was adequate

for explaining or treating all psychopathology integrative approaches are also increasing. Or-
ganizations such as the Society for the Explo-(Garfield & Kurtz, 1977; Goldfried, 2001; Pro-

chaska & DiClemente, 1992). Psychotherapy ration of Psychotherapy Integration (SEPI)
provide opportunities for therapists to attendintegration promises to increase therapeutic ef-

fectiveness by enabling clinicians to capitalize workshops and annual conferences. There is
growing discussion of the best ways to intro-on the different strengths of the major therapies.

In the area of research, growing numbers duce integration to graduate students, as illus-
trated by a series of articles in the Journal ofof researchers are beginning to measure and

document the effectiveness of integrative thera- Psychotherapy Integration (Castonguay, 2000;
Hayes, 2000; Norcross & Beutler, 2000; Wolfe,pies. In this volume, Schottenbauer, Glass, and

Arnkoff (2005) summarize outcome studies con- 2000).
ducted on numerous integrative treatments, in-
cluding therapies that combine techniques from
different orientations and therapies based on THE UNFULFILLED PROMISE
integrative theories. Several researchers have
recommended that integration efforts be guided Drawing on the transtheoretical model of

change, integration efforts have helped moveby process research that explores the therapeu-
tic factors that are common to many approaches psychotherapy from the precontemplation stage,

in which we were unaware of the value of inte-(Castonguay, 1993; Elkin, 1991; Norcross,
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gration, to the contemplation stage, in which plicit goal of the integration movement, inte-
gration should help to reduce redundancy bywe think seriously about incorporating ideas

from other approaches into our therapeutic identifying commonalities across treatments.
An active integration movement could alsowork. The next stage—preparation—entails de-

veloping and committing to an action plan. Al- promote greater collaboration and teamwork in
the field of psychotherapy. Currently, the fieldthough there has been ongoing discussion

about ways to advance integration, there has of psychotherapy reinforces individuals for
working independently and staking out theirbeen little consensus, and no organized com-

mitment to action. Like the obsessive Mr. P, professional territory. As long as there is no
structure in place to encourage the systematic,who hopes that the perfect solution will be-

come clear if only he thinks long enough, the efficient integration of various treatments, am-
bitious theorists and researchers will continueintegration movement remains stuck in the

contemplation stage. to flood the marketplace with trendy treat-
ments that often seem to reinvent the wheel.To be sure, individuals committed to inte-

gration have taken action on their own by pub- The integration movement has also failed to
challenge the dominance of the Diagnosticlishing models, conducting research, and es-

tablishing training programs. However, we refer and Statistical Manual of Mental Disorders
(DSM) disorder paradigm. Researchers havehere to a collective failure of the field to de-

velop or commit to an organized action plan. followed the lead of the National Institutes of
Mental Health (NIMH), which only providesAs a result of this hesitation to act, the integra-

tion movement has not produced a number of funding for studies that focus on manual-based
treatments of clients categorized according tochanges that many sought. One of the initial

goals of the psychotherapy integration move- DSM diagnoses. Although this approach has
led to an increase in knowledge of particularment was that the competition among various

schools of psychotherapy and their respective disorders (e.g., depression, borderline personal-
ity disorder), it has also obscured the fact thatrival treatments would eventually be replaced

with a sense of cooperation and common pur- psychological problems develop and manifest
in multiple ways, necessitating that treatmentspose (Goldfried, 1980; Wachtel, 1977). Although

rapprochement among the orientations has in- be tailored beyond discrete diagnoses. Further-
more, the reification of discrete disorders hin-creased, competition persists, best exemplified

by treatment studies designed to “prove” the ders recognition of the extent to which various
clinical problems share common processes andsuperiority of a particular treatment. The per-

vasive focus on differences has led to wasted symptoms that would respond to similar inter-
ventions.efforts by many talented individuals. Over the

years, studies have confirmed that there is no Although a great deal has been written
about integration, many fundamental ques-clear-cut winner to be crowned (Luborsky et

al., 2002). Unfortunately, significantly less ef- tions remain unanswered. Integrative research
has generally lagged behind integrative theory.fort has been directed toward identifying com-

mon elements across different therapies and Discussion of training in integration has in-
creased, but most educators continue to traintherapists—variables that might explain the

Dodo bird verdict that “Everyone has won and their students in much the same way as they
were trained (Andrews, Norcross, & Halgin,all must have prizes” (Rosenzweig, 1936), and

point to ways to improve therapists’ effective- 1992). After years of dialogue and debate about
the future of integration, disagreement contin-ness.

In the absence of a consolidated action ues about whether we should continue explor-
ing (e.g., Wachtel, in Wachtel & Goldfried,plan, the proliferation of new therapies has

continued unchecked, just as some predicted 2005), start actively integrating (e.g., Beitman,
1994), or find a way to do both (e.g., Goldfried,and feared (Goldfried, 1980). Although reduc-

tion in the number of therapies is not an ex- in Wachtel & Goldfried, 2005).
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THE FUTURE OF PSYCHOTHERAPY to explore, think creatively, and resist efforts to
conform to the status quo.INTEGRATION: A SUMMARY

OF PERSPECTIVES

A Broader View of IntegrationIn order to advance discussion about what di-
rections psychotherapy integration should take Many respondents emphasized the importance

of continuing to integrate the best aspects ofto realize its unfulfilled promise, the contribu-
tors to this Handbook were asked to respond to the different theoretical orientations (e.g., Feld-

man & Feldman) and not to lose sight of thethe following five questions:
contributions of the past (Wachtel). Respon-
dents also suggested ways in which the integra-• What practice directions should the field
tion effort should be expanded, looking beyondtake in order to improve psychotherapy
psychodynamic and cognitive-behavioral orien-integration?
tations to embrace more concepts from experi-• What research directions should the field
ential and family systems orientations (Wach-take in order to improve psychotherapy
tel).integration?
Several authors noted the need to look be-• What theoretical directions should the

yond the realm of psychotherapy and foster col-field take in order to improve psychother-
laboration and integration with other areas ofapy integration?
behavioral science, including developmental• What education and training directions
psychology (Ivey and Brooks-Harris), social psy-should the field take in order to improve
chology, cognitive psychology, and neuropsy-psychotherapy integration?
chology (Arnkoff, Glass, and Schottenbauer;• What would you like the field of psycho-
Burckell and Eubanks-Carter; Lazarus). Re-therapy integration to look like in 25
search on brain function is particularly impor-years?
tant for expanding our understanding of patho-
logical and therapeutic processes (Beitman,

We summarize the contributors’ responses Soth, and Bumby; Halgin). A number of con-
to these five questions; the complete responses tributors stressed the importance of collaborat-
appear in the Journal of Psychotherapy Integra- ing with and learning from colleagues in allied
tion (Norcross & Goldfried, in press). We be- professions (Ryle), in particular the medical
gin with an overview of superordinate themes profession (Consoli, Beutler, and Lane; Hal-
that recurred throughout the responses. We gin). It was also noted that integrative therapists
then provide a more detailed summary of the need to know how to integrate psychotherapy
responses to each question, followed by a brief with medication (Lazarus; Norcross).
commentary. Our goal is to bring readers into Several contributors encouraged integrative
the dialogue among researchers and clinicians therapists and researchers to look beyond the
who are involved in the integration movement. therapist’s office for factors that impact clients’

well-being. DiClemente observed that time
spent outside of therapy is much greater and

Superordinate Themes more important than the time spent in the ses-
sion. Self-help resources (Consoli, Beutler, andThree overarching themes emerged from the

responses to the questions listed above. The Lane; Norcross), spirituality, and exercise (Nor-
cross) can greatly enhance clients’ psychologi-first theme was the need to broaden the inte-

gration effort to encompass more than theoreti- cal health. Also, in order to understand and ef-
fectively meet clients’ needs, therapists shouldcal orientations. The second and third themes

were held in tension throughout the responses: attend more to the broader social context of
clients’ lives, including social values (Ryle),the need to actively advance the integration

movement by bringing it more fully into psy- economic realities (Wachtel), and cultural dif-
ferences (Consoli, Beutler, and Lane; Ivey andchotherapy research; and the need to continue
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Brooks-Harris; Norcross). In addition to multi- focus in particular on developing treatments
for disorders that do not respond well to exist-cultural competence in psychotherapy practice

(Ivey and Brooks-Harris), researchers need to ing therapies (Arnkoff, Glass, and Schotten-
bauer; Norcross; Wolfe) and on ensuring thatinclude more diverse samples in research stud-

ies (Pachankis and Bell) and involve members therapists remain adherent to treatments that
have empirical support (Heard and Linehan).of the groups studied in the design, implemen-

tation, and review of research (Ivey and Brooks- Integrative treatment manuals could aid in the
articulation and dissemination of such treat-Harris). Therapists in training would benefit

from exposure to ideas from non-Western cul- ments (Halgin; Pachankis and Bell).
At the same time, other contributors ex-tures (Sollod). Looking beyond the traditional

boundaries of individual psychotherapy might pressed concerns about these efforts to pursue
integration within the current research para-also entail proactive prevention, community,

and population-based health approaches that digm. Many people were drawn to integration
precisely because they were dissatisfied withreach individuals who have not sought out

treatment (Consoli, Beutler, and Lane; Nor- the status quo of practice and research (Hal-
gin), and believed that the gold standard of thecross; Prochaska; Ryle).

Finally, many contributors observed that in- randomized controlled trial (RCT), which re-
quires standardized treatments, homogeneoustegration requires humility and an open mind.

As Consoli, Beutler, and Lane wrote, “Psycho- samples, and narrowly defined problems, has
damaged psychotherapy (Ryle). The integra-therapy integration is characterized by a hum-

ble, relativistic, skeptical, and open attitude” tion movement was attractive because it ap-
preciated human complexity (Consoli, Beutler,(quoted in Norcross & Goldfried, in press).

Feldman and Feldman noted that integrative and Lane) and because it was not institutional-
ized (Castonguay, Holtforth, and Maramba).therapists must relinquish the idea that their

“home theory” is superior, and must become The call to resist conforming to the status
quo was particularly evident in commentswilling to learn about other orientations. Both

strengths and weaknesses can provide impor- about the use of DSM diagnoses. Contributors
noted that this diagnostic system is flawed; ittant lessons: Goldfried called for therapists to

be open to learning about the successes of col- should not be the basis for most theory and
research (Arnkoff, Glass and Schottenbauer;leagues from other orientations, and Stricker

and Gold suggested that greater honesty about Burckell and Eubanks-Carter; McCullough;
Sollod). Client characteristics (Arnkoff, Glass,practitioners’ failures and difficulties could

lead to progress in integrative practice. and Schottenbauer; Norcross), client strengths
(Consoli, Beutler, and Lane, and interpersonal
dimensions (McCullough) are more useful in

Tension Between Action conceptualizing and treating individuals.
and Exploration Miller, Duncan, and Hubble stressed that,

rather than focusing on diagnoses, therapistsIn addition to the theme of expanding integra-
tion, the responses also revealed a dialectical would be more effective if they attended to cli-

ents’ own models of their difficulties and theirtension between the desire to actively advance
integration within the current psychotherapy progress in treatment.

The founders of SEPI acknowledged theparadigm and the desire to resist the status quo.
Reflecting the former theme, a number of con- importance of creativity and exploration by

naming their organization the Society for thetributors recommended that the integration
movement focus on using randomized con- Exploration of Psychotherapy Integration. How-

ever, many of the contributors to this volumetrolled trials (RCTs) to develop and empiri-
cally support integrative treatments for existing asserted that 20 years of exploration is enough,

and that the integration movement needs todisorders (Arnkoff, Glass, and Schottenbauer;
Feldman & Feldman; Heard and Linehan; reach consensus on some matters (Goldfried).

As Halgin observed, “As members of SEPILazarus; Norcross; Wolfe). Integrationists could
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have continued to engage in dialogues about therapist factors (Consoli, Beutler, and Lane;
Ivey), and client factors (McCullough). Clientwho we are and what we do, the clinical world

has been passing us by” (quoted in Norcross & factors include the client’s strengths (Consoli,
Beutler, and Lane), the client’s perspective andGoldfried, in press).

We will see how the contributors wrestled feedback about the therapy (Miller, Duncan,
and Hubble), and the affective impact of thewith the dialectic of action and exploration as

we summarize their recommendations on the client’s experiences (Wachtel). In particular,
therapists should draw on principles of changefuture of research, theory, and training. We

discuss the possibility of integrating these two and attend to the client’s progress through the
stages of change (Burckell and Eubanks-Carter;themes by simultaneously working within the

current system and seeking to change it in or- DiClemente; Prochaska), for example, by us-
ing motivational interviewing techniques toder to increase our therapeutic effectiveness.
raise client expectations regarding change (Arn-
koff, Glass, and Schottenbauer).

Practice Directions Third, integrative therapy manuals or treat-
ment guidelines could be developed and ex-
panded to help practitioners select and sequenceSummary of Responses

There was strong agreement among contribu- specific interventions (Norcross; Wolfe). Man-
uals and protocols could be used to communi-tors on the value of integration for improving

clinical effectiveness. Integration enables prac- cate integrative approaches (Halgin; Pachankis
and Bell). Researchers and clinicians couldtitioners to expand their repertoire of skills in

order to meet their clients’ needs (Consoli, collaborate to make research available to clini-
cians in easy-to-use formats (Burckell and Eu-Beutler, and Lane). However, what is unclear

is how and when practitioners should integrate; banks-Carter; Pachankis and Bell). Several
writers expressed confidence that clinicians ofthe integration movement has failed to estab-

lish this prescriptive mandate (Norcross; Wolfe). various orientations could reach agreement on
guidelines for treatment and case formulationSeveral writers expressed a sense of urgency:

with pressure from insurance carriers and phar- (Burckell and Eubanks-Carter; Castonguay,
Holtforth, and Maramba; Goldfried).maceutical companies, therapists need to reach

consensus on the core, curative elements of Castonguay, Holtforth, and Maramba de-
scribed one response to these calls for great-psychotherapy (Beitman, Soth, and Bumby),

and actively make the case for the ways in er attention to common factors: principles of
change. Castonguay and Beutler created a taskwhich psychotherapy helps clients to change

(Halgin). force to delineate principles of change that rec-
ognize the contributions of treatment proce-Contributors suggested a number of ways in

which integration can move toward consensus dures, relationships factors, and client and
therapist characteristics. The efforts of this taskin psychotherapy practice. First, there is a need

for a clear, concise, jargon-free language so that force led to the identification of empirically de-
rived practice guidelines for the treatment oftherapists and researchers can communicate

with each other and with allied professions depression, anxiety disorders, personality disor-
ders, and substance abuse (Beutler & Caston-(Burckell and Eubanks-Carter; Pachankis and

Bell; Ryle). Second, therapists can move be- guay, in press).
yond the limitations of the medical model by
focusing on the common factors that clinicians

Commentaryand researchers of various orientations agree
are important predictors of therapy process and Clinicians today have access to a plethora of

treatments. Indeed, this wealth of material canoutcome (Feldman and Feldman; Pachankis
and Bell; Sollod). These factors include the be overwhelming. For example, the most re-

cent list of empirically supported treatmentstherapy relationship (Ryle; Lazarus; Norcross),
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endorsed by the Division 12 Task Force on prevent these guidelines from becoming yet
another calcified orthodoxy.Promotion and Dissemination of Psychological

Procedures contains 71 treatments (Chambless The idea of practice guidelines may not ap-
peal to all therapists. Some therapists may fearet al., 1998), and this lengthy list does not even

include many widely used treatments that have that such guidelines would resemble existing
therapy manuals. The word manual evokes anot yet been empirically tested. Mastering all

of these treatments would require so much visceral negative reaction in many therapists,
who may share one respondent’s view of manu-training that no one would have time to actu-

ally conduct therapy. als as prescribing “the replication of a cookie-
cutter method” (Wachtel, quoted in NorcrossIn order to treat a diverse set of clients with

presenting problems that usually do not map & Goldfried, in press). In our experience,
manuals can be flexible tools that provide guid-neatly onto DSM categories and manualized

treatments, clinicians need a solid base of ance while also encouraging the therapist to
tailor treatment to the needs of the particularknowledge that they can apply across many dif-

ferent clinical situations. With over a century client–therapist dyad. Any book that describes
a form of psychotherapy can function as aof accumulated clinical experience, insight,

and research, psychotherapy should be ready to manual, and like a manual, can be misused in
a rigid fashion. To prevent such misuse, prac-agree on some core ideas. As noted by several

contributors, common factors could provide a tice guidelines need to be written and pre-
sented as the field’s current understanding, in-starting point for reaching such a consensus.

In order to further define a core consensus, evitably subject to review and revision, rather
than as sacrosanct laws of therapy.we could adopt a bottom-up approach that re-

mains close to the clinical material that all Regardless of therapists’ feelings about prac-
tice guidelines, some form of guidelines maytherapists encounter, using everyday language

that all therapists can understand (Goldfried, be inevitable. A panel of 62 psychotherapy ex-
perts, asked to forecast psychotherapy trends for1987). We could continue and expand upon

the work being done by Beutler, Castonguay, the next decade, predicted that practice guide-
lines would become a standard part of dailyand colleagues to delineate common change

principles. Demographically diverse groups of psychotherapy (Norcross, Hedges, & Prochaska,
2002), perhaps because health care companiesresearchers and clinicians representing differ-

ent orientations could develop common guide- and governmental agencies are increasing de-
mands for accountability. Instead of waiting forlines for assessment and case formulation, and

refine them by gathering feedback from large external forces to dictate standards and manu-
als to us, we can seize the opportunity to de-samples of clinicians. Frances and colleagues

(Frances, Docherty, & Kahn, 1996) have dem- cide for ourselves what the standards of our
field will be. We can create guidelines that re-onstrated one way of achieving consensus by

surveying experts in the field. Therapy guide- flect our shared values, the consensual re-
search, and the clinical flexibility required tolines could be developed in a similar fashion.

Thus, rather than forcing clinical practice into meet the needs of the individual client.
Practitioners will be important partners inthe Procrustean bed of the DSM, we could or-

ganize therapy guidelines around issues clini- the effort to create and refine therapy guide-
lines; such an effort can only succeed withcians frequently encounter, taking into account

the impact of client and therapist characteris- their active participation in the entire enter-
prise. Therapists can also advance psychother-tics (Beutler, Consoli, & Lane, 2005). These

guidelines could be made easily available to apy integration in their own practices by form-
ing peer supervision groups with colleaguesclinicians through the internet. The immedi-

acy of the Internet would also facilitate rapid from other orientations. These groups provide
a safe environment where therapists can exper-and frequent revisions as new research be-

comes available. Ongoing revisions would help iment with new ways of understanding and in-
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tervening with clients. As the social psychology effectiveness research is also needed (Heard
and Linehan).literature demonstrates, by working together

toward a superordinate goal (Sherif, Harvey, Many contributors commented on the need
to move beyond RCTs model by developingWhite, Hood, & Sherif, 1961), members of dif-

ferent groups can learn to look beyond rivalries methods that avoid the problems associated
with this research model (e.g., Wolfe). Givenand to challenge long-held prejudices.

As clinicians of different backgrounds work that current methods have often been unable
to detect significant differences in outcometogether, they will undoubtedly encounter lim-

its to their ability and desire to integrate. (Miller, Duncan, and Hubble), some advocated
the use of more complex research designs toMatching clients to treatments is important

(Beutler, Consoli, & Lane, 1995); matching capture interactions among client, therapist,
and relationship variables (Consoli, Beutler, andtherapists to treatments that suit their personal-

ities, values, and life experiences is similarly Lane; Norcross) and behavior change (DiCle-
mente). Arnkoff, Glass, and Schottenbauer notedimportant. The goal of integration is not for

every therapist to be identical. Rather, the goal that research on complex treatments such as
multisystemic therapy (Henggeler, Schoenwald,is for all therapists to begin with a solid core of

consensual knowledge, and then to develop Rowland, & Cunningham, 2002) and accep-
tance and commitment therapy (Hayes, Stro-their own individual therapeutic style and area

of expertise. As therapists, we can continue to sahl, & Wilson, 1999) demonstrate that it is
fruitful to study treatments in which clients re-prefer a particular orientation, as long as we

recognize the limitations of that approach. By ceive different interventions. Many mentioned
the need to integrate process research with out-working regularly with therapists from other

orientations, we will be better able to discern come research in order to understand how
change occurs rather than focusing exclusivelywhen a client is a poor match for our approach

but a good match for a colleague from a differ- on what has changed (Burckell and Eubanks-
Carter; Feldman and Feldman; Goldfried; Pa-ent orientation.
chankis and Bell; Ryle; Wolfe). Others noted
that marrying qualitative and quantitative re-
search designs (Burckell and Eubanks-Carter;Research Directions
Consoli, Beutler, and Lane), employing single
subject designs or case studies (Burckell and
Eubanks-Carter; Halgin; Lazarus; Ryle; Wolfe),Summary of Responses

Although the integration movement has made and incorporating relational/interpersonal per-
spectives in research designs (Ryle) may alsogreat strides, the majority of contributors (Arn-

koff, Glass, and Schottenbauer; Consoli, Beut- yield valuable information.
Prochaska observed that traditional clinicaller, and Lane; Castonguay, Holtforth, and Ma-

ramba; Goldfried; Halgin; Heard and Linehan; trials are too selective, excluding participants
with comorbid diagnoses and requiring highNorcross; Stricker and Gold; Wachtel; Wolfe)

stressed the need to demonstrate empirically levels of compliance. Some authors (Arnkoff,
Glass, and Schottenbauer; Norcross) suggestedthe effectiveness of integrative therapies and

training rather than assuming that they work that investigating those clients who do not ben-
efit from empirically supported or pure-formsimply because they are labeled “integrative.”

Little research is available to indicate how a therapies may provide avenues for the develop-
ment of integrative treatments. Along theseclinician should integrate, including what

should be integrated or the order in which ele- lines, Castonguay and colleagues (Newman,
Castonguay, Borkovec, & Molnar, in press)ments should be integrated (Consoli, Beutler,

and Lane; Feldman and Feldman). In light of have developed a treatment for generalized
anxiety disorder that addresses factors that thethe additional training required to master in-

tegrative approaches, others noted that cost- current treatment package lacks. Follow-up



Future Directions in Psychotherapy Integration 511

studies that track relapse may indicate paths for train and supervise clinicians (Burckell and
Eubanks-Carter).treatment (Feldman and Feldman) and ex-

pand our understanding of disorders and dys- Reflecting the tension between acting within
current paradigms versus exploring outside offunction (McCullough).

The contributors also called for changes in those paradigms, contributors expressed con-
trasting views of the use of manuals in re-the types of research questions integrative re-

searchers address. Some asserted that the research search. For example, Lazarus stressed the need
to develop better manual-based procedures.agenda for psychotherapy integration should

focus on common principles of human change Wachtel, however, expressed concern that
manuals tend to constrict therapists and are(Burckell and Eubanks-Carter; Consoli, Beut-

ler, and Lane; DiClemente; Goldfried; Pachan- poorly suited to demonstrating the efficacy of
integrative treatments. He advocated the devel-kis and Bell; Wolfe). Wolfe recommended

moving beyond measures of therapist adher- opment of alternative research tools, such the
use of raters to evaluate treatment fidelity. Aence to develop measures of therapeutic skill.

Beitman, Soth, and Bumby stressed the impor- third alternative was proposed by Goldfried,
who called for improving manuals by basingtance of focusing on brain function, including

the neurobiological processes of both clients them on the findings of process research delin-
eating the mechanisms of change.and therapists. The formation of theoretically

diverse research groups could facilitate the de- Finally, several authors drew attention to
the fact that systemic changes may be neededvelopment of more innovative research ques-

tions (Pachankis and Bell). in order to facilitate advances in psychotherapy
research. Goldfried noted that the NIMH canMany respondents also indicated the need

for increased collaboration between research- stimulate important work in psychotherapy in-
tegration by setting aside funding for integra-ers and clinicians. For example, some respon-

dents (Norcross; Ryle) stressed that researchers tion research.
need to understand how to make research
more useful to practicing clinicians by address-

Commentarying questions that have relevance to clinical
practice. One of the ways researchers and prac- Researchers complain that clinicians do not at-

tend to research findings. Clinicians complaintitioners can collaborate is through the creation
of practice-research networks. Castonguay, Holt- that research is conducted in a vacuum and

does not apply to their clients and circum-forth, and Maramba proposed that these net-
works provide an effective forum for research- stances. Bridging this gap between research

and practice may well produce treatments thaters to solicit input from clinicians and for
clinicians to contribute to research in signifi- are rooted both in clinical reality and empiri-

cal validation. One promising effort to makecant ways. Collaborations between clinicians
and researchers can also occur by focusing re- progress toward this goal is the statewide prac-

tice-research network established by Borkovecsearch on in-session processes, such as clinical
decision-making (Arnkoff, Glass, and Schotten- and colleagues (Borkovec, Echemendia, Ragu-

sea, & Ruiz, 2001), and the efforts being madebauer). This bottom-up approach may be par-
ticularly suited to identifying the in-session by Castonguay to establish a national network.

These networks have the potential to enhancemarkers effective therapists use to guide their
clinical decisions. the usefulness and effectiveness of our treat-

ments.Contributors noted the importance of effec-
tively disseminating research findings to prac- There is also a need for more partnerships

between researchers of different theoretical ori-titioners. Single-case studies (Lazarus; Wolfe)
and practice-research networks (Goldfried) can entations. Cross-orientation collaborations could

capitalize on the fact that researchers from dif-be particularly effective tools for dissemination.
Research is also needed on how to effectively ferent orientations generally possess expertise
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in different research methods (e.g., quantita- niques from one therapeutic context and
applying them to another. Ryle wrote thattive methods in cognitive-behavioral research,

qualitative methods in psychodynamic research, eclecticism “is no longer a viable position”
(Ryle, quoted in Norcross & Goldfried, inprocess methods in experiential research, and

systemic methods in family and group ther- press); in the future, integrated practice must
be based upon an integrated theory. Theoreti-apy). These methods could be supplemented

by research on brain function and the ways in cal work can help the integration movement
become more intentional, and thereby movewhich psychotherapy impacts the neurobiolog-

ical processes of both patient and therapist from “intuitive eclecticism toward more pur-
poseful integration” (Ivey & Brooks-Harris,(Beitman, Soth, and Bumby). Combining dif-

ferent research methodologies would help re- quoted in Norcross & Goldfried). Several con-
tributors (Feldman and Feldman; Pachankissearchers come closer to capturing the com-

plexity of clinical phenomena. In addition, the and Bell; Wolfe) expressed the hope that inte-
grative clinicians would be able to integrate theuse of multiple methodologies would help re-

searchers present their findings in multiple strengths of existing theories to develop one
unifying integrative theory.ways that appeal to clinicians with different

epistemologies and criteria for evaluating re- In contrast, a number of contributors ex-
pressed concerns about theory and advocatedsearch (Castonguay, Holtforth, and Maramba).

We concur with the contributors who rec- for less theoretical exploration and more active
research. Norcross defended the eclectic ap-ommended greater emphasis on process re-

search. The work of process researchers has proach as pragmatic and helpful for clients
and, along with Miller, Duncan, and Hubble,highlighted the impact of moment-by-moment

processes on therapy outcome (Greenberg & observed that there is little empirical evidence
that theory increases the effectiveness of ther-Pinsof, 1986). Although process and outcome

research have often been conducted separately, apy; the future emphasis should be squarely
placed on more research rather than more the-combining them should increase our under-

standing of what works and the specific mecha- ory. Attempts to integrate existing theories have
often produced tensions that hindered furthernisms associated with change. Furthermore,

the findings from both outcome and process innovations (Heard and Linehan). Goldfried
argued that striving for a grand theory is a futileresearch should be used to develop more effec-

tive treatments and treatment guides. task that tends to lead to the proliferation of
institutes and devotees. Lazarus concurred, ob-
serving that too often theorists “have not be-

Theory Directions haved like detached, impartial scientists but
like itinerant proselytizers” (quoted in Norcross
& Goldfried).Summary of Responses

A number of contributors noted the current Although contributors expressed conflicting
views on the future value of theorizing, theirand future value of theory. Well-articulated

theoretical models have clinical utility (Con- responses also included suggestions for ways to
reach theoretical consensus by focusing on spe-soli, Beutler, and Lane); Wachtel’s (1977) sem-

inal theoretical work on integrating psychody- cific theories that are close to clinical experi-
ence, rather than pursuing a grand integrativenamic and behavioral therapies is a prime

example of how theory can advance integra- theory. Several contributors recommended the
development of theories that seek to explaintion. Many contributors argued that theory is

needed in order to address the weaknesses of specific aspects of the change process (DiCle-
mente; Goldfried; Norcross). Arnkoff, Glass,the eclectic approach, in which practitioners

use techniques separate from their theoretical and Schottenbauer suggested developing em-
pirically derived theories of therapists’ decisionalorigins. Heard and Linehan observed that with-

out an understanding of theory, eclectic prac- processes. Several contributors recommended
focusing more on client characteristics (Arn-titioners risk inappropriately abstracting tech-
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koff, Glass, and Schottenbauer; Castonguay, & Elliott, 1996) have integrated basic research
on emotion with tenets of experiential therapy.Holtforth, and Maramba) and clients’ perspec-

tives (Miller, Duncan, and Hubble). Goldfried In addition to basic research, we should
draw on clinical wisdom when we develop newalso noted that closely linking theoretical prin-

ciples to clinical observables will facilitate em- theories. The intuition of skilled clinicians is
often years ahead of our research findings. Butpirical testing of theories, which several con-

tributors stressed as essential (Burckell and the tools of research can help us to access clini-
cal wisdom in a systematic way. Instead ofEubanks-Carter; Lazarus; Pachankis and Bell).
allowing the most forceful personalities to
dominate the discussion, we can use systematic

Commentary reviews of the literature (e.g., Grencavage &
Norcross, 1990), surveys of experts (Frances,The first step toward achieving greater inte-

gration in the area of theory is to clarify the Docherty, & Kahn, 1996), and studies of mas-
ter therapists (e.g., Goldfried, Raue, & Caston-function of our theories. The jargon of each

orientation can form a language barrier that guay, 1998) to bring together the clinical wis-
dom of a diverse sample of therapists.prevents us from recognizing areas of agree-

ment (Goldfried, 1987). If our goal is clear To develop new integrative theories, we can
begin at an intermediate level of abstraction.communication, not intellectual intimidation,

we may be surprised by how many theoretical As Goldfried (1980) has noted, if we begin at
the highest level of theoretical frameworksconcepts are shared by the major orientations.

We may also be surprised by the diversity (e.g., psychodynamic, experiential, cognitive-
behavioral), language barriers and philosophi-within each orientation that becomes apparent

when we state our theories in common lan- cal differences can obscure areas of agreement.
If we begin at a lower level of specific interven-guage.

As we strive to develop new theories, we tions, topographical differences may obscure
functional similarities. By beginning at theshould be guided by basic research in psycho-

pathology and neuropsychology. Our ideas level of clinical strategies or principles (e.g., a
therapeutic relationship, encouraging correc-about how therapy works should be consistent

with our empirically derived knowledge of hu- tive experiences), we can recognize strategies
on which we agree and can analyze differencesman behavior and brain function (Beitman,

1994). The concept of basing theory on re- and similarities between the interventions we
use to achieve those strategies.search is often associated with cognitive and

behavioral approaches. Laboratory findings A greater focus on intermediate strategies
will also yield more insight than our currentwere the foundation of behavior therapy, and

current psychotherapy research is dominated focus on DSM disorders. Thinking in terms of
clinical principles helps us to recognize waysby studies of cognitive-behavioral treatments.

However, research does not “belong” to the of categorizing clinical material that in many
cases may be more useful than diagnoses. Forcognitive and behavioral orientations. Freud

began his career as a researcher and developed example, Beutler (Beutler, Consoli, & Lane,
2005; Beutler & Harwood, 2000) emphasizespsychoanalysis as a “science based upon obser-

vation” (Freud, 1925/1959, p. 58), proceeding matching clients, therapists, and treatments
based on dimensions such as interpersonal re-by closely observing clinical phenomena, for-

mulating hypotheses, and then testing those sistance, coping style, and treatment objectives.
Prochaska and DiClemente’s (2005) transtheo-hypotheses through further observations. Re-

search findings provide support for a number retical model of change, which is based on the
assumption that integration would most likelyof constructs that are central to psychodynamic

theory, such as unconscious processes (Wes- occur at the intermediate level of change pro-
cesses, encourages therapists to tailor interven-ten, 1998) and the function of transference in

our everyday lives (Andersen & Berk, 1998). tions based on the client’s stage of change.
Wachtel’s cyclical psychodynamics (1977; Wach-Greenberg and colleagues (Greenberg, Rice,
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tel, Kruk, & McKinney, 2005) integrates con- Based on the assumption that “. . . one can
only integrate what he/she knows very well”cepts from psychodynamic, behavioral, and

systems theories by focusing on current inter- (Castonguay quoted in Norcross & Goldfried,
in press), several contributors advocated thatpersonal patterns and highlighting the inter-

action between an individual’s expectations, trainees master one approach before they begin
to practice integration (Arnkoff, Glass, andaffective and behavioral responses, and the re-

spective responses of others. Schottenbauer; Castonguay, Holtforth, and
Maramba; Norcross; Stricker and Gold; Wolfe).As we develop new theories, we should not

only be grounded in research, but should also For example, Norcross suggested that training
begin with fundamental relationship and com-use research as a tool to test and revise our the-

ories. Although there is romantic (and narcis- munication skills and exposure to the major
systems of psychotherapy. Students would thensistic) appeal to the idea of having an epiphany

while sitting in one’s armchair, the more realis- focus on learning the skills and theories of one
or two orientations. Once students had mas-tic path is what Rice and Greenberg (1984) de-

scribe as a rational, idealized model: we de- tered one approach, they would study models
of integration. Throughout training, studentsvelop hypotheses, then closely observe clinical

phenomena, and modify our hypotheses. This should be encouraged to be open and respect-
ful of other perspectives (Stricker and Gold;bottom-up, empirical approach can also aid

our understanding of current theories. For ex- Wolfe). Norcross contended that the ultimate
goal is not for students to identify as having anample, in his development of cognitive ana-

lytic therapy, Ryle (2001, 2005) has sought to integrative orientation but rather for students
to develop an integrative perspective, indepen-describe the traditional goals of dynamic ther-

apy in ways that permit outcome research. Us- dent of the theoretical label they select.
In contrast to advocating thoroughly train-ing the tools of research to refine and build

upon our clinical wisdom requires humility—a ing beginning therapists in one school of thought,
a number of contributors (Burckell and Eu-willingness to expose oneself to being proven

wrong in the service of the greater goal of in- banks-Carter; Consoli, Beutler, and Lane; Feld-
man and Feldman; Halgin; Ivey and Brooks-creasing our knowledge. As Beutler and Con-

soli (1992) observe, “It is often as important to Harris; Pachankis and Bell; Ryle; Wachtel)
supported training students in the theories andbe wrong as to be right, as long as theories are

constructed in such a way as to allow one to methods of multiple orientations from the be-
ginning of training. Integrative concepts couldtell the difference through empirical research”

(p. 265). even be introduced at the undergraduate level
(Arnkoff, Glass, and Schottenbauer; Halgin).
Early integrative training would enable stu-

Education and Training dents to avoid the difficulties of trying to un-
learn years of work and practice within a single
paradigm (Burckell and Eubanks-Carter; Nor-Summary of Responses

Virtually all of the contributors believe that a cross; Wachtel). As Wachtel observed, when
therapists commit to one orientation, the nu-less orthodox and more integrative training will

facilitate the integration movement. Still, sig- merous institutions and organizations they
then join reinforce maintaining a single para-nificant disagreement persists surrounding in-

tegrative training, including when integration digm, so that “temporary” habits of thought
and practice become permanent.should be introduced and what the content

should include. Respondents also expressed concern that in-
troducing integration after students have mas-A central debate regarding training in inte-

grative practice is whether it should occur after tered one model would result in inadequate ex-
posure to integration. Programs may offer onlytrainees have acquired a solid foundation in

pure-form therapies, or whether individuals one course on integration (Consoli, Beutler,
and Lane), and may teach an integrated ap-should be trained integratively from the start.
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proach that remains primarily rooted in a sin- therapists. However, Heard and Linehan ob-
served that different students may benefit fromgle school of therapy to which other ideas are

added. Thus, the challenging task of integra- different forms of training and that new tech-
nologies may provide training methods that aretion would be left to the individual trainee

(Ryle). more effective and efficient than traditional su-
pervision and workshops. Several contributorsRegardless of when integrative training oc-

curs, many questions persist regarding how also noted that different methods may be need-
ed for training new therapists than for teachingtraining should be conducted and what spe-

cifically should be taught. As Goldfried ob- integration to experienced therapists (Arnkoff,
Glass, and Schottenbauer; Goldfried; Heardserved, there is no single integrative therapy or

superordinate theory of change that can be and Linehan). Ultimately, these questions about
training can only be adequately addressedtaught. In the absence of such guidelines, he

proposed that training should teach students to through research (Arnkoff, Glass, and Schot-
tenbauer; Burckell and Eubanks-Carter).use general principles of change and to be

open-minded. Several other contributors simi-
larly emphasized the importance of teaching

Commentarystudents to be broadminded, flexible, and in-
novative (Lazarus; Miller, Duncan, and Hub- We consider training to be the most important

means to achieving real change in the field ofble; Norcross; Prochaska).
Contributors provided a number of general psychotherapy. We agree with the contributors’

consensus that openness to integration needsrecommendations concerning the content and
scope of integrative training during graduate to be fostered from the beginning of training.

A number of contributors (Arnkoff, Glass, andtraining. Some stressed the need for training to
move beyond a basis in a single orientation and Schottenbauer; Castonguay, Holtforth, and Ma-

ramba; Norcross; Stricker and Gold) recom-a focus on treating DSM disorders (Consoli,
Beutler, and Lane; Feldman and Feldman; mended that further work on integration should

be reserved until later in training, after studentsSollod). Some proposed that such a shift could
result in the designation of effective therapists have established a firm foundation in one or

two orientations. Consistent with this view,rather than effective therapies (Miller, Dun-
can, and Hubble). Others suggested that inte- Schacht (1991) has maintained that training

individuals integratively is analogous to train-grative training should focus on teaching thera-
pists when to emphasize single methods and ing someone to play jazz: The fundamentals

need to be learned before one can truly inte-when to combine multiple methods (Ivey and
Brooks-Harris. Several contributors (Consoli, grate. Messer (1992) has also cautioned that in-

tegration across orientations can only occurBeutler, and Lane; McCullough; Miller, Dun-
can, and Hubble; Norcross) also noted the im- after one has thoroughly integrated concepts

within a particular orientation. Others furtherportance of training students to use and main-
tain the therapeutic relationship. Finally, a caution that students may become anxious and

confused without having a single system to relynumber of the contributors asserted that train-
ing should provide individuals with the on as a secure base (Loganbill, Hardy, & Del-

worth, 1982; Wachtel).breadth of skills and knowledge that individu-
als need to adapt successfully to societal We, however, firmly support the idea of

learning and practicing integration from thechanges and future challenges (DiClemente;
Prochaska). beginning of training, under the guidance of a

diverse faculty of clinicians who identify withSeveral contributors emphasized that stu-
dents need faculty and supervisors who can different orientations. To be sure, there are in-

dividuals who received their training beforemodel integrative practice (Feldman and Feld-
man; Pachankis and Bell). Halgin contended the existence of the integration movement, and

only later embraced integration (see Goldfried,that the most effective way to teach integration
is for students to observe the work of integrative 2001). However, we contend that it is more dif-
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ficult to successfully integrate different theories even more fragmented and specialized than it
is currently. Halgin proposed that psychother-and techniques after working for years in a spe-

cific paradigm. Integrative training allows stu- apy may be extinct in 25 years, having been
superseded by interventions targeting the phys-dents to develop fluency in multiple approaches

without needing to “unlearn” biases from one ical body.
In contrast to such anticipations of a bleakoriginal approach.

Although the lack of a single “secure base” future, other contributors optimistically pro-
posed that in the next quarter century, psycho-orientation may sound anxiety-provoking, we

believe that training in multiple orientations is therapy integration will be thoroughly inte-
grated into the mainstream (Arnkoff, Glass,excellent preparation for the challenging, com-

plex work of therapy. Integrative training can and Schottenbauer; Feldman and Feldman).
Some expressed hope that psychotherapy inte-promote the very skills that contributors em-

phasized as critical: flexibility, open-minded- gration will be so accepted that the term would
be rendered meaningless and vanish (Arnkoff,ness, creativity, awareness of the limitations of

a single perspective, and sufficient resourceful- Glass, and Schottenbauer; Lazarus; Stricker
and Gold). Moreover, some hoped that thereness to cope with future changes and chal-

lenges. Even if some amount of fine-tuned ex- will be no competing schools (Lazarus), thera-
pists will no longer be characterized or evalu-pertise in one orientation is lost in integrative

training, this may be outweighed by what is ated based on their orientation (Norcross; Pa-
chankis and Bell), and organizations centeredgained. A versatile therapist with numerous re-

sources at his or her disposal may provide bet- on theoretical orientations will play a dimin-
ished role in mental health (Ryle). Consistentter care to the majority of clients than one who

has thoroughly mastered only one approach. with this perspective, others hoped that psycho-
therapy integration will be an essential compo-Although we strongly support integrative train-

ing from the beginning, we recognize that our nent in graduate (Ivey and Brooks-Harris; Laza-
rus; Ryle) and postgraduate (Wolfe) training,perspective is shaped by our own experiences

(Burckell and Eubanks-Carter) of early expo- with integrative training courses, both academic
and practicum, central to the curriculumsure to integration. Ultimately, research is

needed to answer these questions. (Stricker and Gold). McCullough described a
continuing education model in which predoc-
toral training programs maintain a relationship

The Next 25 Years with their graduates. He contended that this
model could strengthen the link between re-
search and practice by fostering collaborationsSummary of Responses

In their responses to this question, many con- between researchers and clinicians.
Several of the respondents (Arnkoff, Glass,tributors restated the main points from their re-

sponses to the previous questions (e.g., the and Schottenbauer; Ivey and Brooks-Harris;
Norcross; Stricker and Gold; Wachtel) hopedneed to bridge the gap between research and

practice). We will not reiterate those points; that 25 years from now there will be a substan-
tial research base supporting the effectivenessrather, this summary focuses on new issues that

were raised in contributors’ comments about of integrative treatments and a dramatic in-
crease in the number of people conducting re-the next 25 years of integration.

The contributors’ predictions of the future search in this area (Arnkoff, Glass, and Schot-
tenbauer). Some even ventured to hope thatof integration varied greatly. Some contributors

expressed pessimistic views of the next 25 years. psychotherapy can enjoy the success and
dramatic advances that medicine has enjoyedBeitman, Soth, and Bumby predicted that the

mental health field will continue to engage in during the past 25 years (Heard and Linehan).
Finally, several respondents (Consoli, Beut-turf battles among psychology, psychiatry, so-

cial work, and medicine. DiClemente expressed ler, and Lane; Ivey and Brooks-Harris; Wach-
tel) hoped that the movement will increase itsthe fear that mental health care could become
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focus on cultural diversity and multicultur- cess and outcome research will be conducted
simultaneously to guide intervention. In addi-alism.

Questions remain as to what needs to be tion, we support cross-theoretical and cross-
disciplinary approaches. It is crucial that wedone to help integration move forward. Several

respondents (Burckell and Eubanks-Carter; Gold- acknowledge that other disciplines can contrib-
ute to our field. For example, we can learn afried) suggested that achieving consensus is es-

sential for the movement to advance. These great deal from religious and spiritual ap-
proaches. Frank (1961), an early voice for inte-contributors contended that the field does not

have to agree on a single theory of human be- gration, contended that spiritual traditions
serve to instill an expectation for change or im-havior or change processes. Instead, it needs to

focus on agreed upon principles of change and provement, a process that is central to effective
therapy. We are encouraged that many newmove toward consensus regarding how these

principles can be implemented. Taking a dif- treatments are actively incorporating practices
like mindfulness in order to capitalize on theferent stance, Miller, Duncan, and Hubble ar-

gued that consensus involves agreeing on out- strengths of these nontraditional strategies. Along
these lines, we also hope to see increased inte-come rather than buying into a common

process or central beliefs on which we will gration of constructs from positive psychology
(Seligman & Csikszentmihalyi, 2000) and itsnever agree: “People believe what they will be-

lieve. Almost all, however, believe in the final focus on clients’ strengths.
Although individual therapists can obviouslyoutcome: salvation” (quoted in Norcross &

Goldfried, in press). Regardless of the form contribute to change, there are also significant
systemic problems that need to be addressed.consensus takes, one contributor (Prochaska)

noted that the field cannot spend the next 25 Psychotherapists, just like clients, respond to
reinforcers. During the next quarter century,years deciding how to integrate; instead, inte-

gration needs to move forward based on cur- we hope that systemic changes in grant fund-
ing, higher education, and reimbursement pol-rent knowledge.
icies will encourage increased collaboration
and consensus building. We also hope to see

Commentary increased focus on integration though special
issues of journals and recognition by facultiesWe believe that consensus is essential to advan-

cing psychotherapy. Consensus does not neces- when making hiring decisions. These infra-
structure changes will provide fertile groundsitate reaching unanimity on every point or

stamping out dissenting opinions. Rather, con- for the integration effort.
sensus means agreeing on a basic approach to
integration and exploring differences in system-
atic ways, rather than agreeing to disagree or CONCLUSION
dismissing others’ perspectives. In this vein, we
need to be curious rather than judgmental re- Since the beginning of the integration move-

ment, there has been a dialectical tension be-garding alternative hypotheses; differences are
questions to be addressed rather than markers tween calls for action and calls for continuing

exploration. Some have argued that it is pastfor bunker building. Twenty-five years from
now, we could be working from consensus time for the integration movement to take ac-

tion to influence mainstream psychological re-guidelines and continually refining them as we
gain more information from research and clini- search and practice by reaching a consensus

on key issues (Beitman, 1994). Others, how-cal experience. These guidelines could be the
basis of training as well, so that all practitioners ever, have expressed concern that such a con-

sensus will be premature and will hamper in-begin their careers with a solid core of consen-
sual knowledge on which to build. novation (Wachtel, in Wachtel & Goldfried,

2005). This tension was reflected in the con-We also hope to see the emphasis on pro-
cess research continue, with the goal that pro- tributors’ responses to questions about the di-
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rections psychotherapy integration should take. tices by forming supervisory groups with col-
leagues from other approaches. They canSome contributors called for active efforts to

advance integration within the dominant re- obtain continuing education in alternative ori-
entations or integration. They can participatesearch paradigm through randomized controlled

trials of manualized integrative treatments. in practice-research networks. At the systemic
level, our institutions and organizations needOthers emphasized the need for continuing

open discussion and exploration of integrative to recognize and reinforce efforts to collaborate
and build a consensus. This consensus canideas. For example, Wachtel expressed the

hope that he will never be able to imagine the draw on both clinical wisdom and clinical tri-
als and should involve diverse groups of clini-future of psychotherapy integration, because

the ability to predict its future would mean that cians and researchers. This consensus can be
disseminated in the form of guidelines thatit had failed to innovate. Contributors ex-

pressed concern that integration should not possess the clarity of manuals while still allow-
ing for flexibility and creativity. This consensusconform to the flawed RCT paradigm and risk

recreating the rigidity and parochialism of the can provide a foundation for therapists in train-
ing and a starting point for continuing dialoguemajor orientations that many in integration

sought to escape. In fact, several contributors and exploratory research.
As a field, psychotherapy has wasted a great(Castonguay, Holtforth, and Maramba; Mc-

Cullough; Miller, Duncan, and Hubble) noted deal of energy to date. Ironically, although we
are a profession of listeners, we have not beenthat the very way in which the questions about

the future of integration were phrased presup- listening to each other. In our rush to defend
our own ideological turf, we have traditionallyposed that integration has in fact become an

end in itself, a movement seeking to advance ignored voices from other orientations. In our
hurry to remain cutting edge, we have disregard-its own agenda, rather than a means to an end,

the goal of improving psychotherapy. ed contributions from the past. Researchers,
wrestling with funding agencies, and clinicians,What should be the future of psychotherapy

integration? To answer this question, we em- wrestling with complex cases and inflexible in-
surance carriers, have failed to listen to eachbrace Castonguay, Holtforth, and Maramba’s

description of integration: “Perhaps integration other’s needs and contributions. Beutler (1998)
has observed that during the past 40 years, mil-should be less of an orientation and more of

a perspective—a way of thinking (in terms of lions of tax dollars have been spent on psycho-
therapy research, and yet the profession stillconvergence, divergence, complementarity,

synergy, synthesis, and anti-thesis) aimed at cannot agree on what forms of psychotherapy
are effective. He warns that our reluctance toconstantly challenging our conceptualizations

and improving our clinical practice” (as quoted reach a consensus on what works could well
give the public the impression that as psycho-in Norcross & Goldfried, in press). This view

of integration as a dialectical process was also therapists, we lack confidence in our own
field—the result of which may be a withdrawaldescribed by Heard and Linehan and has been

discussed by several other writers as well (Ma- of funding for practice, research, and training.
The ideas expressed in this chapter are nothoney, 1993; Stricker & Gold, 1993). A dialec-

tical view acknowledges the value of both sides new. However, there are signs that the field of
psychotherapy is finally nearing the point ofand encourages attempts to resolve issues while

still remaining humbly aware that any ob- readiness to commit to an action plan. During
the past 20 years, the major schools have dem-tained synthesis will eventually be replaced in

a continuous developmental process. With this onstrated a growing openness to new ideas
from other orientations, from basic research,perspective, the question is not whether we

should take action or explore, but rather how and from other disciplines such as spiritual
practices. More than ever, we are in a positionwe can integrate the two.

At the individual level, therapists can inte- to make progress toward consensus if we are
willing to try.grate action and exploration in their own prac-
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Our hypothetical Mr. P was afraid to make Beutler, L. E., & Castonguay, L. G. (Eds.). (in
press). Empirically supported principles of ther-a change because he could only think about

how he might make a mistake, not recognizing apy change. New York: Oxford University
Press.that the failure to change was the greater mis-

take. He did not recognize that it was possible Beutler, L. E., & Harwood, T. M. (2000). Prescrip-
tive psychotherapy: A practical guide to system-that taking a risk might result in success. He

also did not recognize that doing nothing was atic treatment selection. London: Oxford Uni-
versity Press.a decision. The psychotherapy integration

movement is itself taking a risk: by remaining Borkovec, T. D., Echemendia, R. J., Ragusea, S. A.,
& Ruiz, M. (2001). The Pennsylvania Practicestuck in contemplation, we allow external

forces to define how we shall practice. By not Research Network and future possibilities for
clinically meaningful and scientifically rigor-publicly articulating a coherent understanding

of how we as therapists are able to help people, ous psychotherapy research. Clinical Psychol-
ogy: Science & Practice, 8, 155–167.we risk becoming obsolete; we risk remaining

on the path to confirming the old stereotype Castonguay, L. G. (1993). “Common factors” and
“nonspecific variables”: Clarification of the twothat therapy is nothing but talk. We believe

that it is time for us to take a different risk—the concepts and recommendations for research.
Journal of Psychotherapy Integration, 3, 267–risk of moving forward.
286.
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