
is likely to be under the control of a current establish-
ing operation. Although the theoretical explanation
just provided is based on operant principles developed
from nonverbal organisms, it must be recognized that
much of the learning involved in HBR is occurring
within a verbal context and with verbal organisms.
Thus, it is likely that behavioral processes unique to
verbal organisms, such as stimulus equivalence, play
perhaps an even greater role in explaining the effec-
tiveness of HBR. Unfortunately, a description of such
procedures is outside the scope of this article.

III. EMPIRICAL STUDIES

Home-based reinforcement was first evaluated by
Jon Bailey and colleagues in 1970. Because this origi-
nal study demonstrated the effectiveness of control-
ling school-based behavior with home-based
consequences, a growing volume of research has eval-
uated various effective forms and uses of HBR. This
body of research is briefly reviewed later and includes
discussions of behaviors targeted with HBR, methods
of implementation, effective consequences, child vari-
ables, maintenance programs, and treatment accept-
ability of HBR.

A. Behaviors Targeted with HBR

Home-based reinforcement has been successfully
used to increase academic skills and decrease disruptive
behaviors in the classroom. Specifically, HBR has been
used to increase motivation, rule following, grades,
homework completion, listening, asking and answering
questions, staying on-task, and completing class work.
It has also been used to successfully decrease aggres-
sion, name calling, making noise, talking without
permission, physically disturbing other children, and
out-of-seat behavior.

The effects of the HBR procedure may also general-
ize to other nontargeted behaviors, persons, or set-
tings. In 1983 Joseph C. Witt and colleagues found
that when HBR was implemented to increase academic
behavior, decreases were also seen in disruptive behav-
ior. In addition, it has been found that when a HBR
procedure is used on selected target students, the pos-
itive effects of the procedure may been seen in nontar-
geted students. For example, if a teacher targets the
classroom behaviors of only half a class, it has been
found that the nontargeted half will also show de-
creases in disruptive behavior. Likewise, data suggest

that the positive effects of HBR can generalize from
school to home settings.

B. Methods of Implementation

Also of interest is the specific method that should be
used when implementing HBR. Issues such as how the
plan should be communicated to parents, how often
the home notes should be sent home, what informa-
tion should be included on the home note, and who
should be in charge of the home note at school, all
must be considered.

In 1972 R. J. Karraker investigated how much effort
was needed to instruct parents in the use of HBR. The
researchers taught the procedure to three groups of par-
ents during either two, 1-hour conferences, a 15-min.
conference, or by mailing the instructions home. It was
found that all three methods of implementation were
equally effective in increasing academic behavior.

In 1997 Richard W. Saudargas investigated the rate
that home notes should be sent home and found that
sending notes home daily was more effective in increas-
ing academic behavior than sending the notes home
every Friday. In addition, research has shown that par-
ents prefer daily school notes to both weekly and stan-
dard report cards.

There is considerable variation in the amount of in-
formation that is included on the home notes. Some
home notes only have information on performance in
a specific area, such as math completion or disruptive
behavior whereas others give a global rating of the
child’s behavior for the whole day. Both methods have
been shown to be effective in changing the student’s
behavior.

Student involvement in HBR has also been success-
fully varied. In some cases, the teacher has completed
the home note without the student’s knowledge, and in
others, the teacher has instructed the student when to
mark the home note and then signed it at the end of the
class. To this date no studies have directly compared
the effectiveness of the two methods.

C. Effective Consequences in HBR

One issue that is clear is that some type of reinforc-
ing consequence is necessary for HBR to be effective.
In 1972 R. J. Karraker investigated whether receiving
the home note without reinforcement would be effec-
tive in changing the behavior of children and found
that improvements in academic behavior were seen
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only after the home note was paired with some re-
warding consequence.

Although it is clear that a home-based consequence
must be delivered, the most effective form of that conse-
quence is less clear. A number of studies demonstrated
the effectiveness of praise and tangible reinforcers for
bringing home a note with good ratings, but not all re-
searchers have been successful with only praise. In
1977, Jean B. Schumacher found mixed results in stu-
dent behavior when using only praise but found consis-
tent increases in school conduct, class work, and daily
grades when praise and tangibles were contingent on a
satisfactory home note. Some research also suggests that
using contingencies that affect a group of individuals in
the home, rather than just the target child, may also en-
hance the effectiveness of HBR.

Researchers have also had success by adding response
cost to HBR. In 1995, Mary Lou Kelly and colleagues
found that inappropriate behavior could be decreased
using normal a HBR procedure, giving points exchange-
able for rewards contingent on appropriate behavior,
but found greater effects by having the children cross a
“smiley” face off their home notes for inappropriate be-
havior. In the response-cost phase of the experiment the
children needed to keep certain amount of smiley faces
or points to earn reinforcers.

D. Child Variables

The effectiveness of HBR has been demonstrated with
children from kindergarten to high school, in both spe-
cial and regular education classes, and with children
who have learning disabilities. HBR has also been shown
to be effective in institutional or group home settings.

E. Maintenance Programs

As stated earlier, the goal of HBR is to have the child
eventually function independent of the reinforcement
program. To do this, fading or other procedures are
often utilized. Some research has suggested effective
ways to gradually reduce reliance on HBR procedures.

In 1973 Richard Coleman demonstrated that increases
produced by HBR could be maintained while gradually
altering the procedure to make the child’s school envi-
ronment more natural. Prior to the altering the proce-
dure, points were rewarded contingent on appropriate
behavior using a short, variable interval schedule. The
teacher gradually made the child’s environment more
natural by (1) increasing the interval, (2) subtracting
points for inappropriate behaviors instead of reinforcing

appropriate behaviors, (3) extending the period of time
during which points were taken away, (4) and making
the child’s weekly allowance contingent on an acceptable
report from the teacher.

Another successful method for removing HBR is to
gradually fade the procedure by increasing the crite-
rion level required to receive reinforcement. For exam-
ple, going from daily reinforcement, reinforcement
could be made contingent on two consecutive days
of appropriate behavior, followed by three until the
schedule has been thinned to the point where the pro-
gram can be terminated.

G. Treatment Acceptability of HBR

Clinicians should not only consider treatment effec-
tiveness when choosing a procedure but should also at-
tend to the acceptability of the intervention. An
effective, but unacceptable intervention will likely
meet with resistance and may produce negative emo-
tional reactions in those involved. Thus, the acceptabil-
ity of HBR procedures are discussed next.

Research has been conducted to determine the char-
acteristics of acceptable behavioral interventions.
Thomas Reimers conducted a review of the acceptabil-
ity literature of behavioral interventions and found
that the most acceptable interventions were those that
(1) did not require large amounts of time, (2) were
positive, (3) were less costly, and (4) did not produce
negative side effects. Given that these are all character-
istics of HBR, one could predict that HBR is an accept-
able procedure.

In fact, many HBR investigations have assessed par-
ent and teacher acceptability of HBR. In all, results
showed that parents and teachers found HBR to be an
acceptable way to deal with a student’s behavior or aca-
demic problems. In 1989 Brian Martens and Paul Meller
asked teachers to rate the acceptability of a response-
cost procedure and a HBR procedure. The researchers
found that the HBR procedure was rated as more accept-
able than the response-cost procedure.

IV. SUMMARY

In summary, home-based reinforcement is an effi-
cient, effective, and acceptable behavior modification
procedure that is used to improve school-based per-
formance or behavior in children and adolescents. Al-
though there are many minor variations of the HBR
procedure, in general it involves the delivery of
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home-based consequences by the child’s parents,
contingent on school-based behavior.
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GLOSSARY

behavior therapy A systematic, direct, educational approach
to therapy that uses principles and strategies that have
been supported by research to change thoughts, feelings
and behaviors to help clients.

cognitive therapy Very similar to behavior therapy but focuses
much more exclusively on altering problematic thoughts
and beliefs that are perceived as causing problems.

effect size A measure of how well therapy works.
meta-analysis A research methodology and set of statistical

techniques that combine the results of several individual
studies to get a more reliable answer to questions, such as
“Does homework help therapy outcome?”

Homework assigned to be done outside of therapy
sessions is believed to add to treatment effectiveness
or even to be necessary for treatment effectiveness by
therapists of most theoretical orientations. This arti-
cle describes types of homework, the benefits of
homework, the evidence that homework is useful,
and some guidelines for increasing homework assign-
ment compliance.

I. DESCRIPTION OF TREATMENT

Homework refers to therapeutic assignments given by
a therapist to a client to complete between sessions. The
use of such assignments has a number of purposes. First,
homework is purported to enhance treatment general-
ization through in vivo practice. Consider the example of
a client taught assertiveness skills in session. From a be-
havioral perspective, practice in a natural environment
allows for nascent skills to come under the control of
naturally occurring contingencies. Newly learned behav-
iors reinforced in vivo have a higher probability of fur-
ther generalizing to other real-world settings than skills
merely performed in the clinic with a therapist. Even un-
successful attempts have their uses: they may be dis-
cussed with the therapist and used to shape new
homework assignments addressing more specific prob-
lem areas. Second, homework assignments are meant to
optimize treatment in a cost-effective way. Rather than
investing in therapy for multiple sessions per week,
clients are asked to practice skills on their own, leading
to a more comprehensive and seamless therapeutic expe-
rience. In fact, many behavior therapy procedures, such
as progressive muscle relaxation, depend on in vivo
practice to attain meaningful treatment goals. Finally,
consistent with Albert Bandura’s theory of behavior
change, experiences of success in homework assign-
ments should increase clients’ self-efficacy and thus im-
prove general motivation for persisting with treatment.

A seminal work describing the importance of home-
work assignments in cognitive-behavior therapy is the
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1979 depression treatment manual, Cognitive Therapy
for Depression by Aaron T. Beck, A. John Rush Brian F.
Shaw, and Gary Emery. These authors posit that home-
work plays a critical role in the therapeutic process.
They conceptualize homework as a sort of trial in
which clients strive to gain new insights about their
thoughts, emotions, and behaviors that lead to the
negative thinking that precipitates and maintains their
depression. Assignments develop from collaboration
between therapist and client, and their goal is not per-
fection, but practice. The function of homework as-
signments is to assist clients to effectively transfer
skills learned in session to their home and work envi-
ronments. With homework, progress made in session
may be more likely to be applied throughout a client’s
life, across both time and situations.

Homework assignments first became incorporated
into psychotherapy during the 1950s in G. A. Kelly’s
fixed role therapy, which encouraged clients to adopt dif-
ferent, more adaptive interpersonal behavior patterns or
“roles” and to practice these patterns outside of the ther-
apeutic environment. In recent years, cognitive-behav-
ioral and rational-emotive therapies, as well as some
psychodynamic therapies, have integrated systematic
homework into their treatment paradigms. Homework
assignments have been incorporated into manualized
treatments for a wide variety of psychological problems,
including depression, anxiety, substance abuse and de-
pendence, personality disorders, posttraumatic stress
disorder, sexual dysfunction, and schizophrenia as well
as for parent training (child management).

Written assignments, self-monitoring procedures,
and skills practice are three broad types of homework
assignments. However, the structure, content, and
quantity of homework assignments are a function of
several factors, including the therapist’s theoretical ori-
entation and the client’s particular problem and com-
mitment to therapy. For example, in the 1979 Beck,
Rush, Shaw, and Emery depression treatment manual,
homework assignments are geared toward reducing the
incidence of (or eliminating) the negative thinking that
plays a role in depressive symptomatology. In this type
of homework, a cognitive therapist might ask a client
to monitor and write down pessimistic thoughts related
to depressed mood, and then to practice replacing such
thoughts with more positive thoughts. Similarly, a ra-
tional-emotive behavior therapist might direct a client
to identify irrational thoughts, and then to produce ev-
idence that both supports and counters their validity.
With such evidence in hand, the client is instructed to
weigh these pros and cons and then judge the truth

value of the cognition. A behavior therapist treating de-
pression, on the other hand, might collaborate with the
client to identify maladaptive behavior patterns, such
as insufficient exercise or social withdrawal, and design
homework assignments to alter these behaviors. It is
not uncommon for a depressed client under the treat-
ment of a behavioral therapist to leave a session with
instructions to increase the frequency or duration of
exercise, to visit at least one friend once per week, or to
take time away from serving others to do something for
themselves that they would ordinarily never do. Other
typical homework assignments include exposure to
feared thoughts, images, or situations, practice of social
skills, biofeedback techniques, viewing videotapes, and
practicing progressive muscle relaxation.

One clear example of the skills approach to home-
work used in behavior therapy is teaching a client ap-
plied muscle relaxation, which is often used for anxiety
disorders. Applied muscle relaxation is a treatment in
which an individual is taught a behavior that is incom-
patible with an existing response to specific situations.
In the case of inappropriate or excessive anxiety, clients
are taught to monitor their anxiety responses to envi-
ronmental cues, such as increased heart rate and mus-
cle tension, so that they can discriminate when they are
becoming anxious. At the same time they are taught
progressive muscle relaxation. For progressive muscle
relaxation, therapists teach clients in a clinic session to
focus sequentially on a number of different muscle
groups while they first tense and then relax these mus-
cles. This procedure is repeated until all muscle groups
have been addressed, and the client reports lower levels
of muscle tension and anxiety. After presenting the pro-
gressive muscle relaxation procedure in session, the
client is typically provided with either verbal instruc-
tions and/or an audiotape of the therapist conducting
the procedure along with homework instructions to
practice the procedure at home. Initially, practice is
done in a quiet, comfortable setting. Once mastery is
achieved under those conditions, practice is done in
progressively more distracting and less comfortable set-
tings or situations. For example, a cancer patient who
becomes anxious before and during chemotherapy ses-
sions might first repeatedly practice relaxation at home,
eventually add visualizing receiving cancer treatment
while practicing, and then utilize relaxation just before
and during the treatment itself.

Another type of homework assignment is in vivo ex-
posure. Exposure involves persistently and repeatedly
confronting feared objects or situations until feelings of
anxiety subside. For example, in a 1993 study by Ruth
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Edelman and Dianne Chambless, clients diagnosed with
agoraphobia were assigned homework consisting of self-
directed exposure between sessions. In comparison with
clients who complied less, those who complied more
with between-session exposure assignments reported
significantly lower fear levels and fewer avoidance be-
haviors. By incorporating homework practice in treat-
ment, it is believed that both the speed of learning a skill
as well as the ease of acquiring that skill are enhanced.

II. THEORETICAL BASES

In general, homework assignments, as utilized in
cognitive-behavioral therapies, are believed to improve
client outcomes. Specifically, they are believed to in-
crease the effectiveness and generalizability of treatment
via between-session practice. This practice should both
optimize the intervention and increase cost effective-
ness for the consumer: homework, if adhered to, en-
sures multiple “sessions” per week for the price of one.

The major questions asked about homework deal
with compliance with assignments. One question is
whether the relationships found between homework
compliance and treatment outcome are causal. That is,
does increased homework completion lead directly to
greater clinical improvement or is this simply a correla-
tional relationship that is actually the result of some
other factor or factors. The second question is how can
therapists increase homework compliance and, relat-
edly, what factors are known to predict compliance dif-
ficulties. Awareness of the latter can assist therapists to
be better prepared and have additional strategies in
hand to aid compliance.

Several third-variable factors could account for the
relationship between homework compliance and treat-
ment outcome. Clients who are more motivated, either
dispositionally or from early therapist interventions,
might work harder in all aspects of therapy, including
homework, and make more treatment gains. Parallel ef-
fects could arise from a more optimistic attitude or more
openness to change. In either case, the effect of home-
work compliance on outcome would be incidental.

Also, the compliance–outcome relationship could
work in the reverse direction: severely depressed clients
might do little or no homework between sessions. This
would imply that homework has no effect on outcome.

The evidence from two recent studies indicates that
compliance does have a direct effect on treatment out-
come. David Burns and Diane Spangler used structural
equation modeling to answer this question in a 2000

paper and found support for a causal effect of homework
compliance on outcome. Using a very different research
strategy, repeated assessments of homework compliance
and of improvement in depression, Michael Addis and
Neil Jacobson found that early compliance predicted
final outcome. Their results countered the reverse com-
pliance–symptom severity alternative hypothesis and
supports a causal relationship. Therefore, except for a
very few studies that have found compliance unrelated
to outcome, it appears that the more clients follow
homework assignments, the more they improve.

Although homework is an integral part of many cog-
nitive-behavioral therapies, it appears that client non-
compliance may limit the benefits of assignments to
treatment outcome. In a 1999 review paper, Jerusha
Detweiler and Mark Whisman discuss failure to com-
ply with homework assignments and possible methods
for increasing compliance. Their review lists several
factors that contribute to poor compliance: unrealistic
goal setting (i.e., therapists making assignments too
hard), lack of consideration of a given client’s ability to
complete a particular assignment, poor client motiva-
tion, client expectations that their role in therapy is a
passive one, and poorly designed assignments (e.g.,
those that do not come under the control of naturally
occurring reinforcers). Other client-based reasons cited
range from client perfectionism and fear of failure to
comorbid personality disorders and high initial levels
of symptomatology. These authors observe that, for
homework to be beneficial, practice, commitment, and
just plain hard work are required. This points out the
importance of presenting to the client a sound, com-
pelling treatment rationale to motivate this effort.

Detweiler and Whisman identify a number of task,
therapist, and client characteristics relevant to increas-
ing compliance. In terms of task characteristics, the
more specific and concrete an assignment, the more
likely a client will understand and complete it. For ex-
ample, writing down assignments for the client may
elicit more compliance than just verbally describing
what they are to do. Providing concrete, specific details
of what they are to do and when they are to do it can
prevent misunderstandings and frustration for both the
client and therapist. Shaping the client’s assignments,
starting with brief and simple tasks and gradually in-
creasing homework demands should also help by build-
ing self efficacy. Client characteristics that bear
consideration include initial levels of symptomatology,
motivation, or merely contextual barriers to completion.
Consider a client who works on an assembly line and
has been asked to write down instances of an intrusive
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thought. Such an assignment is likely to end up a failure
due to its poor feasibility. Using role plays with role-re-
versal, having the client act as the therapist and explain
why homework and its completion are important, may
enhance motivation. Therapist characteristics that may
affect compliance are more difficult to define, as there
are gaps in the empirical literature concerning this vari-
able. Nonetheless, the authors posit that factors such as
empathy and therapist behaviors related to recommend-
ing assignments may merit exploration.

In other studies done to examine factors associated
with better homework outcomes, it has been found
that the quality of the homework product is far more
predictive of outcome than the quantity of homework
produced and that more thorough reviews of one
homework assignment will promote better compliance
with subsequent homework assignments.

III. EMPIRICAL STUDIES

The primary question for homework is “Do home-
work assignments improve therapeutic outcome over
and above in-session therapy effects alone?” In 2000,
Nikolaos Kazantzis, Frank P. Deane, and Kevin R.
Ronan conducted a meta-analysis of the literature on
this empirical question. Combining 11 prior studies
with a total of 375 participants, their analysis found
strong effects of homework assignments on therapy
outcome. Thus the answer seems to be a clear “yes.”
These authors’ results also showed that the effect of
homework was stronger for depression than for anxiety
disorders. Homework assignments to practice social
skills and watch videotapes had stronger effects on out-
come than assignments to self-expose to feared objects
or situations and relaxation practice. Finally, studies
that used a range of homework assignments appeared
to obtain better treatment effects than studies that used
only single, specific homework assignments.

How large are the effects of homework on therapy
outcome? The meta-analysis above found an effect size
of r = .36. It is useful to see in more concrete terms how
large a change a therapist can expect to see on a common
measure of distress. The Burns and Spangler study de-
scribed earlier separately examined two groups of de-
pressed patients for the effects of homework on change
in scores on the Beck Depression Inventory (BDI), a
short, reliable questionnaire that is used by both re-
searchers and private practitioners. For each of their
groups, they found that homework accounted for a drop
in BDI scores of 14 to 16 points. This improvement in
BDI scores was comparable to a 1988 study done in a

private practice setting by Jacqueline Persons, David
Burns and Jeffery Perloff. These authors found a 16.6
point BDI change with homework but noted that the
vast majority of improvement occurred in their more de-
pressed clients, those with initial BDI scores over 20.
Homework had very little effect for their clients who had
lower scores at the beginning of treatment. In general,
the degree of BDI change produced by homework alone
in these studies would move a client from being classi-
fied as “severely depressed” to “moderately depressed”
or from “moderately depressed” to “mildly depressed.”

Psychodynamic and systemic or family therapies also
often require or recommend homework. Although
there is no literature to date investigating homework
effectiveness within these therapies, there is no reason
to think that the cognitive-behavioral research findings
that support the use of homework would not generalize
to these approaches.

IV. SUMMARY

Most theoretical orientations hold that what a client
does in the natural environment outside of therapy ses-
sions is a necessary condition for producing therapeutic
change. Typically, clients are seen for about 1 hour each
week. To extend what clients are taught in session to the
time intervening between sessions and to implement
what clients learn in session, therapists give homework
assignments. Effective homework assignments can opti-
mize the cost effectiveness of therapy for the consumer.

Homework assignments first became incorporated
into psychotherapy during the 1950s, and since then,
have become an integral part of both behavioral and
cognitive-behavioral treatment paradigms. Other treat-
ment modalities, such as systems therapy or psychody-
namic interventions, also utilize homework. Homework
is used in the treatment of a wide variety of disorders,
which, along with factors such as therapist orientation
and client commitment, may dictate the type of home-
work assigned. Common types of assignments include
written assignments, self-monitoring procedures, and
skills practice.

Research clearly shows that homework improves
treatment outcome.
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GLOSSARY

constructivist therapy Humanistic approaches that stress per-
sonal and social constructions of psychological growth
processes.

existential therapy Humanistic approaches that emphasize
freedom, experiential reflection, and responsibility.

humanistic theory Comprises two overarching concerns:
What it means to be fully, experientially human, and how
that perspective illuminates the vital or fulfilled life.

humanistic therapy Conditions or stances that assist peo-
ple to grapple with and become more of who they aspire
to become.

transpersonal therapy Humanistic approaches that accent
spiritual and transcendent dimensions of psychological
well-being.

Humanistic psychotherapy is the applied branch of
humanistic psychology and philosophy. Humanistic
psychology and philosophy are time-honored folk and
academic traditions that stress deep personal inquiry

into the meaning and purpose of life. In particular, hu-
manistic psychology and philosophy pose two basic
questions: What does it mean to be fully, experientially
human, and how does that understanding illuminate
the vital or fulfilled life? Correspondingly, humanistic
psychotherapy comprises the conditions or stances by
which people can come to intimately know themselves
and, to the extent possible, to fulfill their aspirations.
Humanistic psychotherapy is characterized by three
major practice philosophies—the existential, the con-
structivist, and the transpersonal.

I. HUMANISTIC APPROACHES:
DESCRIPTION AND OVERVIEW

Humanistic psychotherapy is a broad classification
that embraces a diverse ensemble of approaches.1 Each
of these approaches is like a spoke on a wheel, the hub
of which is the humanistic theoretical stance. The hu-
manistic theoretical stance derives essentially from an-
cient Greek, Renaissance, and even Asian sources,
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which all uphold the maxim, “know thyself.” Although
there have been many variations on this theme
throughout the development of psychology, let alone
humanistic psychology, it has come to acquire a core
humanistic meaning. For humanists, to know thyself is
far from a simple project with trivial implications; to
the contrary, it is an intensive intra- and interpersonal
undertaking with world-historical significance. In the
parlance of modern humanistic psychology the maxim
has come to be understood as a dialectic between pro-
found self-inquiry, and inquiry into the world. Indeed,
the self cannot be separated from the world, according
to contemporary humanists, and must be understood
as a “self-world” process or construct as James Bugental
has put it. A corollary to the humanistic stress on in-
quiry is engagement of potential. It is not enough to
ask questions about life’s meaning, according to hu-
manists, one must also, at the appropriate time, trans-
late those questions into a meaningful life. In short,
humanistic psychology has both an inquiring and
moral–ethical component that suffuses through every
mode of its application. To learn more about the history
and development of humanistic philosophy and psy-
chology, see The Handbook of Humanistic Psychology:
Leading Edges in Theory, Research, and Practice and Hu-
manistic and Transpersonal Psychology: A Historical and
Biographical Sourcebook.

Contemporary humanistic psychotherapy is com-
posed of three basic practice traditions: the existential,
constructivist, and transpersonal. We will now describe
the structure of these traditions, highlight their con-
ceptual underpinnings, and consider the empirical evi-
dence on which they are based.

II. EXISTENTIAL THERAPY

Existential psychotherapy derives from the philo-
sophical and literary writings of such thinkers as Søren
Kierkegaard, Friedrich Nietzsche, Martin Heidegger,
Jean Paul Sartre, and Maurice Merleau-Ponty; and from
the methodological formulations of investigators such
as Edmund Husserl, Wilhelm Dilthey, and William
James. The basic thrust of existential psychotherapy, as
Rollo May, one of the leading contemporary spokespeo-
ple for the movement put it, is “to set clients free.”
Freedom is understood as the cultivation of the capac-
ity for choice within the natural and self-imposed (e.g.,
cultural) limits of living. Choice is understood further
as responsibility; the “ability to respond” to the myriad
forces within and about one. Although many forces are

recognized as restrictive of the human capacity for
choice, for example, influences that May terms “des-
tiny”—genes, biology, culture, circumstance—they are
nevertheless highly mutative, according to existential-
ists, in the light of—and through the tussle with—
choice. For existentialists, choice is the key to an
engaged and meaningful life.

The second major concern of existential psychother-
apy is the cultivation not just of intellectual or calcula-
tive decision-making, but decision-making that is felt,
sensed, or in short, experienced. The stress on the expe-
riential is one of the primary areas of distinction between
existential and other (e.g., cognitive-behavioral, psycho-
analytic) modes of practice. The experiential mode is de-
fined by four basic dimensions—immediacy, affectivity,
kinesthesia, and profundity. By immediacy, we mean that
experience is fresh, living, “here and now”, by affectivity,
we mean experience is characterized by feeling or pas-
sion; by kinesthesia, we mean experience is embodied or
intensively sensed; and by profundity, we mean experi-
ence has depth, impact, and transcendent significance.
Another way to characterize the experiential is through
recognition, as Arthur Bohart has put it. To the degree
that a thought, feeling, or behavior is recognized, ac-
cording to Bohart, it is experienced.

Existential therapists have a variety of means by
which to facilitate freedom, experiential reflection, and
responsibility. Some, such as Irvin Yalom, emphasize the
support and challenges of the therapist–client relation-
ship to facilitate liberation. Yalom stresses the building
of rapport and repeated challenges to clients to take re-
sponsibility for their difficulties. Further, Yalom homes
in on the immediate and affective elements of his thera-
peutic contacts, but he refers little to kinesthetic compo-
nents. Following the philosopher Martin Buber, Maurice
Friedman also homes in on the interpersonal relation-
ship but stresses the dimension of authenticity or the “I-
thou” encounter as the key therapeutic element. The
I-thou encounter according to Friedman is the dialecti-
cal process of being both present to and confirming of
oneself, while simultaneously being open to and con-
firming of another. The result of such an encounter is a
“healing through meeting” as Friedman puts it in The
Psychology of Existence—which is a healing of trust, deep
self-searching, and responsibility. Through the therapist’s
I-thou encounter, in other words, the client is inspired to
trust, enhance self-awareness, and take charge of his or
her own distinct plight. James Bugental, on the other
hand, accents the “intra” personal dimensions of free-
dom, experiential reflection, and responsibility. For Bu-
gental, choice and responsibility are facilitated, not
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merely or mainly through therapist and client encounter,
but through concerted invitations (and sometimes chal-
lenges) to clients to attend to their subtlest internal
processes—flashes of feeling, twinges of sensation, and
glimpses of imagination. Via these means, according to
Bugental, clients discover their deepest yearnings, their
strongest desires, but also, and equally important, their
thorniest impediments to these impulses. By grappling
with each side, however, Bugental maintains that clients
learn to negotiate their conflicts, elucidate their mean-
ing, and rechannel them into living fuller and more em-
powered lives.

Similarly, Rollo May stresses the cultivation of what he
terms “intentionality” in the therapeutic relationship. By
intentionality, May refers to the “whole bodied” direc-
tion, orientation, or purpose that can result from exis-
tential therapy. In his case examples, May shows how
intellectualized or behaviorally programmed interven-
tions persistently fall short with respect to the cultiva-
tion of intentionality, whereas profound struggle, both
between the therapist and client and within the client,
can, if appropriately supported, lead to such a quality.
For May (as with most of the existential therapists), the
struggle for identity is essential—enhancing clarity,
agency, and ultimately commitment or intentionality in
the engagement of one’s life.

The client’s internal frame, and his or her own subjec-
tive wrestling is also a hallmark of Carl Rogers’ client-
centered approach. For Rogers, the therapist must create
the conditions for client freedom, searching, and respon-
sibility; he or she would not (except in rare instances) at-
tempt to dictate or teach these capacities. The rationale
for this stance is foundational—clients must learn for
themselves what is meaningful or essential to their
growth. In Rogers’ view, there are three facilitative condi-
tions necessary for optimal therapy—the therapist’s
warmth or caring, the degree to which he or she is con-
gruent or genuine, and the degree to which the therapist
communicates unconditional positive regard for the
client. With the provision of these conditions, according
to Rogers, clients are freed to verbalize and embody
more of who they experience themselves to be, and by
implication, to eradicate the incongruities and pretenses
of who they have been. By discovering more of who they
are, moreover, clients do not become licentious in
Rogers’ view; they become responsive, both to them-
selves and to those around them. 

With his Gestalt therapy, Frederick Perls also empha-
sizes the client’s side of the therapeutic encounter, but
through a very different means. One might say that
whereas Rogers “alerts” clients about their liberating po-

tentials, Perls “alarms” them; and whereas Rogers ac-
cents therapeutic receptivity, Perls stresses therapeutic
confrontation. For example, whereas Rogers might use
active listening or empathic reflection with a given
client, Perls might encounter a client directly—“how is
it that you continually meet men who are bad for you?”
Or Perls might refer to a client’s body position or manner
of speaking and concertedly encourage the client to am-
plify and attend to those modalities.

The upshot of this synopsis is that existential thera-
pists use diverse means by which to foster a similar re-
sult—client empowerment and consciousness-raising.
In recent years, and partly as a response to the ethos of
managed care, existential therapists have endeavored to
reassess and in some cases streamline their repertoires.
Existential oriented investigators are increasingly raising
two questions: Which of the various existential practices
work best, and under what general conditions? Leslie
Greenberg, Laura Rice, and Robert Elliott, for example,
have developed what they term “therapeutic markers” to
guide their work. Such markers are statements, gestures,
or signs that clients are experiencing specific kinds of
difficulty, for example, identity conflicts, unfinished
business with significant others, loss of meaning. By
identifying the markers, therapists are better able to both
identify and specify the interventions (e.g., supportive-
ness, uncovering) that address those markers. Therapists
such as those discussed earlier have also found that spe-
cific Gestalt techniques, such as “chair work” and “sys-
tematically building the scene” can be of particular value
in the appropriate circumstances. Chair work entails a
role-play between a client and an imagined other who
“sits” on an empty chair. The client “works out” or sim-
ulates an actual encounter with the imagined other, and
with the assistance of the therapist, processes the feel-
ings, thoughts, and implications of that experience. Sys-
tematically building the scene entails the use of vivid
and concrete language to help clients revive and work
through suppressed or traumatizing material.

Eugene Gendlin’s “Focusing Therapy” and Alvin
Mahrer’s “Experiential Therapy” also provide methodi-
cal and intensive guidelines to optimize existential prac-
tice. Gendlin, for example, homes in on that which he
terms the “felt sense,” which is a preverbal, bodily expe-
rience of a given concern, to facilitate therapeutic change.
Very methodically, Gendlin encourages clients to iden-
tify their felt sense, explore its nuances as it evolves, and
clarify its meaning or implication for their lives. Mahrer
has four basic aims in his experiential therapy: assist
clients into moments of strong feeling, help them to
align with or integrate those moments, encourage them
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to enact or embody the inner experiences associated
with those moments, and support them to live or trans-
late their discoveries into the present. Mahrer’s approach
has two overarching goals: (1) to help clients access
deeper experiencing potential so that they can become
(to the degree possible) “qualitatively new persons,” and
(2) to help them free themselves from the limiting feel-
ings that have plagued them in the past, and with which
they grapple in the present.

Kirk Schneider, with the assistance and inspiration of
Rollo May, has synthesized a range of existential ap-
proaches with his model “Existential-Integrative Ther-
apy.” Existential-integrative therapy draws on a diversity
of therapeutic approaches within a unitary existential or
experiential framework. The aim of the existential-inte-
grative approach is to address clients at the level at
which they chiefly struggle—be that physiological, envi-
ronmental, cognitive, psychosexual, or interpersonal—
but all within an ever-deepening, ever-beckoning
experiential context. By “experiential” Schneider refers
to four characteristic dimensions—the immediate, the
affective, the kinesthetic, and the profound (or cosmic).
The degree to which a client can be “met” within the ex-
periential context is a function of his or her desire and
capacity for change, but also, according to Schneider, an
assortment of therapist offerings. Among these offerings
are “presence,” “invoking the actual,” “vivifying and
confronting resistance,” and “meaning creation (or culti-
vation).” Presence, for Schneider, holds and illuminates
that which is palpably (immediately, affectively, kines-
thetically, and profoundly) relevant, within the client
and between client and therapist. Presence holds and il-
luminates that which is charged in the relationship and
implies the question, “What’s really going on here,
within the client and between me and the client?” Pres-
ence is the “soup” or atmosphere within which deep dis-
closure can occur, and based on this disclosure, the
client’s core battles become clarified. Invoking the actual
refers to the invitation to the client to engage that which
is palpably relevant. By invoking the actual, the therapist
calls attention to the part of the client that is attempting
to emerge, break through, and overcome stultifying de-
fenses. Invoking the actual is characterized by such invi-
tations (and sometimes challenges) as, “What really
matters to you right now?”, or “I notice that your eye
moistened as you made that statement”, or “What feel-
ings come up as you speak with me?” At times, invoking
the actual calls attention to content/process discrepan-
cies, such as “You say that you are angry but you smile.”
If invoking the actual calls attention to that which is
emerging in the client’s experience, vivifying and con-

fronting resistance call attention to that which blocks
what is attempting to emerge. These blocks or resist-
ances are seen as life-lines from the existential-integra-
tive point of view, but they are also acknowledged as
progressively defunct. Vivifying resistance “alerts”
clients to their defensive blocks, while confronting re-
sistance “alarms” or “jars” them about those blocks. To-
gether, vivifying and confronting resistance serve to
intensify and eventually mobilize clients’ counterresis-
tances (the “counter-will” as Otto Rank has put it); it is
these counterresistances that liberate vitality, bolster
choice, and incite change. In the final stage of existen-
tial-integrative encounter, therapists help clients to con-
solidate the meanings, values, and directions of their
present lives. Although meaning creation evolves natu-
rally and spontaneously following breakthroughs over
one’s resistance, sometimes it requires a gentle prod. For
example, a therapist might challenge a client to translate
her newfound boldness into her constricted work rela-
tionships.

To sum, existential-integrative therapy, like existen-
tial therapy generally, assists clients to grapple with
their experiences of life, not just their reports about
life, and through this illumination, supports their in-
tentional and embodied engagement with life.

III. CONSTRUCTIVIST THERAPY

“Constructivism”2 refers to a group of theories holding
the philosophical position that “reality” is, in some ways,
created by (as opposed to thrust upon) persons. Con-
structivist therapists are faced with the challenge of un-
derstanding the lived reality of each client, not imposing
some objective truths on all persons seeking their help.
On this basis, constructivists believe that lives can be
transformed and horrors transcended when we grasp the
unique, personal, and richly powerful “realities” each of
us has created. Therapy (and research, for that matter) is
a cocreated experience between therapist and client, mu-
tual experts on different aspects of the lived reality being
created between them. This egalitarian relationship can
be seen as more client empowering than approaches in
which the more powerful therapist imposes diagnostic
and treatment “realities” on the less powerful client.
After briefly describing constructivism, we will discuss
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some general aspects of constructivist therapy followed
by a brief illustration of a few constructivist approaches.

Although all constructivists agree that reality cannot
be known directly, different theoretical groups disagree
on the exact nature of the relationship between the per-
son and the world. Radical constructivists argue that it
makes no sense to even speak of a reality outside of the
meanings the person has created. Because reality cannot
exist other than our construing it into existence, radical
constructivists would argue that the meanings we create
totally determine our experience of the world. Social
constructivists would go to the other extreme. We are
saturated with meanings created by cultures and im-
posed on us. Occupying a middle ground between these
two extremes, critical constructivists argue that mean-
ings are created in the dynamic interaction between the
person and the world. In other words, although we can-
not know it directly, the world is real, integral, and un-
folding around us.

Constructivist therapies generally share certain atti-
tudes about therapy. For example, most constructivists
will listen to clients from the assumption that every-
thing the client says is “true” in the sense of revealing
important aspects of the client’s experiential meaning
system. (This attitude is termed the credulous ap-
proach by some constructivists.) Similarly, there is a re-
spect for contrast, oppositionality, or the dialectic as
integral to meaning making. Most constructivists also
are very attuned to making the therapy room a safe
place for clients to experience life, explore, and grow.
Without safety, creative encounter with the central
meanings of one’s life is hampered; without creativity,
reconstruing the bases of one’s existence is impossible.
Finally, there is an emphasis on seeing the client as a
process of meaning creation, rather than a static entity
composed of specific meanings. This emphasis on see-
ing persons as processes implies that constructivists are
always looking for the ways the client is changing from
moment to moment or session to session. Art Bohart
has taken this focus on client change and argued that
therapy works because the self-healing client uses
whatever the therapist does to grow and change.

As might be expected, different constructivist thera-
pists employ these attitudes in different therapeutic ap-
proaches. Franz Epting, for example, is a leading
proponent of George Kelly’s fixed role therapy. In fixed
role therapy, the client first writes a character sketch
that is open, revealing, yet sympathetic to the client’s
experience. The therapist and client then cocreate an
alternate sketch for the client to enact, typically for a 2-
week period. Rather than being a behavioral prescrip-

tion, the procedure is designed to free the client to ex-
periment with differing ways of experiencing life.

On the other hand, constructivist therapists such as
Miller Mair, Robert Neimeyer, and Oscar Goncalves em-
ploy narrative approaches to therapy. These therapists
believe that narratives give meaning and continuity to
the lived experience of clients. Gaps, incompleteness,
and incoherence in the client’s life story may indicate
struggles in creating an integrated experience of self-in-
the-world. Goncalves nicely illustrates constructivist
narrative therapy with his “moviola” technique. This is
a technique in which the therapist’s attention scans the
settings of a client’s life, much like a camera in a movie.
The therapist can zoom in on a detail or back off and get
a more panoramic view. For example, a therapist might
start by having the client describe the entire room in
which a traumatic event occurred. Eventually, the thera-
pist might help the client zoom in on the faces in the
room, filled with fear and horror, while the abuse oc-
curred. Because people intimately create meanings to
understand their experiences, the experience of review-
ing the abuse with an empathic therapist allows for new
constructions to be created. These newer meanings, in
turn, allow for newer experiences as clients’ lives move
into the future.

Bruce Ecker and Laurel Hulley’s depth oriented brief
therapy (DOBT) applies constructivist principles to un-
derstand and engage clients in radical change in a very
short-term treatment. DOBT understands the symptom
as painful because of the ways it invalidates important
aspects of our experience. At the same time, there are
other constructions, often at a lower level of conscious-
ness, which makes the symptom absolutely necessary
for the client. DOBT uses specific experiential tech-
niques to help the client gain access to these deeper
meanings. The client then can more consciously decide
whether to keep or abandon these more unconscious
meanings. For example, one client who described him-
self as a complete failure uncovered the ways in which
his failure was rewarding. It served both as punishment
for and proof to his parents that they had failed him in
many ways.

Larry Leitner’s experiential personal construct psy-
chotherapy (EPCP) is based on the relational, experi-
ential, and existential foundations of constructivism.
EPCP construes persons as simultaneously needing
and being terrified of depths of emotional closeness.
On the one hand, such intimate relationships can af-
firm the meanings that have formed the very founda-
tion of our existence. On the other hand, we can
experience devastating disconfirmation in intimate
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relationships. Clients then struggle with needing to
connect with others, risking terror to gain profound
richness, versus retreating from intimacy, buying safety
at the cost of the empty objectification of self and oth-
ers. EPCP engages this struggle in the live relationship
in the therapy room. Therapeutic growth can occur as
the therapist offers optimal therapeutic distance, a
blending of profound connection and separatensess,
when the therapist is close enough to feel the client’s
experience, yet distant enough to recognize those feel-
ings as the client’s and not the therapist’s own.

Constructivist therapy also has been applied to spe-
cial populations. For example, EPCP was an approach
developed to understand and therapeutically engage the
experiences of more severely disturbed clients, often
those who have received DSM diagnoses such as “schiz-
ophrenia,” “borderline,” and “schizotypal.” (Terms most
constructivists would not countenance by the way.) Fay
Fransella has applied constructivist therapy to stutter-
ers. A central aspect of her therapy involves the creation
of meaningful ways of encountering the world as a flu-
ent speaker.

Tom Ravenette, using only blank sheets of paper and
pencils, uses constructivist techniques to access the
meaning-making system of children. For example, he
will draw a bent line in the center of a page and have the
child draw a picture incorporating the line. He then has
the child draw a second picture, depicting an opposite
to the one just drawn. As the child talks about the pic-
tures, Ravenette enlarges the conversation to allow the
child to say what she knows (but could not express)
about her world. Linda Viney and Sally Robbins, work-
ing on the other end of the age spectrum, successfully
utilize constructivist principles with elderly clients.
Robbins, for example, has poignantly described using a
constructivist version of reminiscence to help elderly
clients come to terms with their lives and their deaths.
Family system constructivists may use systemic bow-
ties to help each client understand how their actions,
based on their deepest fears, confirm the deepest fears
of other family members. For example, in response to
his fears that his wife does not love him, a client may re-
spond vaguely to her when she is angry. She interprets
the vagueness as his not respecting her, making her
even angrier.

Finally, there is a growing literature empirically sup-
porting the use of constructivist therapies. Linda Viney
(in a 1998 issue of the journal Psychotherapy: Theory,
Research, Practice, Training), for example, reviews 19
different studies exploring the effectiveness of personal
construct therapy across different countries, ages, and

types of problems. Not only did she find substantial
support for the effectiveness of constructivist therapy,
she found effect sizes for client change to be at least as
large as those reported in the cognitive-behavioral and
psychoanalytic literature. In other words, good con-
structivist therapy respects the lived experiences of
persons while being empirically supported using stud-
ies that meet the most rigorous of experimental criteria.

IV. TRANSPERSONAL THERAPY

The differences among the major humanistic ap-
proaches are certainly more of degree than of kind.
There is a very wide overlap among transpersonal, exis-
tential, and constructivist modalities. However, whereas
existential and constructivist therapies emphasize the
interhuman, personal elements of client–therapist inter-
action, the transpersonal approaches accent the spiri-
tual, religious, or cosmic implications of those
dimensions. It is not that an existential- or construc-
tivist-oriented therapist would exclude any such
transpersonal theorizing—indeed, a number of them
welcome such theorizing—however, on the whole,
transpersonal therapists, above and beyond their exis-
tential and constructivist counterparts, bring to bear into
their practices two basic knowledge domains: (1) reli-
gious faith traditions, and (2) mystical healing tradi-
tions. Religious faith traditions represent the seven
major religious systems of the world—Buddhism, Hin-
duism, Islam, Judaism, Christianity, Taoism, and Confu-
cianism—as well as the many indigenous lineages, such
as Native American, Asiatic, and African traditions. Mys-
tical healing traditions encompass a breathtaking span of
indigenous, institutionalized, and individualized ele-
ments, but they all converge on one basic pattern—the
experience of oneness with creation. While transper-
sonal therapists tend to be conversant with these tran-
scendental viewpoints, it should be pointed out they do
not draw on them to proselytize. Their essential task, by
contrast—in accord with transpersonal pioneer C.G.
Jung—is to facilitate client self-discovery.

In his essay from the germinal Paths Beyond Ego, ed-
ited by Roger Walsh and Frances Vaughan, Bryan Wit-
tine sets forth several “postulates” of transpersonal
psychotherapy. The first postulate proposes that
transpersonal therapy embraces egoic, existential and
transpersonal levels of human consciousness. This pos-
tulate derives from a “spectrum” model of human con-
sciousness, developed formally by Ken Wilber, and
used broadly by transpersonal scholars and practition-
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ers. Roughly speaking, the spectrum model proposes a
hierarchy of developmental psychospiritual stages,
from the infantile “pre-egoic” stage to the culturally
competent “egoic” stage to the personally inquiring
“existential” stage to the unitive “transpersonal” stage.
Although there are many nuances within this model,
and diverse interpretations of its accuracy, it is never-
theless a core view for many transpersonalists.

The first postulate of transpersonal therapy then as-
sumes a sweeping scope—all developmental stages of
identity from the precultural (infantile) to the transcul-
tural (sagely or saintly) are embraced. Moreover, for
some in the transpersonal community, each develop-
mental stage is a prerequisite to the next. One cannot,
for example, simply “leap” from stage to stage, for exam-
ple, from the conventional egoic stage to the transcon-
ventional “subtle” or “soul” level, without predictable
difficulties and consequences. Among these are various
kinds of regression, as manifested, for example, by the
accomplished meditator who also semiconsciously in-
dulges in alcohol, or the pious adept who concomitantly
exploits others, and so on. Generally speaking, the more
that clients can address and work through the stage of
their developmental arrest, the greater their ability to
advance to an expanded or “higher” developmental
level. Put another way, the transpersonal therapist (like
most depth therapists) must help clients “get through
the night,” or manage their dysfunctionality, before he
or she can assist them with profound or mystical realiza-
tions. Although other transpersonalists, such as Brant
Cortright, believe that spiritual and mystical healing
can, and often does, occur alongside of the dysfunc-
tional, they do not discount the significance of address-
ing those dysfunctional states, and of supporting healing
processes generally.

Wittine’s second postulate is that the therapist’s role
in transpersonal therapy is critical. The therapist’s abil-
ity to hold and value psychospiritual healing refers di-
rectly back to his or her own psychospiritual work,
awareness, and capacity to translate that work and
awareness to the therapeutic setting. To the extent that
therapists can “see” and acknowledge the unfolding
spiritual implications in client’s quandaries, they em-
brace a deeper and broader therapeutic possibility for
clients, a deeper and broader language within which to
engage that possibility. Consider, for instance, the thera-
pist who works strictly within a psychoanalytic frame
and who views clients’ conflicts as derivative of circum-
scribed parental relationships; to what extent would
such a therapist be open to implicit spiritual strivings in
clients’ material—such as urges to wonder, yearnings to

transcend, or impulses to meld? The therapist’s pres-
ence to these spiritual possibilities is crucial—an entire
therapeutic direction may hinge on what therapists ask
about, how they inquire, and what they imply or sug-
gest when they inquire. If a therapist is not attuned
within himself or herself to the longing for or fear of an
enlarged sense of spiritual meaning in a client’s rage or
tearfulness, that client may never broach those motiva-
tions, and may feel shortchanged as a result. A con-
scious transpersonal therapist, on the other hand, can
detect and call attention to emerging affects, images,
symbolisms, and the like, that are bell-weathers of pro-
found spiritual or religious transformation; to the de-
gree that one has not experienced and dealt with such
intensities within oneself, however, it is doubtful that
one could facilitate them in others. Great care, finally,
needs to be taken in calling attention to emerging spiri-
tual concerns—as with all humanistic therapies, it is the
client, not the therapist, who must ultimately decide his
or her fate, and the meaning or significance of that fate.

Wittine’s third postulate is that transpersonal therapy
is “a process of awakening from a lesser to a greater
identity.” By “awakening,” transpersonal therapists
mean enlarging or expanding one’s identity. The enlarge-
ment of one’s identity invariably entails disruption, pain,
and relinquishment. One cannot simply “leap over”
one’s former way of living, particularly if it has been fa-
miliar and “safe,” and fail to experience disturbance.
This disturbance becomes particularly acute if one lacks
the means and resources to address it. For example,
there is a major difference between an identity crisis that
evolves gradually within familiar circumstances, and
one that “shatters” or overtakes one abruptly. The expe-
rience that transpersonal therapists term “spiritual
emergency” is an example of the latter variety of crisis.
In spiritual emergency (which is to be distinguished
from brief psychotic episodes or nonspiritual “break-
downs”), clients experience an acute transpersonal tear
or rupture in their conventional experience of the
world. This rupture may take the form of psychic open-
ings, for example, visions, voices, telepathic states; or
shamanic-like alterations of consciousness, such as
channeling experiences, possession states, and UFO en-
counters. 

According to Cortright, who draws on the founda-
tional work of Stanislav and Christina Grof, there are
three distinguishing features of those undergoing spiri-
tual emergency: (1) They display changes in conscious-
ness in which there is significant transpersonal
consciousness; (2) they have an ability to view the con-
dition as an inner psychological process, amenable to
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inner psychological resources; and (3) they have the ca-
pacity to form a sufficient working alliance with a thera-
pist. Although these features stand in marked contrast
to relatively nontranspersonal, nonintrospective, and
oppositional crisis clients, there are many gradations
when it comes to spiritual emergency and there is as yet
no firm consensus as to which clients fit which criteria.
The general consensus for treating spiritual emergency
clients, according to Cortright, is to help “ground” or
support them, to offer deep and abiding presence to
their struggle, and to draw on diet, exercise, massage,
proper rest, meditation, and (when necessary) medica-
tion, to begin their healing path. Following these initial
steps, a more depth-experiential approach can be imple-
mented. The goal of such an approach, as with most
transpersonal approaches, is to assist clients to integrate
and transform split-off parts of themselves, and to facili-
tate expanded consciousness.

In general, transpersonal work proceeds through a se-
ries of steps that increase clients’ awareness. The more
that clients can become aware of stifling or debilitating
patterns, the more they are in a position to question and
reshape those patterns. Although most therapists facili-
tate expanded awareness, transpersonal therapists create
an atmosphere and make available methods that carry
clients beyond conventional change parameters. Hence,
whereas a cognitive therapist might help clients to de-
construct maladaptive beliefs, a transpersonal therapist
would work with clients to deconstruct maladaptive at-
tachments—beliefs, values—any core investitures that
warp or curtail consciousness. Among the means that
transpersonalists employ to facilitate such emancipa-
tions are meditative breathing, mindfulness and concen-
tration exercises, guided visualization, stress reduction
techniques, sustained self-observation, experiential re-
flection, disidentification exercises, demystifying dia-
logue, and somatic practices.

To sum, transpersonal therapists tend to be integra-
tive therapists. They employ egoic stances (e.g., med-
ical, psychoanalytic, cognitive) when questions of
adjustment or personal identity are at stake, and
transpersonal modes (e.g., spiritual-existential, contem-
plative) when issues of emancipation, enlightenment, or
transpersonal identity arise. The question as to “who am
I” is relentlessly pursued by transpersonal therapists. Al-
though there are many gradations and variations among
transpersonal practices, several principles stand out:
Transpersonal therapy addresses the entire spectrum of
(purported) consciousness; the therapist’s personal role
is critical; and the enlarging or awakening of identity is
the core of transpersonal practice.

V. EMPIRICAL STUDIES OF
HUMANISTIC THERAPY

Humanistic therapy occupies a unique position
among organized psychological practices. Whereas con-
ventional therapies target overt and measurable symp-
tom change as indicative of “effective” therapeutic
outcome, humanistic approaches recognize many alter-
native criteria. Among these are shifts, not just in symp-
tomatology, but in values, attitudes, and approaches
toward life. To the extent that one becomes a “qualita-
tively new person,” as Alvin Mahrer puts it, or develops
new talents, capacities, and appreciations for life, as
Rollo May has put it, one fulfills humanistic standards.
For humanists, it is one thing to “return to a previous
level of functioning,” or to adjust to one’s spouse, or to
become more productive at work, and quite another to
supersede one’s previous level of functioning, to deepen
one’s connection with one’s spouse, and to become pas-
sionate about one’s vocation. Whereas the latter tend to
be overt and quantifiable, the former tend to be tacit, in-
timate, and qualitative. Given the confines of conven-
tional research methodology (e.g., randomized
controlled trials, objectified rating scales), humanistic
therapies have become forgotten “stepchildren” in the
competitive outcome battles. The empirical challenge of
humanistic therapies is formidable: How does one as-
sess the depth and breadth of intimate humanistic
change? Or in short, how does one match the method-
ology with the mission?

Given these thickets of difficulty, humanistic
researchers have turned to two basic investigative
modalities to study therapeutic outcome—innovative
quantitative methodology, and that which humanistic
trailblazer Amedeo Giorgi terms “human science re-
search methodology.” Although quantitative methodol-
ogy has been found to be wanting by many in the
humanistic community (e.g., because of its restrictive
procedural requirements) for others, it has been con-
sidered both adaptable and informative. Since the
1950s, for example, Carl Rogers and his successors
have undertaken a series of quantitative investigations
of client-centered therapies. Among the prominent
findings from these studies, and continuing today, are
(1) robust support for therapist relationship factors—
e.g., empathy, warmth, and genuineness—over thera-
pist technical offerings (e.g., skilled interpretations),
and (2) support for client agency, as opposed to thera-
pist directiveness, as central to successful therapeutic
outcome (as discussed in Bohart et al.’s 1997 review).
Recent meta-analyses (large-scale analyses of aggre-
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gated studies) confirm these findings. These have
found, for example, that fully 30 to 35% of the variance
in general therapeutic outcome is accounted for by
therapist and relationship factors whereas only 15% of
the variance is accounted for by techniques or thera-
peutic approaches (as discussed in Bohart and col-
leagues’ 1997 review). Coupled with the research on
affective expression and therapeutic outcome (see, for
example, the studies in Greenberg et al.’s 1998 work),
these quantitative findings provide broad support for
humanistic practices.

In addition to these broad findings, there is specific
quantitative evidence for the effectiveness of specific hu-
manistic outcome. For example, there is specific evi-
dence for the effectiveness of client-centered therapy for
a variety of disorders; there is also evidence for the effec-
tiveness of Gestalt therapy; and there is considerable ev-
idence for the saliency of the underlying principles of
meditative, experiential, and existential modalities. (See
the Cain & Seeman volume for an elaboration).

There have also been important quantitative investi-
gations of humanistic psychiatric practices. Drawing
from the foundational work of R.D. Laing, Loren
Mosher and his colleagues have studied numerous psy-
chiatric “safe-houses.” These facilities emphasize rela-
tional over medical and egalitarian over hierarchical
therapeutic environments. Such programs, concluded
Mosher after a 25-year review, are as effective or more
effective than conventional hospital care, and on aver-
age, less expensive.

With regard to human science or qualitative inquiry
into humanistic therapies, particularly therapeutic out-
come, there have been far fewer rigorous studies. While
the reasons for this situation are beyond the scope of
this article, suffice it to say that there is a burgeoning
new interest in such inquiry. Increasingly, sophisticated
qualitative designs are being developed, such as Robert
Elliott’s Hermeneutic Single Case Efficacy Design,
David Rennie’s Grounded Theory Method, Arthur Bo-
hart’s Adjudication Model, and Kirk Schneider’s Multi-
ple Case Depth Research. These innovative formats
hold the promise for important new inroads into out-
come assessment. In the meantime, humanistic thera-
pies enjoy wide qualitative support in a variety of case,
observational, and testimonial modalities; the current
emphasis is on formalizing those modalities.

VI. SUMMARY

Humanistic therapy is a multifaceted perspective that
emphasizes existential, constructivist, and transpersonal
practice philosophies. Varied as they are, these philoso-
phies explore (1) what it means to be fully, experientially
human, and (2) how that understanding illuminates the
vital or fulfilled life. By assisting people to grapple with
these perspectives, humanistic therapies empower peo-
ple to become more of who they profoundly aspire to be;
and in consequencemore of who they are.
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GLOSSARY

implosive therapy A technique that involves use of an in
vivo or imagery presentation procedure designed to extin-
guish via repetition those aversive conditioned cues re-
sponsible for eliciting and maintaining symptom
execution.

neurotic paradox Why neurotic behavior is at one and the
same time self-defeating and self-perpetrating.

imagery exposure Imaginal exposure of the feared or anxiety-
evoking stimulus, using flooding in implosive therapy.   

Implosive (flooding) therapy is a learning-based ex-
posure technique of psychotherapy designed to treat a
wide variety of maladaptive behaviors in a relatively
short time period. The underlying theoretical model for
this behavioral cognitive treatment approach to therapy
is based on an extension of two-factor avoidance learn-
ing theory.

I. DESCRIPTON OF TREATMENT

A. Introduction

Imagine the suffering of a woman who becomes so
panic stricken by the obsession she has cancer that psy-
chiatric hospitalization is required. No matter how
much medical assurance she is given that she is in ex-
cellent physical health, the nagging doubt somehow
persists that she is not. Or consider a man who is
forced to relinquish his professional career because he
is afraid to leave his home out of fear that dog feces
may be in his yard. His day becomes dominated with
disturbing thoughts that find relief only in repetitious
washing of his hands, clothes, and body. Perhaps it is
hard to comprehend how one could become so fright-
ened of bath water that a life preserver must be worn,
or that a sound of a locomotive whistle in the distance
evokes such terror in an individual that he runs around
in a circle screaming at the top of his voice. The range
of human fears may be extended almost indefinitely.
Some individuals break out in a cold sweat at the sight
of a car, an airplane, or a tall building. Others become
so afraid of their own sexual feelings that they avoid
the opposite sex, having become convinced they will be
sent to hell for such feelings. Still others fear failure,
loss of control, taking responsibility, being angry, or
giving love and expressing compassion.

Committed to the goal of seeking methods to ame-
liorate such psychological suffering, the mental health
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worker is confronted with the difficult task of selecting
from hundreds of different treatment techniques. The
rather chaotic state of the field today suggests the need
to isolate and maximize the central procedural vari-
ables that appear to be reliably correlated with behavior
change. One factor common to most treatment tech-
niques stems from the observation that behavior
change appears to occur following the elicitation from
the patient of a strong emotional response to material
presented during the therapeutic interaction. Implosive
therapy is a treatment technique that is designed to
maximize in a systematic manner the last-noted com-
mon denominator of therapeutic interaction, that of
emotional responding and its resulting effects. Disillu-
sioned with the insight-oriented emphasis of the time
period, Thomas G. Stampfl in the late 1950s developed
the technique of implosive therapy which some au-
thors today call flooding therapy or response preven-
tion therapy. Each of these terms is frequently used
interchangeably in the literature since the goal of thera-
pists is to maximize emotional responding by getting
patients to confront their fears directly. Stampfl was the
first investigator to extend systematically his learning-
based exposure treatment approach to the treatment of
a wide variety of clinical nosologies. Borrowing a term
from physics he labeled his newly developed cognitive-
behavioral approach implosion, to reflect the inwardly
bursting (dynamic) energy process inherent in the re-
lease of affectively loaded environmental and memorial
stimuli encoded in the brain.

Stampfl was initially influenced by the extensive
clinical experience he gained from conducting “nondi-
rective” play therapy with emotionally disturbed chil-
dren. He concluded from this experience that exposure
to the emotional stimulus features of the play material
could account for virtually all the positive effects of
therapy. Consistent with his clinical observations was
the insistence by Abraham Maslow and Bela Mittleman
in their 1951 abnormal text that the neurotic’s symp-
toms, defense mechanisms, and general maladaptive
behavior resulted from a state of anticipation or expec-
tation of an impending catastrophic event, which, in
turn, provided the motivating force for symptom devel-
opment. These authors concluded that, although the
catastrophic even usually remained unspecifiable by
the patient, it generally involved fears associated with
anticipation of abandonment, injury, annihilation, con-
demnation and disapproval, humiliation, enslavement,
loss of love, and utter deprivation. Stampfl reasoned
that if therapy was to succeed, these anticipatory fears,
as was the case for the children he treated, needed to be

confronted directly in order for the unlearning of the
emotional response attached to these fears.

B. In Vivo Exposure Approach

Stampfl at first adopted an in vivo exposure approach
in which he instructed patients to confront directly in
real life their feared stimulus situation. For example,
one of his patients, a college student, reported a com-
pulsive behavior he had engaged in for years. Upon re-
tiring at night, this patient reported an urge to check to
see if he had left the radio on. Every night (without ex-
ception) he checked the radio up to 50 times. He re-
ported that any time he failed to engage in radio
checking he developed much apprehension and anxi-
ety and the feeling that something “terrible” or “cata-
strophic” might happen. He would fear, for example,
that perhaps a short circuit would occur and a fire
would result. Stampfl then instructed the patient to
confront his fears directly by forcing himself not to
check the radio and imagine that his worst fears would
happen. He was asked to let himself tolerate as much
anxiety as possible. The patient was able to follow the
therapist’s instruction; he reported seeing the radio
burst into flames and hearing his father’s voice telling
him to “turn off the radio.” Following additional repe-
titions of the therapist’s instructions, the patient re-
called a number of traumatic memories involving his
father. Once the affect associated with these memories
was eliminated, his compulsive symptoms disappeared.

C. Imagery Exposure Approach

Thomas Stampfl recognized that although this pa-
tient followed his in vivo instructions to confront di-
rectly the anxiety he experienced, most patients avoid
engaging in an in vivo task because of the strength of
the fear response associated with the task. He also rec-
ognized that many of the fears motivating the patient’s
symptoms did not lend themselves readily to an in vivo
approach. He then developed his implosive imagery
procedure, which was capable of being presented
within the context of a therapy session. In an attempt
to illustrate the above point, consider the case of an air-
plane phobic. Although most phobic behavior is clearly
amenable to an in vivo exposure approach, the use of
this procedure with an airplane phobic would entail the
therapist’s accompanying the patient on repeated air-
plane trips. Stampfl recognized that his imagery expo-
sure procedure had the advantage of presenting the
feared cues in the therapist’s office. Furthermore, and
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most importantly, the imagery technique has the addi-
tional advantage of introducing the more salient and
emotionally intense fear cues associated with the pho-
bic reaction that do not lend themselves to direct in
vivo presentation. Examples of such fear cues include
the fear of the plane crashing, the fear of dying, and the
fear of being punished for guilt-producing behavior in
the after-life. Imagery scenes involving the incorpora-
tion of these non in vivo presented fears have been clin-
ically shown to produce a powerful emotional
reactivity and subsequently a lasting therapeutic effect.

In summary, the fundamental task of the implosive
therapist is to repeatedly re-present, reinstate, or sym-
bolically reproduce those stimulus situations to which
the anxiety response has been learned or conditioned.
By exposing the patient to the stimulus complex of fear
cues that are being avoided, the patient will be con-
fronted with the full emotional impact of these cues. As
a function of repetition, this emotional exposure weak-
ens and eventually eliminates the connection between
the eliciting stimulus and the resulting emotional re-
sponse. For example, imagine a patient who is terrified
of viewing horror films and takes a job as a movie pro-
jectionist which requires him to show such a movie. Al-
though terrified during the first showing, by the tenth
time he is exposed to watching the film little emotional
reactivity is left.

It may at first seem that the goal of specifying the
aversive learned events in the patient’s life history rep-
resents a difficult, if not impossible, task. Stampfl
noted that it is feasible for a trained clinician to locate
“key” stimuli associated with the patient’s problem
area following in-depth diagnostic clinical interviews.
This information allows a trained clinician to formu-
late hypotheses as to the type of traumatic events that
may have contributed to the client’s problems. Of
course, these initial hypotheses must be conceived as
only first approximations in the quest to determine
the aversive cues controlling the patient’s maladaptive
behavior. As therapy progresses, it is usually possible
to obtain additional information as to the validity of
these cues and to generate new hypotheses. The elici-
tation of these hypothesized cues in imagery fre-
quently results in the reactivation of the patient’s
memory regarding the initial historical events associ-
ated with development of the patient’s conflict and
fears. However, it is not essential to present imagery
scenes that are completely accurate since some effects
of emotional unlearning or extinction effects will
occur through the established learning principle of
generalization of extinction. Naturally, the more accu-

rate the hypothesized cues are and the more realisti-
cally they are presented by the therapist, the greater
will be the emotional arousal obtained and subse-
quently the greater the emotional unlearning to the
cues presented. This process is continued until the pa-
tient’s symptoms are reducd or eliminated.

D. Procedural Instructions

Following the completion of two to three interview
sessions, a treatment plan is developed. Patients are pro-
vided the rationale and theory behind the technique. A
commonly used approach is to ask patients the follow-
ing question: if they were learning to ride a horse and
fell off the horse, what would the instructor have them
do? (The usual answer is to get back on the horse.) The
therapist might then comment that failure to get back
on the horse might result in an increase in fear and pos-
sibly the generalization of that fear to events surround-
ing riding horses. The point is to illustrate that fears can
be overcome by directly confronting them. Patients are
told that the procedure being used involves an imagery
techneque and they will be asked to imagine various
scenes directed by the therapist. Patients are instructed
to close their eyes and play the part of themselves. They
are asked, much as an actor or actress would be, to por-
tray certain feelings and emotions that represent impor-
tant parts of the process. They are told that belief or
acceptance, in a cognitive sense, of the themes intro-
duced by the therapist is not requested, and little or no
attempt is made to secure any admission from patients
that the cues or hypotheses actually apply to them. Fol-
lowing the administration of neutral imagery practice
sessions, the therapist is ready to start. Once the implo-
sive procedure is started, every effort is made to encour-
age patients to “lose themselves” in the part that they
are playing and “live” or reenact the scenes with gen-
uine emotion and affect. Compliance with the tech-
nique is readily obtained and rarely do patients
terminate therapy prematurely.

Thomas Stampfl’s procedure encompasses an opera-
tional feedback approach that is self-correcting. If the
hypothesized cues introduced into a given scene pres-
entation elicit emotional affect, support for their con-
tinued use is obtained. The greater the emotional
arousal elicited by these cues, the greater the support
for their use. Cues that do not elicit emotional arousal
are abandoned and replaced by new hypothesized cues.
This process is continued until the desired emotional
affect is obtained and unlearned. Therapy continues
until symptom reduction occurs. Significant levels of
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symptom reduction usually occur within 1 to 15 hours
of treatment.

E. Stimulus Cue Categories

As a guide in using the therapy, Thomas Stampfl has
outlined the use of four cue categories that can be con-
ceptualized in terms of progression along a continuum
that ranges from extremely concrete to hypothetical.
These four cue categories, in order of their presenta-
tion, are as follows: (1) Symptom-contingent cues,
those cues correlated with the onset of the patient’s
symptoms; (2) reportable internally elicited cues, those
verbally reported thoughts, feelings, and physical sen-
sations elicited by presentation of the symptom corre-
lated cues; (3) unreported cues hypothesized by the
therapist to be related to the second cue category; and
(4) hypothesized dynamic cues, those fear cues sus-
pected to be associated with an unresolved conflict sit-
uation being avoided by the patient.

As an illustration of the application of these cue
categories, consider the case of a woman who had to
wear a life preserver while taking a bath. The symp-
tom-contingent cues would encompass the presenta-
tion in imagery of all those cues surrounding her
taking a bath without wearing a life preserver. Upon
presentation of these cues, she reported the feeling
that the bathtub consisted of a “bottomless pit of
water,” the second category. This in turn led to the
therapist’s hypothesis that she was afraid of drowning
(third category). Because the patient manifested con-
siderable feelings of guilt, the therapist hypothesized
that the patient’s fear of drowning related to her fear
of being punished in hell (the fourth cue category).
The systematic presentation and repetition of all these
fear cues led to the elimination of the patient’s phobic
response and to the recovery of a memory in which
she almost drowned in a bath tub when she was a
child. Since repetition of the feared stimuli is consid-
ered an essential requirement in producing symptom
reduction and elimination, patients are expected to
conduct homework that involves 20 minutes daily of
repeatedly imagining the scenes assigned to them by
the therapist.

II. THEORETICAL BASES

Implosive theory is unique in its ability to integrate
areas of psychology, in its resolution of the neurotic
paradox, and in its ability to define complex behavior

according to basic principles of experimental psy-
chology. To explain theoretically the development,
maintenance, and unlearning (extinction) of psy-
chopathology, Stampfl adopted and extended O. Hobart
Mowrer’s 1947 version of two-factor avoidance learn-
ing. Mowrer was influenced by Sigmund Freud’s con-
clusion in 1936 that human symptoms reflecting
psychopathology resulted from patients’ attempts to es-
cape and avoid the anxiety elicited by stimuli (“danger
signals”) associated with past exposure to traumatic ex-
periences. Mowrer then concluded that the develop-
ment and maintenance of human and animal avoidance
(symptom) behavior involved the learning of two re-
sponse classes.

A. Emotional Learning

The first response learned is how one becomes afraid
of a previously nonaversive stimulus situation. To ex-
plain how fear is learned, Mowrer relied on the well-es-
tablished laws of classical conditioning. Fear and other
emotional conditioning result from the simple contigu-
ity of pairing this nonemotional stimulation, in space
and time, with an inherent primary (unlearned) aver-
sive event resulting in the production of pain, fear, frus-
tration, or severe deprivation. This biologically reactive,
pain-producing stimulus is referred to as the uncondi-
tioned stimulus (UCS). Following sufficient repetition
of the neutral stimulus with the UCS, the neutral stim-
ulus becomes capable of eliciting the emotional re-
sponse with which it was paired. Once the process is
learned, the neutral stimulus is referred to as a condi-
tioned stimulus (CS) and its elicitation of the emo-
tional response (e.g., fear) as the conditioned response
(CR). Stampfl believes the conditioning events of hu-
mans to be multiple, involving a complex set of stimuli
comprising both external and internal CS patterns.
Such conditioning events are believed to be encoded in
long-term memory and capable of being reactivated at a
later point in time.

B. Avoidance (Symptom) Learning

Mowrer viewed the resulting conditioned emotional
response as a secondary or learned source of drive, pos-
sessing motivational or energizing properties, as well as
reinforcing properties. These motivational properties of
the conditioned emotional response set the stage for the
learning of the second class of responses, referred to as
avoidance or escape behavior. Avoidance or symptom
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behavior is believed to be governed by the established
laws of instrumental learning. Avoidance behavior is
learned because the response results in the termination
or reduction of the emotional state elicited by the CS. It
is this reduction in aversiveness that serves as the rein-
forcing mechanism for the learning of the avoidance
behavior.

C. Emotional-Avoidance Unlearning

Finally, Mowrer’s two-factor theory argues that
both emotional responding and subsequent avoid-
ance behavior can be readily unlearned via the well-
established principle of Pavlovian extinction. This
principle states that the repeated presentation of the
classically conditioned CS will weaken and cease to
elicit emotional responding via the principle of non-
reinforced CS exposure. The extinction of the CS re-
sults in the extinction of its drive properties. Without
any motivating state to elicit and reinforce the avoid-
ance behavior, it also will undergo an extinction effect.
This is the therapeutic premise on which implosive
therapy is based.

D. The Neurotic Paradox and
Symptom Maintenance

Implosive theory has been instrumental in resolving
Freud’s expressed concern and puzzlement as to why
patient’s symptomatology may persist over the course
of a lifetime. Mowrer labeled this concern the “neurotic
paradox.” In Mowrer’s words it is a question as to why
neurotic behavior is at one and the same time self-de-
feating and self-perpetuating. In other words, why does
the neurotic’s neurosis persist to the point of seriously
incapacitating the individual when the behavior has
long outlived any real justification?

To resolve theoretically the issue of sustained symp-
tom maintenance, Thomas Stampfl developed his serial
CS hypothesis. He observed that, although some clini-
cal symptoms do appear to last for lengthy periods, the
CSs initially eliciting the symptom frequently undergo
a change over time, with the cues originally triggering
the symptom failing to serve as an eliciting stimulus to
repeated CS exposure. However, as they weaken, these
cues are replaced from memory by a new set of previ-
ously unexposed fear cues that upon exposure recondi-
tion secondarily the first set of cues. When the new set
of released cues also undergo an extinction effect from
nonreinforced CS exposure, the stage is set for yet an-
other set of new cues to be released. This process con-

tinues until all the encoded fear complex of cues un-
dergo an extinction effect. In other words, implosive
theory maintains that there is a network of cues repre-
senting past conditioning events involving pain which
are stored in memory and which, upon reactivation, are
capable of motivating a symptom over time. Thomas
Stampfl believes these conditioned cues are stored in
memory in a serial arrangement along a dimension of
stimulus intensity, with the more aversive cues being
least accessible to memory reactivation. Repeated
symptom execution prevents further CS exposure to
these cues and to the elicitation of those cues stored in
memory. As a result, the anxiety and fear level attached
to these unexposed CSs are conserved or maintained
until they are exposed by being released from memory.
The presence of these unexposed cues stored in mem-
ory, along with the intense emotional reactions condi-
tioned to them, can be observed by preventing
symptom occurrence.

III. EMPIRICAL STUDIES

Over the last 50 years, O. Hobart Mowrer’s two-factor
avoidance theory and related fear theories have gener-
ated an abundance of experimental support at both the
human and animal level of analysis. It still remains the
dominant avoidance theory within the field. Stampfl’s
extension of the theory to the area of psychopathology
has also received strong empirical support at the
human, animal, and clinical levels of analysis. This in-
cludes his serial CS hypothesis and his extension of the
conservation of anxiety hypothesis to explain symptom
maintenance and the neurotic paradox. Stampfl’s tech-
niques of in vivo and imagery implosive therapy and re-
lated CS-exposure techniques of treatment have been
experimentally supported by a host of controlled clini-
cal outcome studies, including studies involving the
treatment of phobias, anxiety reactions, obsessive com-
pulsive behavior, trauma victims, depression, and psy-
chotic behavior. The procedure has also been shown to
be nonharmful. Today, CS exposure techniques of treat-
ment are regularly recommended as the treatment of
choice for a number of clinical nosologies.

IV. SUMMARY

Implosive (flooding therapy) therapy is a cognitive
behavioral treatment approach to psychopathology. It
was first developed by Thomas G. Stampfl and extended

Implosive Therapy 5



to encompass the treatment of a wide variety of clinical
nosologies. Treatment effects are regularly reported to
occur within 1 to 15 treatment sessions. The technique
involves the use of an in vivo or imagery presentation
procedure designed to extinguish, via repetition, those
aversive conditioned cues responsible for eliciting and
maintaining symptom execution. The therapist’s task is
to help the patient confront these cues directly within
and outside the therapist’s office. The underlying theo-
retical framework behind this technique is based on
two-factor avoidance theory which Stampfl has ex-
tended to account for symptom maintenance and symp-
tom extinction. Both the theory and treatment
technique has been supported by considerable experi-
mental research over the last 40 years at the human, pa-
tient, and animal level of analysis.
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GLOSSARY

behavior therapy A theory of psychotherapy in which prob-
lems are assumed to have been learned because the conse-
quences of problematic behavior and feelings are rewarding.
These treatments attempt to directly alter behavior and feel-
ings by changing the pattern of consequences. The develop-
ment of these models of treatment is most closely associated
with Joseph Wolpe and B. Fred Skinner.

cognitive therapy/cognitive-behavior therapy Models of psy-
chotherapy that attribute problematic feelings and behav-
iors to one’s inappropriate or dysfunctional ways of
thinking. The most recognized of these approaches was de-
veloped by Aaron T. Beck.

effectiveness studies Research designs that employ represen-
tative clinical populations of patients, as well as samples of
therapists and psychotherapy. This type of research typi-
cally sacrifices some degree of experimental control for
procedures that are closer approximations of actual clinical
settings, procedures, and populations.

efficacy studies Research designs that employ randomized as-
signment, closely controlled and monitored treatments,
and carefully selected and homogeneous samples of pa-
tients. This type of research typically sacrifices some de-
gree of generalizability for experimental control.

experiential therapy Approaches to psychotherapy that em-
phasize the positive role of feelings and current experi-
ence. These approaches assume that efforts to stifle or
avoid certain feeling states are at the basis of most human
problems. They emphasize the role of the present, of feel-
ing recognition, and of the innate human drive to grow
(self-actualization) as processes that produce beneficial
change.

exposure therapy Approaches to treatment that emphasize
the importance of systematic exposure to situations and
objects that evoke avoidance. This is a form of behavior
therapy but has been incorporated into many models and
approaches to cognitive and cognitive-behavior therapy as
well.

integrative/eclectic psychotherapy Methods of intervention
that draw from multiple theories. These approaches em-
phasize that the effectiveness of the procedure rather than
its theoretical framework should be the guide to its appli-
cation. These approaches range from those that blend dif-
ferent theoretical constructs to those that develop a case
mix of specific techniques. Newer models are based on the
development of cross-cutting principles of change rather
than amalgamations of either specific techniques or gen-
eral theories.

psychoanalysis The method of uncovering unconscious im-
pulses and wishes that was developed by Sigmund Freud.

psychodynamic therapy: Approaches to psychotherapy that
generally assume that behavior is caused by inner conflict
and by disturbed psychic processes. These models of indi-
vidual psychotherapy are generally short-term or less in-
tensive variations of psychoanalytic therapies. Some of
these variations include those built on object relations the-
ory, ego psychology, and self-psychology.

Individual Psychotherapy

Larry E. Beutler and T. Mark Harwood
University of California, Santa Barbara

7
Encyclopedia of Psychotherapy
VOLUME 2

Copyright 2002, Elsevier Science (USA).
All rights reserved.



Individual psychotherapy is the most typical form
of psychotherapeutic treatment. It consists of one pa-
tient and one therapist. The psychotherapist, assum-
ing the role of healer, authority, facilitator, or guide,
employs a variety of theories and procedures to assist
the patient or client to modify behaviors and feelings,
gain understanding of self and others, change percep-
tions and beliefs, and reduce fears and anxieties. This
entry will describe some of the more dominant meth-
ods of psychotherapy and the current status of re-
search on its effects.

I. DEVELOPMENT OF 
INDIVIDUAL PSYCHOTHERAPY

The field of modern psychotherapy is over 100 years
old. Freud is typically credited as the individual most
responsible for introducing contemporary psychother-
apy, in the form of psychoanalysis, to the Western world
at the end of the nineteenth century. Almost from its in-
ception, the developmental history of modern psy-
chotherapy has been one of conflict, controversy, and
change. Freud’s early views were under attack nearly
from the beginning, both from his students and from
the established medical system. Conflict continues with
the trend of growth and the emergent influence of vari-
ous groups who present views that contrast with estab-
lished schools of thought. In this environment, we have
seen the emergence of literally hundreds of different
theories and approaches to psychotherapy. Presently,
psychotherapies differ in their theoretical constructs,
their mode of delivery, their techniques, and the
processes to which they attribute the patient’s problems.

Those who are endowed by society with conducting
and overseeing the field are also diverse, ranging from
those with medical and psychological degrees to those
with degrees in sociology, human development, social
work, anthropology, group process, biology, and the
like. Opinions about the nature of desirable credentials,
advantageous types of experience and training, and the
nature of psychotherapy itself are far from uniform. Yet,
the prototype of “Individual Psychotherapy,” a process
that occurs between an individual person who has a
problem and an individual practitioner who offers as-
sistance, as originally set by Freud, continues to be the
dominant model. Although there has been a good deal
of research and writing on group therapy and to a lesser
extent on marital and couples therapy, it is individual
psychotherapy that has stimulated the most research
and to which most conclusions are addressed.

Psychotherapy has increasingly come to be defined
as a health-related activity and has thereby come under
the purview of third-party payers and political bodies.
Cost containment concerns have placed increasing
pressures on practitioners to justify their procedures
and to demonstrate that they are effective. This, in
turn, has led to increasing emphasis being placed on
those who conduct psychotherapy research to demon-
strate the value of these procedures in ways that have
scientific credibility.

II. Theoretical Models of 
Individual Psychotherapy

It has been estimated that there are over 400 differ-
ent theories of individual psychotherapy. However,
most of these fall within five general classes.

Cognitive psychotherapy models of intervention
focus on identifying specific problems and changing
the processes and mechanisms by which patients evalu-
ate themselves, others, and their environments. A cen-
tral assumption of this model is that beliefs rather than
facts determine how one will evaluate one’s own behav-
ior, remember the past, and anticipate the future. If
one’s beliefs are distorted and inaccurate, then one’s
evaluations and memories will be distorted as well.
Moreover, one may develop behavioral or emotional
disturbances in which the behavior and feelings, too,
are inappropriate to one’s present situations. Distor-
tions and misperceptions of events are assumed to be at
the root of or associated with many problems that im-
pair daily functioning. Cognitive psychotherapy ap-
plies methods that encourage re-inspection of these
assumptions and the application of rational analysis to
correct distortions and cognitive errors. This type of
treatment focuses on directly altering one’s symptoms
through a process that involves the rational and realis-
tic appraisal of situations and the application of
thoughtful and systematic problem solving strategies.

Behavior therapy models of individual treatment
focus on immediate events and consequences. Symp-
toms are thought simply to reflect patterns of learning
that are cued by the presence of evoking environmental
stimuli. That is, behavioral models eschew the use of
mental or biological events as explanations for behavior.
They look for both causes and consequences within the
person’s immediate environment or in the concomitant
occurrences of sequential cues that progress to more re-
mote consequences. The focus of such treatments is on
the development of new skills and on repeated exposure
to aversive stimuli leading to extinction of behaviors
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that are excessive and repetitive. In this model, the ther-
apist is a guide and instructor rather than a philosopher
and healer. Indeed, postulations of illnesses are thought
to obfuscate the factors that support and reinforce dys-
functional and disturbed behaviors.

Interpersonal psychotherapy models emphasize that
all behavior, whether problematic or adaptive, occurs
within a social context. That is, they focus on social
and intimate crises such as loss and expected loss, tran-
sitions to new social environments, skills to navigate
social expectancies and demands, and mediating the
competing expectancies and desires that emerge when
one enters into relationships with other people. This
form of treatment assumes that there are a finite num-
ber and type of interpersonal problems that relate to
such conditions as anxiety and depression. Interper-
sonal treatment involves identifying the problematic
interpersonal patterns, creating understanding of the
interpersonal nature of one’s problems, learning to an-
ticipate when problems will emerge, gaining a mean-
ingful understanding of one’s own behavior, and
developing skills of communication and assertion that
can be applied in competitive environments. The thera-
pist assumes an authoritative role in directing the pa-
tient through a process of identifying and exploring the
nature and causes of one’s problems and directs the pa-
tient in a process of selecting and using effective proce-
dures for ameliorating these problems and developing
improved interactions with others.

Psychodynamic/psychoanalytic psychotherapy mod-
els are widely varied but are bound by a common em-
phasis on the indirect relationship between behavior
and environment. That is, disturbed behavior and feel-
ings are thought to reflect internal conflicts rather than
current events. The conflicts are symbolized by symp-
toms and are thought to derive largely from primitive
experiences that predispose patients to continue to
reenact certain dysfunctional patterns of behavior in a
vain effort to obtain a resolution in the present for a
conflict whose nature is out of awareness and whose
genesis is in the past. Thus, in contrast to other models,
neither immediate situations nor dysfunctional
thoughts cause disturbance. Indeed, these situations
and thoughts are thought to more likely be the conse-
quences of the individual’s effort to resolve conflict
rather than the causal agents of psychopathology. That
is, current behaviors and situations may reflect the dis-
turbance that is caused by the turmoil of inner strug-
gles between contrasting impulses and wishes. Usually,
the nucleus of these inner conflicts is kept unconscious
by innate efforts to protect one’s self from painful

awareness. Thus, the patient does not acknowledge,
understand, or know the motivation behind behavior.
Improvement is thought to relate to the development of
insight and awareness, uncovering these unconscious
processes, and becoming aware of how past experi-
ences and filial needs, rather than current demands and
exigencies, are determining one’s current behavior.

Experiential psychotherapy models focus on prob-
lems that are associated with the failure to integrate
emotional experience with either thoughts or behav-
iors. They adopt the viewpoint that from traumatic ex-
perience and interpersonal crises early in life,
individuals learn ways to protect themselves from ex-
periencing strong emotions. These defensive patterns
typically involve separating one’s self from one’s emo-
tional state and learning to be oblivious to personal
emotional cues. Overreliance on rationality, on action
and “doing,” rather than on feeling and awareness is
thought to arise when social forces encourage one to
lose sight of inner experiences or to distort and sup-
press emotional drives and experiences. Experiential
treatment is based in the here and now of immediate
experience. It endeavors to identify current feelings
and to bring these into high relief, often magnifying
and enhancing these experiences in order to encourage
emotional processing. In this process, the therapist at-
tempts to foster the integration of emotional, behav-
ioral, and cognitive life.

Experiential treatments strive to keep patients in the
emotional present rather than retreating to thoughts of
the past or future. They encourage patients to learn to
tolerate strong feelings without withdrawal, attempting
to help them remove their internalized, socially im-
posed sanctions against such feelings.

III. THE EFFECTS OF 
INDIVIDUAL PSYCHOTHERAPY

A. Models and Theories

Scientific research over the past 40 years confirms
that individual psychotherapy is an effective method
for initiating personal change and reducing feelings of
unhappiness, stress, and conflict. Its effects are sub-
stantial and compare well to alternative treatments for
emotional problems, such as psychoactive medication.
In recent years, considerable attention has turned to ef-
forts to identify which of the many available models
and theories of treatment yield positive effects among
different patient groups. Research on these various
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models or types of psychotherapy indicates that sub-
stantial improvements are associated with their use—
relief can be reliably achieved in various kinds of
symptoms and problems.

Among the most widely accepted methods and mod-
els, those based on cognitive-behavioral, behavioral
(e.g., exposure therapy), and interpersonal therapy
principles have been most consistently identified as
being effective. Models that have received some, but
less, support from research, include those that are con-
structed around psychodynamic principles and emo-
tional awareness or emotion-enhancing therapy (e.g.,
experiential therapy). Cognitive therapies have been
identified as especially effective for treating depression,
anxiety, general distress, chemical abuse, and specific
anxiety disorders (e.g., obsessive-compulsive disorder,
agoraphobia, panic disorder). Behavior therapies are
identified as effective for treating depression, psy-
chophysiological disorders (e.g., headache, rheumatic
disease), and habit control problems (e.g., smoking,
drug/alcohol abuse, enuresis, etc.). Experiential thera-
pies are identified as effective for depression and rela-
tionship problems. Interpersonal therapy is identified
as being effective for treating depression and eating dis-
orders. Psychodynamic therapies are considered useful
for depression, chemical abuse, and social distress.

B. Specific versus Common
Contributors to Change

In his classic treatise on Persuasion and Healing,
Jerome Frank defined psychotherapy as a form of inter-
personal influence that involves (1) a healing agent in
the person of the therapist, (2) a patient who seeks re-
lief of his or her suffering from the healer or healing
agent, and (3) a healing relationship comprised of a cir-
cumscribed, more or less structured series of contacts
between the healer and the sufferer in which the healer
attempts to bring about relief.

By restricting his definition of psychotherapy to
these three elements and excluding specific mention of
any of the myriad procedures and therapeutic models
used by therapists to effect recovery or improvement,
Frank underscored what has become a major point of
controversy in the field. Namely, does the use of partic-
ular psychotherapeutic models and procedures add
benefit to that which is obtained from a supportive and
caring psychotherapeutic relationship alone? The es-
sential controversy embodied in this question can be
distilled to a conflict between those who attribute heal-
ing to the use of specific techniques and procedures
(i.e., specific “antipathogenic” psychotherapeutic inter-

ventions) and those who attribute psychotherapeutic
healing to the effects of a supportive, caring, and evoca-
tive therapeutic relationship in its own right—a med-
ical versus a humanistic view of change.

Adherence to a medical analogy has resulted in the
admonition that practice be restricted to the use of in-
terventions that have been supported by scientific re-
search. Scientists who look for the differences among
psychotherapeutic treatments have advanced and pub-
lished lists of effective treatment brands and have iden-
tified various diagnostic conditions for which each
brand of treatment is considered to be effective. How-
ever, this line of investigation may oversimplify the dif-
ficulty of garnering evidence of efficacy on the 400+
different models of psychotherapy that are currently
practiced in contemporary Western society. Restricting
practice even to the 150 or so treatments that have been
scientifically supported would mean that much of the
service that is currently provided in hospitals and clin-
ics throughout the world would have to be discontin-
ued. Furthermore, even if society were to embrace this
view and undertake a systematic study of these various
treatments, the results may tell us very little about some
of the more important and powerful contributors to
treatment gain. Research strictly based on fitting brands
of treatment to diagnoses of patients will tell us very lit-
tle about the various modes and formats through which
psychotherapy is applied and virtually nothing about
the contributions of important nondiagnostic patient
qualities and individual therapist variations.

To those who emphasize the similarities among
treatments, rather than the differences, such lists of
brand-name models inappropriately imply that there
are more differences among the various models than
have been consistently demonstrated. The qualities
that contribute to the development of a healing rela-
tionship and those that dictate the specific use of differ-
ent treatments may have little to do with the patient’s
diagnosis or the brand name of the treatment provided.
By extension, many authors suggest that focusing on
differences among brands and models of psychother-
apy discourages research on ways both to enhance the
presence of therapeutic relationships and to blend in-
terventions across therapeutic models.

Many of these same authors suggest that the effort to
identify certain brands of treatment that fit with patients
who are identified only by diagnosis would both require
that therapists learn many different and frequently con-
tradictory treatment models and that clinicians could
only treat a limited and perhaps insignificant number of
patients—those who comply with certain inclusion and
exclusion criteria.
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The use of a medical analogy and the corollary asser-
tion that practice should be restricted to empirically
supported treatments applied within the confines of pa-
tient samples on which they have been systematically
tested is one way to increase the credibility of mental
health treatment in a political world. It reflects an effort
to place psychotherapy on a parallel with medical treat-
ments for diseases—effective treatment depends on ac-
curate diagnosis, and once diagnosis is established, one
should select and apply a treatment that has been sci-
entifically demonstrated to be safe, practical, and effec-
tive in the treatment of that condition. From this
perspective, the field would do well to consolidate
around a uniform effort to find or develop specific pro-
cedures that work with particular kinds of problems
and conditions.

Working from this viewpoint, clinicians and re-
searchers alike are continuing to develop new theoret-
ical models and technical methods of intervention,
with the implicit assertion that these specific tech-
niques and procedures are responsible for the effects of
treatment, either positive or negative. This point of
view has generated hundreds of theoretical constructs
and causal inferences that describe the nature of effec-
tive psychotherapy. Each of the resulting theories and
procedures vies for the status of being “most effective.”

Controversies between those who attribute change to
the elements that are common to all treatments and
those who attribute change to specific and unique treat-
ments that derive from certain brands of treatment are
not unique to psychotherapy. The past decade has seen
the emergence of similar conflicts in the general area of
health and medicine as well. Placebo effects, ex-
pectancy, hope, and other constructs are implicated in
the treatment of a wide array of medical and health con-
ditions and compete for effectiveness with active drugs,
surgery, and other interventions that are based on con-
temporary notions of illness. Clearly, whatever else is
working, both physical health and emotional/behavioral
well-being rely more than most would acknowledge on
the forces of interpersonal persuasion, expectation,
faith, and relationship, and less than some would wish
on the specifics of pathology-based treatments.

In contrast to the specific treatments approach, the
common factors viewpoint focuses on the interper-
sonal qualities that are correlated with change rather
than with the technical ones. Scientists from this camp
point out that virtually no direct comparison of one le-
gitimate treatment against another yields any meaning-
ful differences between them. Most who review this
latter body of literature conclude that “all have won
and all must have prizes.” From the bulk of existing

data, it is not scientifically sound to conclude that there
are any treatments that are uniquely effective. To many
of these scholars, it is the ubiquitous qualities of sup-
port and caring within the patient–therapist relation-
ship that are seen as signals in evoking change in all of
these treatments. Proponents of the common factors
model consider these relationship qualities to be rela-
tively independent of the specific procedures and tech-
niques used—they are based largely on the nature of
the relationship or the bond that develops between pa-
tient and therapist. That is, common factors propo-
nents conceptualize a healing relationship as one that
instills hope, facilitates communication, conveys safety,
and is imbued with the patient’s respect for, and trust
of, the therapist.

These two viewpoints color how one perceives the
extant research literature. For example, investigators
who seek to identify specific treatments that work best
with patients who carry different diagnostic labels are
gratified by evidence that some treatments may pro-
duce substantially better effects among patients with
different disorders than various comparison treat-
ments or control groups. However, these same investi-
gators tend to ignore the abundance of evidence
indicating that all treatment studies produce essen-
tially equivalent results. At the same time, researchers
who believe that all treatments owe their effects to
common interpersonal processes find their viewpoint
reinforced by evidence that relationships and alliances
are consistently related to outcomes but ignore the ab-
sence of direct evidence of a causal (rather than simply
a correlational) relationship between alliance and out-
comes. These investigators see the similarity of out-
comes among different psychotherapy models as
evidence for the causal nature of common factors, but
no studies have been published that clearly demon-
strate such a causal chain. For example, alliance may
simply be a consequence of change rather than a cause
of change.

It is certainly persuasive to look at the consistent cor-
relation that exists between treatment qualities and
outcomes, and to conclude that the many diverse thera-
peutic procedures that are effective all exercise their ef-
fects through the medium of improving the patient’s
sense of safety, comfort, and support. Thus, it is popular
to conclude that therapists who provide safety, while
being collaborative and supportive, are likely to produce
good effects regardless of the specific procedures or
theories used. Such a conclusion lacks the necessary
scientific support to conclude that the observed corre-
lation is the result of a causal chain of events. It is
equally plausible that change itself may cement and
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foster warm and caring relationships, for example. It is
also scientifically unjustified at present to conclude
that some treatments are better than others.

Out of this awareness has emerged a third group of
individuals within the individual psychotherapy move-
ment who have attempted to integrate the opposing
views of therapeutic specificity and therapeutic com-
monality. Members of this third group hold that the
principal reason treatments don’t show significant dif-
ferences is that they have been tested on groups that are
too homogeneous. They observe that within any treat-
ment, there are some patients who get better, some who
get worse, and some who fail to change. This pervasive
pattern constitutes strong evidence that undisclosed
patient factors are interacting with treatments. These
scientists also hold that most research fails by attending
only to therapy or relationship factors, and they assert
that patient qualities themselves as well as the fit be-
tween patient qualities, and the procedures used also
contribute to outcome. Indeed, they assert that patient
qualities, therapy procedures, treatment relationship,
and the fit or match between patient and treatment
qualities are likely to make independent contributions
to treatment benefit and that if relevant patient and
matching qualities could be identified, the accuracy of
predictions and the power of treatments could be sub-
stantially improved.

Contemporary research provides some evidence that
while no specific procedure holds a mean or average
advantage over others, there are some patient charac-
teristics that mediate or moderate the effects of treat-
ment, moreover, while the therapeutic relationship is
very important, it may be more or less important de-
pending on a variety of patient proclivities and the
psychotherapeutic techniques utilized. Integrative and
eclectic psychotherapy models accept the assumption
that at least some interventions from widely different
models are equally appropriate for some symptoms,
some people, or some occasions. These models also as-
sume that all treatment models are inappropriate for
some people and that different people may benefit
from different treatments. Some of these models sim-
ply blend two or more theories to make one new the-
ory that is compatible with the techniques from more
than one theoretical position. Other models attempt to
directly identify patient markers that will indicate
when to use different procedures and techniques of
treatment, each representing different broad-band
models.

Relatively new approaches within integrative and
eclectic field have directed attention away from deriving
finite lists of either theories or techniques, asserting that

integration is best achieved by identifying cross-cutting
principles that govern behavioral change in any of sev-
eral different individual therapy formats. These latter
approaches attempt to develop prescriptive treatment
programs based on trait and statelike characteristics
that the patient brings into the treatment relationship.
Research is accumulating to support this point of view
and to suggest that cross-cutting principles and discrim-
inative use of different treatment procedures tend to en-
hance treatment outcomes. At present, these three
points of view are yet to be reconciled. Moreover, the di-
versity of viewpoint and of research interpretation em-
bodied in these views underlie the presence of other
cardinal issues in the field of individual psychotherapy.

C. Lesser Issues in 
Individual Psychotherapy

As individual psychotherapy begins its second cen-
tury as an accepted treatment for emotional, behav-
ioral, and mental disorders, it is faced with a variety of
complex and difficult problems. These problems are
largely occasioned by threats to the credibility of this
form of treatment.

I. The Proliferation of Psychotherapy Models
In the past three decades, the sheer number of avail-

able and practiced psychotherapies has grown expo-
nentially, now reaching several hundred. All or at least
most of these theories purport to offer both an explana-
tory model of psychopathology and a model of treat-
ment change. In almost all theories, the model of
psychopathology, incorporates an explanation of nor-
mal behavior by invoking developmental and situa-
tional factors, as well as an explanation of deviance by
invoking pathogens and insidious precipitators of dis-
order and disease. The explanations extend to all disor-
ders and identified conditions, and, if they exclude a
causal explanation of any type of psychopathology at
all, it is an explanation of those disorders that are
judged to be outside the influence of interpersonal per-
suasion methods. Thus, all theories undertake to ex-
plain virtually all behaviors and to develop concepts
that can fit all persons. Although psychotherapists may
be comfortable with this breadth, it does not instill
great faith in the idea that psychotherapists really know
what produces change and what is healing in the pa-
tient–therapist exchange. Those within the managed
health care environment who are in charge of assigning
treatments to patients are likely to find the process of
distilling the truly effective treatment from among 400
or so theoretical descriptions rather daunting they may
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conclude that a theory that explains everything really
explains nothing.

Even among clinicians, the proliferation of theories
and models may be taken as an indication that none of
the models really works well. Clinicians are likely to
develop new models when old ones don’t work. Cer-
tainly, the fact that the highest percentage of clinicians
identify themselves as being “eclectic” supports the
view that no one theory is satisfactory. It is no wonder
that psychotherapy has lost credibility both among pa-
tients and among managed health care providers, both
of whom seem to believe that the various models and
methods are interchangeable—there is no real or mean-
ingful difference among them. Thus, a patient is recom-
mended for or seeks psychotherapy for a condition or
symptoms like depression; patients rarely seek a spe-
cific type of psychotherapy. In the rare instances in
which a patient does seek a particular kind of therapy,
typically one in which he or she has become familiar
through friends or through reading, these treatments
are likely to be rather exotic or unusual therapies. Pre-
dominantly, patients seem to view the particular thera-
pist as being more important than the theoretical
model from which he or she practices.

2. Criteria of Effectiveness
One of the major controversies in the field is how

treatment effectiveness should be judged. Many psy-
chologists believe that the best test of the worth of a
psychotherapeutic treatment is in the observations of
the clinician who exercises judgement and forms an
opinion based on his or her theories of psychological
disturbance and the elements that facilitate change.
Such opinions, however, are by their nature very sub-
jective; they cannot be reliably replicated, and their va-
lidity is highly suspect.

The usual criteria by which a treatment is judged
to be effective is based on how persuasive, sincere,
and articulate a clinician may be. These factors deter-
mine how effective a therapist is in persuading fellow
clinicians to adopt his or her philosophy and per-
spective about psychotherapy. Political and legal cri-
teria of a treatment’s value are equally subjective and
rarely focus on what the actual impact of the treat-
ment is at the level of the patient’s problems. Factors
such as treatment cost, number of people accessed,
popularity, and acceptance among peers are all con-
sidered in these criteria and frequently take prece-
dence over actual effectiveness at altering symptoms
and resolving problems.

In North America, as health care companies con-
tinue to struggle with the cost containment of mental

health services, managed health care has increasingly
turned to more objective methods of assessing whether
a treatment is appropriate. Some professional groups
have emphasized the need for a scientific standard by
which to judge a treatments worth and have suggested
certain research-informed standards by which to assess
effectiveness.

By far the biggest obstacle to developing a uniform,
research-based standard of care is that most contempo-
rary approaches to treatment have not been subjected
to empirical test. Nonetheless, a number of well-devel-
oped efforts have been made to translate the available
research into standards of care or guidelines to direct
practitioners. These guidelines typically specify the pri-
ority of various models and identify which ones among
them have achieved empirical support through scien-
tific research. A continuing obstacle to the implementa-
tion of these guidelines involves the sheer number of
treatment models available.

Recognizing that it is difficult for clinicians to learn
several different theoretical models and that often
these guidelines are overly rigid, some authors have
argued for a set of standards that emphasize empiri-
cally derived principles of psychotherapeutic change
rather than either techniques or whole theories. This
approach identifies various principles of selecting and
applying treatments that are sensitive to ways in
which patients differ from one another in their recep-
tivity to different techniques, models, or therapeutic
styles. It also emphasizes the need to customize the
treatment to each patient, usually by mixing and fit-
ting specific interventions or general styles to defined
patient characteristics.

3. Integration of the Science and Practice 
of Psychotherapy

In these several ways, research findings are becoming
more central to clinical practice, though this merger is
frequently mandated by law and policy rather than
being the result of a voluntary effort. Moreover, with-
out a clear standard for assessing the scientific standing
of various models of intervention, whatever merging or
integration does occur is difficult to evaluate.

One of the most enduring and complex problems fac-
ing the practice of individual psychotherapy is the way
in which scientific and clinical observers come to inte-
grate their findings. This problem is complicated both
because clinicians who practice psychotherapy and sci-
entists who evaluate it have very different belief systems
and perspectives. These differences underlie many of
the disputes over the criteria by which to evaluate effec-
tiveness and undermine the credibility of the treatment
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itself. Some of the differences that exist between scien-
tists and practitioners are embodied in what kind of re-
search methodologies are most valued. Scientists have
tended to value studies of efficacy, whereas practitioners
tend to value studies of effectiveness.

Efficacy studies are typically characterized by the use
of a highly defined sample of patients, a well-trained
cadre of clinicians, random assignment to well-struc-
tured and specific treatments, and systematic measure-
ment of outcomes. They contrast with effectiveness
studies, which are often less controlled, with more typi-
cal samples of therapists and patients, clinical assign-
ment procedures, and less systematic treatments and
measures. Although these labels represent the end points
of control and generalizability in psychotherapy re-
search, there is ample reason to believe that the distinc-
tion between them is more arbitrary than real. Efficacy
studies frequently use complex, clinically representative
samples, real therapists, and clinically meaningful meas-
urements, whereas effectiveness studies often include
random assignment and controlled treatments. In the
final analysis, the critical question is the clinical utility of
research, by whatever method it is conducted.

Perhaps a more important factor in keeping scien-
tists and practitioners apart is that within both the
camp of practitioners and the camp of scientists, there
are many factions. In this chapter, we have already
pointed to the many different clinical theories that
guide treatment, but equally problematic is the fact that
scientists themselves have disparate interpretations
about what contemporary research tells us.

At the present time, there is no well-accepted way to
translate research findings directly into practice or for
researchers to be very responsive to clinician opinions
and needs. Some argue that a new model of research is
needed that adequately addresses the problems of prac-
tice. This model would systematically include clinical
as well as research perspectives in treatment.

IV. SUMMARY

Over the 100 plus years since it emerged as a formal
professional activity, psychotherapy has proven itself to
be both popular and effective. Individual psychother-
apy is by far the most widely researched and practiced,
and it sets the general standard of efficacy and effective-
ness by which other approaches can be assessed.

With the popularity of individual psychotherapy has
come a burgeoning number of practitioners represent-
ing various professional backgrounds and types of

training. Moreover, there has been an exponential
growth in the number of theories used to describe the
psychotherapeutic process and to guide one’s work.
Research has demonstrated that some of these ap-
proaches are effective, but most psychotherapeutic
practices do not rely on scientific research for justifica-
tion. Clinician experience and impressions are the
most frequently used yardsticks by which to judge
when treatment is effective and is working. However,
this situation seems to be changing, and contemporary
political movements and health care programs are rec-
ognizing the need to identify which treatments are ef-
fective and which ones are not. This movement has
introduced a number of changes in the field of psy-
chology. It has brought increasing pressure on clini-
cians to justify their practices in terms of research
findings, and this development has placed more em-
phasis on making research that is clinically applicable.

As a result of changes in the health care environ-
ment, the disparities within the field of psychotherapy
research as well as those between science and practice
are becoming more apparent. New models are needed
and are developing, both for making research more ap-
plicable and for applying research findings to the task
of directing the course of treatment.
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GLOSSARY

confidentiality The ethical (and often legal) requirement to
restrict disclosure of client information outside the therapy
sessions.

mandated reporting of child abuse The legal requirement in
all 50 states that psychologists report to authorities reason-
able suspicion of physical, sexual, and/or emotional abuse
of a child under the age of 18.

reasonable patient standard The prevailing standard em-
ployed when determining the amount of information to
provide to clients in order to obtain consent for treatment.
Although it is not clearly defined, this standard requires
clinicians to provide as much information as a reasonable
patient would desire.

Clinicians have an ethical and often legal obligation
to obtain consent from clients prior to treating them. In
order to obtain valid consent, clients must be fully in-
formed regarding the nature of psychotherapy, includ-
ing, for example, the potential benefits and risks of
treatment, alternative treatments available, and limits

of confidentiality. This article provides a description of
the components of informed consent and methods of
obtaining valid consent. Next, the article discusses the
legal and ethical bases of the concept. Finally, a review
of the available research on ways of obtaining informed
consent and the impact that written forms have on the
therapy process is provided.

I. DESCRIPTION 
OF INFORMED CONSENT

Initially, informed consent was a medical concept ap-
plying only to physicians and surgeons. The concept
was circumscribed, requiring only that doctors tell pa-
tients the type of treatment recommended. Within the
medical community, the concept eventually was ex-
panded in scope, requiring physicians to give patients
enough information about different available treat-
ments so that patients could make educated decisions
as to whether to accept a particular form of treatment.
More recently, the concept has been incorporated into
other disciplines, such as psychology.

As it applies to psychotherapy, the current doctrine
of informed consent requires a client to be informed of
the potential benefits and risks of the contemplated
treatments, the expected prognosis with and without
treatment, and any possible alternative treatments. Bar-
ring exceptions such as emergency treatment, a person
cannot be given therapy without his or her informed
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consent to such procedures. Underlying the concept of
informed consent is the principle that allowing a client
to make an informed decision respects that person’s au-
tonomy and self-determination.

Valid consent implies that the client agrees to treat-
ment intelligently, knowingly, and voluntarily. Intelli-
gence, sometimes referred to as competency, is defined
as a client’s capacity to comprehend and evaluate the
specific information that is offered, whereas knowledge
is defined as a client’s ability to appreciate how the
given treatment information applies to him or her
specifically. Finally, the voluntary element suggests that
a client’s consent may not be coerced or enticed by the
treating agent. All three elements must be present in
order to consider consent truly informed and valid.

The first element of competency or intelligence is a
difficult concept for two reasons. First, there has been
considerable debate over how much information
should be given to a client to allow him or her to make
an informed decision. Second, the concept is often dif-
ficult to assess with child clients.

Regarding the debate over the extent of information
provided, historically there have been two standards em-
ployed to determine whether the client has received ade-
quate information. The first is a professional standard,
which requires that the amount of information provided
to a client be what other professionals in the community
typically provide. The professional standard has been
criticized for being somewhat paternalistic, in that clini-
cians determine the extent of the information that is pro-
vided to clients. The second standard is the reasonable
patient standard, which requires the professional to give
as much information as a reasonable patient would desire
to make treatment decisions. The major problem with
this standard is the difficulty in quantifying the exact
amount of information a reasonable patient would desire.
This standard does, in addition, put the onus squarely on
clinicians to provide information, even when not re-
quested by a particular client. In recent years, the reason-
able patient standard has been the prevailing model.

Regarding child clients, it should be noted that the
right to give consent is a legal one that is based on a
client’s presumed ability to understand the information
given. In general, only adults are considered able to un-
derstand treatment information and to be legally compe-
tent to give consent. In many states, minors are not
legally competent to give consent; instead, consent for
treatment must be obtained from a legal guardian or par-
ent. However, some state statutes give minors limited
rights to consent to treatment. For example, in Oregon,
state law allows children 14 years of age and older to give

valid consent for outpatient mental health treatment
without the consent of parents. Other states’ statutes rec-
ognize the mature minor exception, granting minors near
the age of majority or mature enough to understand and
weigh treatment options the right to consent to treat-
ment. Regardless of state law, it is important to involve
even young children in the process of obtaining consent.
Despite the fact that state laws often do not recognize
their capacities, research has found that even young chil-
dren may be capable of understanding and weighing
treatment options. Given these findings, clinicians
should endeavor to obtain assent to treatment from chil-
dren ages 7 and older. The term assent does not imply
legal consent; however, it suggests that young children
should be given relevant treatment information and
asked whether or not they wish to participate in treat-
ment. If a child does not want to participate in treatment,
despite parental consent, ethical principles dictate that
the clinician should consider the best interests of the
child. Such a dilemma would involve considering and re-
specting the child’s autonomy while recognizing the legal
authority of the child’s parents.

Although providing information about treatment is
necessary to ensure a person’s consent is done intelli-
gently, it is not sufficient to obtain informed consent
from a client. In addition, a client’s knowledge or abil-
ity to appreciate that the material is relevant to him or
her specifically must be assessed. In order to ensure
that a client fully appreciates the information provided,
a clinician must regularly question the client’s compre-
hension of the material. One way of assessing compre-
hension is to ask a client to repeat, in his or her own
words, treatment information that was presented previ-
ously. Only with a reasonable appreciation of the infor-
mation will consent to treatment be considered valid.
By the reasonable patient standard, clinicians bear the
responsibility of ensuring that clients understand and
appreciate the treatment information given.

Finally, in order to satisfy the requirement that consent
be given voluntarily, no undue pressure may be placed
on the client by the treating agent. For example, clini-
cians should avoid promising miraculous and timely
cures; they should also avoid offering financial incentives
for participating in treatment. To ensure the voluntary el-
ement necessary to valid consent, clients must be told
that they can withdraw from treatment at any time.

The limits of informed consent should be noted by cli-
nicians. Obtaining informed consent does not provide
permission to clinicians to perform illegal or unethical
acts. For example, a therapist cannot justify sexual acts
with a client by claiming that informed consent for these
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acts as part of treatment was obtained from the client. In
other words, there clearly are limits on those things to
which a client can validly consent.

Given the three elements of valid consent, it should
be clear that obtaining informed consent is not a
one-time incident but instead is an ongoing process
throughout treatment. Several authors have suggested
that clinicians adopt a process model rather than an
event model of informed consent. Ongoing discussions
with clients throughout the treatment process may be
necessary to ensure that they have sufficient opportuni-
ties to ask questions and have information clarified. At a
minimum, there are two discrete times during the ther-
apy process when informed consent should be obtained:
at the initiation of therapy and when particular treat-
ments are proposed.

At the initiation of therapy, clinicians should provide
general information on the nature and process of ther-
apy to potential clients. Informed consent for treatment
generally should be obtained at the beginning of the
very first session, prior to obtaining potentially sensi-
tive information, conducting assessments, or imple-
menting any treatment techniques. The following
information should be given at the initial session to as-
sure informed consent. First, clients should be told the
qualifications of the therapist and any supervision that
is required. Second, clients should be told the limits of
confidentiality (e.g., mandated reporting of child
abuse) and general client rights (e.g., the right to with-
draw from therapy at any time). Finally, clients should
be told logistical information, such as scheduling prac-
tices and fee structures.

In addition to general information on the nature of
therapy, the informed consent process should continue
when specific treatments are proposed. At this time in
the therapy process, clinicians should provide informa-
tion on the purpose of the proposed treatment, any pos-
sible discomforts or harms, and any potential positive
benefits. In addition, clients must be told about alterna-
tive treatments available and the possible risks and bene-
fits of these treatments. Finally, clients must be told that
no treatment is an option and must be informed of the
possible consequences of opting out of treatment.

It is imperative that clinicians document this ongo-
ing process of obtaining informed consent. The first
major point of documentation is at the first session. At
that time, clinicians are advised to employ a written in-
formation sheet that is read and signed by the client.
Although there are many variations of this form, it
should be written in plain language free of jargon or le-
galistic phrases and should contain the information

necessary for the client to make an informed choice re-
garding whether or not to participate in therapy. How-
ever, it should be noted that a signed informed consent
form is not enough to demonstrate knowledge, one of
the three elements of informed consent. To document
client knowledge, clinicians should include in a
progress note any client questions or statements that
indicate that the client has a full appreciation of the in-
formation given. The second major point of documen-
tation is when specific treatment techniques are
proposed. At that time, clinicians should carefully doc-
ument in progress notes the treatment options pre-
sented to the client and any questions asked by the
client. Standard of care issues now dictate that clini-
cians should determine which treatment to employ by
reading available literature and using empirically sup-
ported treatments. If a clinician decides to employ an
unusual or experimental treatment, he or she should
thoroughly document that the client has been fully in-
formed about the nature of the experimental treatment
and the possible risks and benefits. In addition, the cli-
nician should document that the client was given infor-
mation about standard treatments.

The documentation requirements ensuring valid
consent may become more time-consuming when cli-
nicians conduct family or couples sessions. In those in-
stances, informed consent should be obtained from all
participating members at the initiation of therapy and
throughout the treatment process. In addition, progress
notes should document that discussions have been
held regarding any issues that are unique to family or
couples sessions. For example, clinicians should dis-
cuss with all family members how to handle difficult
confidentiality issues faced when more than one client
is in the room and should document these discussions
in the progress notes.

II. LEGAL AND ETHICAL BASES 
OF INFORMED CONSENT

Several legal cases illustrate the importance of ob-
taining informed consent. The first major legal state-
ment of the need for consent occurred in the 1905 case
of Mohr versus Williams. In this case, the plaintiff used
a physician for performing an unauthorized surgical
operation. While the plaintiff did consent to an opera-
tion on her right ear, the physician instead performed
an operation on her left ear, as he had found the left ear
to be more in need of treatment once the surgical pro-
cedures had commenced. Following the operation, the
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plaintiff claimed that she had not previously experi-
enced any difficulty with her left ear but that she cur-
rently was having trouble hearing out of that ear. The
court found in favor of the plaintiff and stated that a
surgical operation by a physician upon the body of his
patient is unlawful when performed without either the
express or implied consent of the patient.

In 1914, the case of Schloendorff versus the Society of
New York Hospital expanded on the requirements for in-
formed consent. The court stated that a patient must be
apprised of the potential benefits and major risks of any
proposed treatment, as well as the available alternative
treatments. However, the court did not give specific
guidance on how much information is sufficient. A later
case, Canterbury versus Spence (1972), appeared to sup-
port the reasonable patient rather than the professional
standard of information provision. The court in this case
stated that physicians have “a duty to impart informa-
tion which the patient has every right to expect.” Since
this 1972 case, physicians have been considered to have
an affirmative duty to impart as much information as a
reasonable patient would require, regardless of whether
a particular patient asks for such information.

It is clear from the above brief review that case law
has supported obtaining informed consent for medical
procedures. However, courts have not directly addressed
whether or not informed consent is applicable to typical
psychological or counseling services. Likewise, state
statutes that address the concept of informed consent
have typically addressed only physician obligations to
obtain consent. Currently, all states have statutes man-
dating some type of informed consent procedures for
physicians and psychiatrists. Not every state, however,
clearly specifies that psychologists or other mental
health providers must obtain informed consent for psy-
chological treatments. For example, Oregon law on in-
formed consent states only that physicians and surgeons
must obtain informed consent for treatment, with no
mention of any such obligation on the part of psycholo-
gists. On the other hand, Colorado and Indiana statutes
mandate that psychotherapists obtain informed consent.
Other state legislatures currently are considering bills
requiring psychologists to obtain informed consent
prior to treatment. It appears that the recent increase in
legislative activity stems from controversy surrounding
therapy techniques designed to activate repressed mem-
ories. These techniques supposedly help adults recover
or unlock previously repressed or forgotten memories of
childhood sexual abuse. Critics claim that these tech-
niques result in false memories rather than true memo-
ries of abuse and that the techniques lack a scientific

basis. Critics have introduced legislation requiring psy-
chologists to inform clients of the scientific basis of all
treatment techniques, as part of their efforts to reduce
the use of repressed memory techniques. Clearly, clini-
cians should be aware of the statutes in the states in
which they practice, as laws regarding informed consent
for therapy vary across state lines.

Regardless of whether state statutes or case law man-
date that clinicians obtain informed consent prior to
mental health treatment, ethical codes of conduct typi-
cally dictate that clinicians apply the concept of in-
formed consent with all clients. For example, the ethical
codes developed by the American Psychological Associ-
ation (APA) and the American Counseling Association
(ACA) contain sections dealing with informed consent.
In the APA code, Principle 4.02 states that psychologists
must obtain informed consent by using “language that
is reasonably understood by participants.” If a client is a
child or otherwise unable to give consent, psychologists
must obtain consent from the legal guardian. In addi-
tion, psychologists must provide information to a child
or other legally incompetent person and obtain assent
from that person. The overarching principle espoused
in ethical principles is that clinicians must consider the
client’s best interests, autonomy, and self-determination.

Clinicians should be aware that not obtaining valid
consent prior to treatment places them in a precarious
position. Due to ethical principles requiring informed
consent, a client may file an ethical complaint with the
state licensing board for a clinician’s failure to obtain
valid consent. Complaints regarding lack of informed
consent may be based on the three areas discussed pre-
viously: lack of competence to consent to treatment,
lack of voluntary consent, or lack of sufficient informa-
tion. To be found in violation of the ethical code, a psy-
chologist must only be found to have neglected
standard and reasonable informed consent procedures.
It is not necessary for the client to have been harmed
due to the psychologist’s negligence for a clinician to be
found in violation of the ethics code. In egregious
cases, the result may be suspension or loss of the li-
cense to practice psychology in that state.

In addition to an ethical complaint, clinicians who
neglect to obtain valid consent from clients may find
themselves facing a civil lawsuit. Despite a lack of case
law directly addressing the concept of informed con-
sent for psychological services, it is only a matter of
time until such a suit is filed. In contrast to an ethical
complaint, the client in a civil suit must show, among
other things, that the client was harmed by the clini-
cian. To win a suit based on a failure to obtain informed
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consent, the client must prove all of the following five
things: (1) that the risks involved with a therapy should
have been disclosed; (2) that the risks were not dis-
closed; (3) that the risks materialized; (4) that the ma-
terialized risks resulted in injury; and (5) that the client
would not have accepted the therapy if he or she knew
of the risks involved. It is true that such lawsuits are
uncommon and difficult to prove currently. However,
the rise of empirically supported treatments may in-
crease the frequency of complaints made by clients who
did not receive information and full disclosure regard-
ing such treatment options. Injury or harm may be
demonstrated by a client who incurred expenses while
participating in an ineffectual therapy for a long period
of time, when a more time-efficient and empirically
supported therapy was available but was not disclosed
to the client. In our increasingly litigious society, clini-
cians should be aware of the growing possibility of legal
liability for failure to obtain fully informed consent.

III. RESEARCH ON INFORMED
CONSENT PROCEDURES

There has been little research conducted on the
process or effects of obtaining informed consent. The
limited research that is available has addressed three
main areas: prevalence of informed consent procedures,
optimal methods of obtaining informed consent, and ef-
fects of informed consent procedures on client disclo-
sure or attendance.

First, research has not supported the idea that all cli-
nicians employ some form of consent procedure. As
stated previously, consent procedures include utilizing a
written informational form and documenting ongoing
discussions with the client. As recently as 1993, Daniel
Somberg, Gerald Stone, and Charles Claiborn found
that only 60% of psychologists reported utilizing any
type of consent procedure with all clients. Thirty-seven
percent of the remaining psychologists stated that they
did not employ informed consent procedures with all
clients due to believing that such procedures were irrel-
evant, while 16% stated that they often simply forgot to
obtain informed consent.

As should be clear from previous sections, the use of
both written forms and ongoing discussions with clients
is encouraged. Research has found that the sole use of
written forms to convey information on the therapy
process and treatments has increased over the past two
decades. However, research does not support the exclu-
sive use of a written informational form as a method of

obtaining valid consent. There are two major problems
with sole reliance on such forms. First, researchers have
found that the average length of consent forms doubled
from 1975 to 1982, in order to include more informa-
tion about client rights and confidentiality. Second, the
written forms typically employed generally require that
the reader have at least a college education. One study
found that the average readability of consent forms was
grade 15.7 (third year college level), while some
reached grade 17+ (postgraduate level).

Given the increasing length and complexity in such
forms, it is important to ask whether the typical client
can comprehend such information. It is possible that
longer and more detailed forms, while covering all of the
required consent elements, are primarily utilized to pro-
tect clinicians against ethical complaints or lawsuits
rather than as a way to educate and inform clients.
Clearly, understanding is an important element in giving
informed consent; without it, a signature on an informa-
tional form is not valid. Although not directly addressing
clinical or treatment forms, a 1994 study by Traci Mann
on the understanding of research informed consent
forms is relevant. Overall, Mann found that longer con-
sent forms inhibited the amount of information retained
by participants. Mann concluded that research partici-
pants often agree to engage in studies that they do not
understand, which belies the whole idea of informed
consent. His findings imply that long, complex consent
forms should not be employed with clinical clients.

An alternative to employing detailed informed consent
forms is a procedure suggested by Mitchell Handelsman
and Michael Galvin in 1988. These authors developed a
question sheet that includes a list of commonly asked
questions. This sheet also instructs potential clients that
they have a right to ask any or all of these questions to
their therapist. Handelsman and Galvin directed that
some of the questions must be answered by the therapist
even if not asked by the client; examples of such ques-
tions that therapists are ethically obligated to discuss
with clients would be those dealing with confidentiality
and the general nature of treatment. However, the re-
maining questions are left to the discretion of the client,
respecting the right of clients to not be given informa-
tion that is not wanted. It may also encourage the use of
a process format of obtaining informed consent, rather
than a single event model. To date, no studies have been
done investigating the level of client retention of infor-
mation presented in such a format.

Several studies have examined the effects of in-
formed consent procedures on the therapy process,
with most of the research examining the effects of
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written informational forms. Clearly, some clinicians
have been reluctant to employ informed consent pro-
cedures, particularly written forms, on a regular basis.
The primary concern may be that the use of legalistic
forms and terms is detrimental to the establishment of
a therapeutic relationship. In other words, informed
consent procedures, particularly written forms, may
create a negative impression of therapy in general and
the therapist specifically. It is also possible that clini-
cians are concerned that too much information on the
limits of confidentiality may deter clients from reveal-
ing important but sensitive information. However, in
general, the literature does not support these negative
effects of informed consent procedures; instead, re-
search has found primarily positive results from the
process of obtaining informed consent.

In regard to the therapeutic relationship, in 1990
Mitchell Handelsman surveyed 129 undergraduate stu-
dents regarding their impressions of a hypothetical ther-
apist. Holding level of experience of the therapist
constant across conditions, Handelsman varied the
amount of written information provided to survey par-
ticipants. In all conditions, participants were provided
minimal written information about the therapist, includ-
ing his educational background and years of experience.
In the first condition, participants also were provided the
question sheet. In the second condition, participants
were given a legal disclosure form, outlining client
rights, limits to confidentiality, and other information
often considered part of informed consent procedures.
Finally, in the third condition, participants were given a
brochure that provided general information to com-
monly asked questions (e.g., What is the difference be-
tween a psychologist and a psychiatrist?). Based on the
information provided, participants were asked to com-
plete a questionnaire regarding their impressions of the
hypothetical psychologist. Overall, Handelsman found
that the use of more written information increased par-
ticipants’ positive judgments of therapists’ experience,
likeability, and trustworthiness, in addition to their like-
lihood of referring the therapist to others. This study
suggested that written information, whether disclosed in
a more legalistic document or through a question sheet,
may improve therapist ratings. The study was not able to
conclude that the question sheet was more beneficial
than the legal disclosure form.

In a separate study in 1990, Mitchell Handelsman sur-
veyed 137 undergraduate students to assess whether
varying level of therapist experience would affect the
previously established positive impact of legal disclosure
forms. For this study, half the participants received the
legal disclosure form; the other half received both the

legal disclosure form and the question sheet. In addition,
therapist level of experience varied. In the first condition
(the low-experience condition) participants were told
that the hypothetical therapist was recently licensed
within the past year. In the second condition (the mod-
erate-experience condition), participants were told that
the therapist had been practicing for at least 9 years. Fi-
nally, in the third condition (the high-experience condi-
tion), participants were told that the therapist had been
in practice for 19 years. Overall, Handelsman found that
participants rated experience highly. However, with
more information provided, the less experienced thera-
pist was rated more highly. Handelsman’s findings sug-
gest that adding more written information in the
informed consent process improves client ratings, partic-
ularly with less experienced therapists.

In 1993, Therese Sullivan, William Martin, and
Mitchell Handelsman conducted a survey of 124 un-
dergraduate psychology students to further investigate
the impact of information on ratings of clinicians. Par-
ticipants were assigned to one of two conditions. In
both conditions, participants were given a hypothetical
transcript of a first therapy session. In the first condi-
tion (informed consent transcript condition), the tran-
script was accompanied by a written consent form and
included discussion of confidentiality, alternative treat-
ments, and risks and benefits of therapy. In the second
condition (control transcript condition), no written
form accompanied the transcript and no discussion on
informed consent issues was included. Following pres-
entation of materials, all participants were asked to
complete a questionnaire regarding impressions of the
therapist. The authors found that the combined presen-
tation of oral and written information positively im-
pacted therapist ratings.

To date, only one study has found any negative ef-
fects of written forms on client impressions of thera-
pists. In 1992, Mitchell Handelsman and William
Martin found that male adult clients reported lower
ratings for therapists who provided written informed
consent forms than no information at all. However,
the forms employed in this study were difficult to
read, as they required at least a 10th-grade reading
level, had complex sentences, and were single-spaced.
As previously reported, less readable forms are likely
to be misunderstood by clients. It appears from this
study that therapist ratings also suffer from complex
information forms.

As the above brief review demonstrates, the limited
research that has been done appears to support the idea
that informed consent procedures improve client rat-
ings of therapists. Further research has examined
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whether informed consent procedures affect client be-
haviors in therapy, such as termination rates and the
frequency of disclosures of sensitive information.

Termination and no-show rates of clients at a coun-
seling center of a state university were examined in
1995 by Patricia Dauser, Suzanne Hedstrom, and
James Croteau. In the partial disclosure condition,
participants received only the counseling center’s stan-
dard written information, including the services pro-
vided at the clinic, limits of confidentiality, length and
frequency of sessions, and the client’s right to termi-
nate treatment. In the full disclosure condition, partic-
ipants received the standard written form as well as
written materials containing more detailed informa-
tion. Specifically, participants were told the name of
the assigned therapist, the therapist’s experience and
typical treatment procedures, anticipated positive re-
sults of therapy, possible risks, potential alternatives
to therapy, fee structure, the name of the therapist’s su-
pervisor (if applicable), and the name and number of
the state licensing board. Overall, the authors found
no differences between the two conditions in no-show
or termination rates during the course of therapy, sug-
gesting that more information does not negatively af-
fect client attendance.

The results of research on the impact of informed
consent procedures on client disclosures have been
mixed. In recent years, legislation in most states has
mandated that certain information revealed by clients
(e.g., child abuse, imminent harm to others) be dis-
closed to authorities. This legislation is based on the
idea that society has more of an interest in preventing
harm than in protecting client confidentiality. Inform-
ing clients of the limits of confidentiality is a standard
part of most informed consent procedures. Some stud-
ies have found that warning clients of the limits of con-
fidentiality reduces client disclosures, whereas other
studies have found that it has no impact. As an exam-
ple, Daniel Taube and Amiram Elwork examined rates
of disclosure of sensitive information in 1990. These
authors assessed 42 adult outpatient clients regarding
level of self-disclosure following either minimal infor-
mation on confidentiality limits or full information re-
garding this topic. The authors found that information
on confidentiality limits does reduce self-disclosure for
some patients in some circumstances. In particular,
more informed clients did not admit to as many child
punishment and neglect behaviors, nor did they admit
to as many socially unacceptable thoughts and behav-
iors as the minimally informed group. The authors sug-
gested that legislation on mandated reporting of certain
client information may not achieve its intended aim of

protecting society and may also hinder the therapy
process. Due to conflicting findings in the literature,
further research is needed to clarify the impact of in-
formed consent procedures on client disclosures.

IV. SUMMARY

Obtaining informed consent of all clients is an ethi-
cal requirement for psychologists. In addition, it is
likely that psychologists will increasingly be legally re-
quired to obtain informed consent prior to treatment.
Informed consent is valid only if given intelligently,
knowingly, and voluntarily. The reasonable patient
model is now the standard of care, suggesting that cli-
nicians must take the responsibility for initiating dia-
logues with clients regarding consent issues. An
ongoing, process model is advisable, rather than a sin-
gle event model that relies exclusively on a written in-
formational form. Both written forms and continual
discussions are helpful, as long as the client under-
stands these basic areas: nature of therapy in general,
limits to confidentiality, treatment techniques avail-
able, and the risks and benefits of potential techniques
(including the option of no treatment).

Research has found that not all therapists currently
utilize informed consent procedures, believing it may be
irrelevant or even harmful to the therapeutic relation-
ship. In general, research has supported the positive ef-
fects of providing more information to the client prior
to treatment. For example, research has found that in-
creased information appears to improve client ratings of
clinicians. Although not directly studied, it is possible
that providing more information to clients reduces the
risk of exploitation of clients by informing them of
rights and expectations. In addition, it is possible that
utilizing informed consent procedures may align client
and clinician expectations of therapy, resulting in a bet-
ter therapy outcome, as well as fewer lawsuits or ethical
complaints for clinicians. Clearly, further research
should be conducted on these hypotheses.

It should be noted, however, that research has not
been uniformly positive as to the effects of informed
consent procedures. When long or complex written
materials are utilized, client comprehension suffers.
Also, research is mixed on the effects of informed con-
sent procedures on client disclosure of sensitive infor-
mation. At least one study has found that disclosure of
sensitive material may be inhibited when more infor-
mation on the limits of confidentiality is provided to
clients. Further research on this issue is needed to clar-
ify the extent of client censoring of sensitive materials.
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GLOSSARY

assimilative integration A system of psychotherapy integra-
tion that depends largely on one approach but that incor-
porates concepts and methods as dictated by clinical
necessity. These new elements are transformed to fit into
the primary approach.

common factors That group of variables that have been found
to be the effective ingredients of most psychotherapies.

common factors integration The combination of therapeutic
approaches based on the ability of particular methods to
deliver the desired common factor of change.

psychodynamic A synonym for psychoanalytic, it refers to
unconscious motivations, perceptions, emotions, and con-
flicts that determine behavior, and to forms of psychother-
apy that emphasize these factors.

psychotherapy integration The combination of techniques
and/or concepts from two or more psychotherapeutic ap-
proaches into a single method of psychotherapy.

technical eclecticism The most pragmatic and common form of
psychotherapy integration, in which interventions are
matched to patient characteristics, symptoms, and problems
on the basis of research findings and clinical knowledge.

theoretical integration The most conceptually complex form
of psychotherapy integration, in which the underlying the-
ories of personality and psychopathology are synthesized
and are the foundation of a new therapeutic approach.

This article will introduce the reader to progress in
the area of psychotherapy integration. This is a new
and exciting subdiscipline in the field of psychother-
apy. It is concerned with using and combining the most
effective elements of psychotherapy theory and prac-
tice in ways that accentuate the power of integrated
psychotherapies to help a wider range of patients, with
a broader spectrum of problems, to change.

I. DESCRIPTION OF TREATMENT: 
A HISTORICAL AND CONCEPTUAL
OVERVIEW OF PSYCHOTHERAPY

INTEGRATION

From the earliest foundations of modern approaches
to psychotherapy, practitioners and students of psy-
chotherapy have been extraordinarily unwilling to learn
from systems of psychotherapy other than their own.
Each school of psychotherapy has developed in a state
of isolation from the other schools. This state of segre-
gation within the field of psychotherapy has had dra-
matic and important effects. It has led to unwanted
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hostility between adherents of the various psychothera-
peutic schools, and to efforts to dismiss out of hand the
ideas and methods of competing approaches without
systematic study or intellectual consideration. This self-
imposed therapeutic “apartheid” also has prevented psy-
chotherapists and patients from benefiting from clinical
and theoretical innovations introduced by colleagues
who are loyal to other psychotherapeutic approaches.
Michael Mahoney argued in 1985 that these schisms in
the field were political in nature and did not reflect clin-
ical reality, which indicated that none of the therapeutic
schools could claim to be vastly superior to any other.

This stubborn isolationism in the field of psycho-
therapy stands in contrast to the fact that psychothera-
pists have always been interested in, and long have
attempted to use, new developments in the natural and
social sciences, philosophy, theology, the arts, and liter-
ature. A small group of scholars and clinicians have
been able to cross sectarian lines and have countered
the segregation of the various schools of psychotherapy.
These integrationists have aimed at establishing a useful
dialogue among members of the various sectarian
schools of psychotherapy. Their goal has been the devel-
opment of the most effective forms of psychotherapy
possible. The integration of therapies involves the syn-
thesis of the “best and brightest” concepts and methods
into new theories and practical systems of treatment.

Integrative forms of psychotherapy vary greatly de-
pending on the particular version that is being consid-
ered, yet all share one common goal and purpose.
Integrative psychotherapies are the result of the synthesis
of theoretical concepts and clinical techniques from two
or more traditional schools of psychotherapy (such as
psychoanalysis and behavior therapy) into one therapeu-
tic approach. It is hoped and assumed that this therapeu-
tic synthesis will be more powerful and will be applicable
to a wider range of clinical populations and problems
than were the individual models of psychotherapy that
formed the basis of the integrated model.

Histories of early efforts at integrating compiled by
Marvin Goldfried and Cory Newman in 1992, and by
Jerold Gold in 1993, identified scattered but important
contributions as early as 1933, when Thomas French
argued that concepts from Pavlovian models of learn-
ing should be integrated with then current psychoana-
lytic insights. In 1944 Robert Sears offered a synthesis
of learning theory and psychoanalysis, as did John Dol-
lard and Neal Miller in 1950, whose translation of psy-
choanalytic concepts and methods into the language
and framework of laboratory-derived learning princi-
ples was a watershed event.

Early clinical efforts at integrating behavioral and
psychoanalytic interventions in a single case were intro-
duced by Bernard Weitzman in 1967, in 1971 by Judd
Marmor, and by Benjamin Feather and John Rhodes in
1973. These clinical efforts demonstrated that uncon-
scious factors in a patient’s psychopathology could be
ameliorated through the use of behavioral methods,
along with traditional psychodynamic exploration and
interpretation.

In the past two decades a number of important inte-
grative approaches to psychotherapy have been devel-
oped. In 1977 Paul Wachtel published a groundbreaking
book that advocated an integration of psychoanalytic
theory with social learning theory, and in which he
demonstrated ways in which clinicians could effec-
tively use behavioral and psychoanalytic interventions
with one patient. This integrative approach received
enormous attention within the behavior therapy and
psychoanalytic communities, and was followed by
other efforts at promoting a dialogue between clini-
cians of various orientations, as well as a relative tor-
rent of articles and books that focused on integrative
topics. In 1984 Hal Arkowitz and Stanley Messer pub-
lished an edited volume in which prominent behavior
therapists and psychoanalytic therapists discussed and
debated the possibilities of extensive integration of the
two systems. 

In 1992 John Norcross and Marvin Goldfried pub-
lished a handbook that presented a variety of fully de-
veloped integrative systems of psychotherapy. This
effort was followed in 1993 by a volume edited by
George Stricker and Jerold Gold in which an even
greater number of integrative models was presented,
and the clinical utility of psychotherapy integration was
explored with regard to a variety of clinical problems
and populations. These volumes illustrated that integra-
tive models were no longer focused exclusively on the
synthesis of psychoanalytic and behavioral systems.
Newer integrative efforts have combined humanistic,
cognitive, experiential, and family systems models with
each other and with psychoanalytic and behavioral
components in ever more sophisticated combinations
and permutations. Process-experiential psychotherapy,
an innovation introduced by Leslie Greenberg, Laura
Rice, and Robert Elliot in 1993, and acceptance and
commitment therapy (ACT), described by Steven
Hayes, Kirk Strosahl, and Kelly Wilson in 1999, are im-
portant examples of integrative approaches that rely
heavily on the integration of humanistic and experien-
tial approaches with cognitive-behavioral therapies.
Similarly, an integrative model that blended existential,
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humanistic, and narrative therapies was described in
1999 by Alphons Richert.

These psychotherapeutic systems have received in-
creasing attention on the part of clinicians and re-
searchers alike, and have become established and viable
alternatives to traditional schools of psychotherapy.

In 1992 John Norcross and Cory Newman identified
eight variables that have encouraged this rapid prolifera-
tion of integrative psychotherapies after decades during
which these efforts were scanty. These included (1) The
ever-increasing number of schools of psychotherapy; (2)
a lack of clear-cut empirical support for superior efficacy
of any school of therapy; (3) the failure of any single
theory to adequately explain and predict pathology, or
personality and behavioral change; (4) the growth in
number and importance of shorter term, focused psy-
chotherapies; (5) greater communication between cli-
nicians and scholars that has resulted in increased
willingness to, and opportunity for, experimentation; (6)
the intrusion into the consulting room of the realities of
limited socioeconomic support by third parties for long-
term psychotherapies; (7) the identification of common
factors in all psychotherapies that are related to outcome;
and (8) the development of professional organizations,
conferences, and journals that are dedicated to the dis-
cussion and study of psychotherapy integration.

II. THEORETICAL BASES OF
PSYCHOTHERAPY INTEGRATION

A. Modes of Psychotherapy
Integration

The three most commonly discussed forms of inte-
gration are technical eclecticism, the common factors
approach, and theoretical integration.

1. Technical Eclecticism
This is the most clinical and technically oriented form

of psychotherapy integration. Techniques and interven-
tions drawn from two or more psychotherapeutic sys-
tems are applied systematically and sequentially. The
series of linked interventions usually follows a compre-
hensive assessment of the patient. This assessment al-
lows target problems to be identified and identifies the
relationships between different problems, strengths, and
the cognitive, affective, and interpersonal characteristics
of the patient. Techniques are chosen on the basis of the
best clinical match to the needs of the patient, as guided
by clinical knowledge and by research findings.

a. Multimodal Therapy The most influential and
important integrative approach that is representative of
technical eclecticism is multimodal therapy, described
by Arnold Lazarus in 1992 and studied extensively by
him and many others since that time. Multimodal ther-
apy was derived from Lazarus’s experiences as a behav-
ior therapist, and particularly from his follow-up
studies of patients who relapsed after seemingly suc-
cessful behavioral treatment. His research and clinical
experience indicated that most behavioral problems
had more extensive psychological and social causes
and correlates than then current behavior therapy had
addressed. Seeking to expand the range of his ability to
work in a more “broad spectrum” way, Lazarus arrived
at a multimodal, or broad-based, eclectic therapy.

Multimodal therapy is organized around an extensive
assessment of the patient’s strengths, excesses, liabilities,
and problem behaviors. Upon completion of this assess-
ment, that patient’s clinically significant issues are organ-
ized within a framework that follows the acronym of the
BASIC ID: Behavior, Affect, Sensation, Imagery, Cogni-
tion, Interpersonal relations, and Drugs (or biology). As
the firing order or causal sequence of variables in the
BASIC ID is identified, interventions are selected and are
implemented. More microscopic BASIC ID profiles of
discrete or difficult problems and of components of a fir-
ing order can be attempted once the initial, global assess-
ment and interventions are completed.

Lazarus states that he prefers to use methods that
have been demonstrated through empirical tests to be
effective with specific problems and skills, and his the-
ory and technical strategies are more heavily aligned
with social learning theory and with cognitive-behavior
therapy than with any other therapeutic school. How-
ever, in his broad-spectrum approach, he often includes
imagery work, techniques drawn from couples and
family therapy, gestalt exercises and some affective and
insight oriented interventions.

b. Systematic Eclectic Psychotherapy This system of
psychotherapy integration was described by Larry Beut-
ler and Amy Hodgson in 1993. This is an empirically in-
formed system in which a thorough assessment of the
patient is followed by the prescription of techniques, if
available, that have received the most research valida-
tion for efficacy with that specific clinical profile. When
such research-based matching is not possible, tech-
niques are selected according to accumulated clinical
findings drawn from the literature and from the experi-
ence of the individual therapist. Beutler and Hodgson
choose therapeutic interventions by considering the
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interaction of three variables: the stage of involvement
in psychotherapy that the patient has reached; the nec-
essary change experiences for which the patient is pre-
pared; and the dominant aspects of the patient’s
immediate clinical status. Clinical techniques can be
matched with four psychological spheres that are as-
sessed on an ongoing basis: overt dysfunctional behav-
ior, faulty thinking, inhibitions of affective and sensory
experience, and repressed unconscious conflict. Thera-
pists who work in this framework are free to draw on
interventions from any existing system of psychother-
apy ranging from psychoanalytically oriented interpre-
tations, to experiential, emotional work, to efforts at
modifying thoughts and overt behaviors.

2. Common Factors Approaches to Integration
Common factors integration starts from the identifi-

cation of specific effective ingredients of any group of
therapies. This way of thinking has its origins in the
1936 paper by Saul Rosenzweig, who argued that all
therapies shared certain effective ingredients of change,
despite their overt ideologies and technical procedures.
Also critically important in this area is the work of
Jerome Frank, who in 1961 suggested that all systems of
psychological healing share certain common, effective
ingredients, such as socially sanctioned rituals, the pro-
vision of hope, and the shaping of an outlook on life
that offers encouragement to the patient. Integrative
therapists who rely on common factors concern them-
selves with the task of identifying which of the several
known common factors will be most important in the
treatment of each individual. Once the most salient
common factors are selected, the therapist reviews the
array of interventions and psychotherapeutic interac-
tions to find those that have been found to promote and
contain those ingredients. The integrative therapies that
result from this process are structured around the goal
of maximizing the patient’s exposure to the unique
combination of therapeutic factors that will best amelio-
rate his or her problems.

a. Transtheoretical Psychotherapy The most impor-
tant and widely accepted integrative psychotherapy that
exemplifies the common factors mode is transtheoretical
psychotherapy, described by James Prochaska and Car-
los DiClemente in 1992. In this system, the therapist se-
lects intervention techniques after three patient
characteristics are assessed. These are the change mech-
anisms or common therapeutic factors that are required,
the stage of change at which the patient seeks help, and
the level of change that is necessary. Prochaska and Di-

Clemente identified 10 possible change factors that
operate in the entire range of the psychotherapies, in-
cluding consciousness raising, self-liberation, social
liberation, counterconditioning, stimulus control, self-
reevaluation, environmental reevaluation, contingency
management, dramatic relief, and helping relationships.
Each of these factors is linked to particular therapeutic
interventions, although most therapies contain only 2 or
3 of the 10. The concept stage of change refers to the pa-
tient’s readiness and motivation to change. Five stages
have been identified, including precontemplation (the
patient is not actively considering change), contempla-
tion (consideration of change without current readi-
ness), preparation, action, and maintenance. Depth of
change refers to the sphere of psychological life in which
the targeted problem is located, including situational
problems, maladaptive thinking, interpersonal conflicts,
family conflicts, and intrapersonal conflicts. The trans-
theoretical therapist selects interventions that will have
maximal impact at the desired level of change, will be
consistent with the patient’s readiness for change, and
will convey the highest level of exposure to the most
powerful change factors.

b. Common Factors Eclectic Psychotherapy Sol
Garfield described in 2000 another influential integra-
tive model that is grounded in common factors research.
Garfield integrates interventions from a variety of
psychotherapies, with the aim of providing the patient
with a number of positive experiences and skills. The
common factors that guide Garfield’s selection of thera-
peutic techniques include an empathic, hope-promoting
therapeutic relationship; emotional release or catharsis;
explanation and interpretation; desensitization; rein-
forcement; confrontation of problems; provision of new
information and skills; and time as a healing factor.

3. Theoretical Integration
Theoretical integration refers to the most complex

and sophisticated mode of psychotherapy integration.
Psychotherapies that are theoretically integrated rely
on the synthesis of concepts of personality functioning,
psychopathology, and psychological change from two
or more traditional systems. These integrative theories
explain behavior and internal experience in cyclical,
interactional terms, by looking for the ways in which
environmental, motivational, cognitive, and affective
variables influence and are influenced by each other.
Perhaps the best known version of theoretical integra-
tion is a form of psychotherapy that is so well estab-
lished that it is recognized only rarely as integrative:
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cognitive-behavior therapy. As described by Marvin
Goldfried in 1995 in an important work on psychother-
apy integration, cognitive-behavior therapy is based on
a theory of psychopathology and of personality change
that is greater than the sum of its behavioral and cogni-
tive parts. This expanded, integrated theory guides the
therapist in the selection and use of interventions that
are drawn from each school of therapy.

The systems of psychotherapy that are based on theo-
retical integration use interventions from each of the
component theories, and lead to original techniques
that may be added to the technical repertoire of the orig-
inating therapeutic schools. At times, the clinical efforts
suggested within a theoretically integrated system sub-
stantially may resemble the choice of techniques of a
technically eclectic model. The essential differences may
lie in the belief systems and conceptual explanations
that precede the clinical strategies selected by the re-
spective therapists. Theoretical integration goes beyond
technical eclecticism in clinical practice by expanding
the range of covert and overt factors that can be ad-
dressed therapeutically. Subtle interactions between be-
havioral and interpersonal experiences and internal
states and processes can be assessed and targeted for in-
tervention from a number of complementary perspec-
tives. Expected effects of any form of intervention in one
or more problem areas can be predicted, tested, and re-
fined as necessary. This conceptual expansion offers a
framework in which problems at one level or in one
sphere of psychological life can be addressed in formerly
incompatible ways. That is, the therapist might target a
problem in cognition not only to help the patient to
think more adaptively, but to promote change in inter-
personal behavior, or to rid the patient of a way of think-
ing that maintained powerful unconscious feelings.

a. Cyclical Psychodynamics Paul Wachtel intro-
duced the most important and influential integrative ap-
proach that exemplifies theoretical integration in 1977.
This system is known as cyclical psychodynamics and
was the first psychotherapeutic model in which psycho-
dynamic theory and therapy were integrated completely
with other systems, including especially behavioral the-
ory and behavior therapy techniques. The integration of
psychoanalytic and behavioral theories led to the inte-
grative theory that posited that human beings are influ-
enced by unconscious factors that reflect their ongoing
perceptions of significant interpersonal relationships.
Further, these unconscious issues were seen as main-
tained and reinforced by the responses of the persons
with whom the patient was interacting.

With this cyclical theory as a foundation, Wachtel pi-
oneered the viewpoint that those clinical issues that
were the typical concern of psychodynamic therapists
could be addressed in therapy through the use of behav-
ioral techniques such as desensitization and assertive-
ness training. Wachtel argued convincingly that these
active behavioral interventions could reach and change
unconscious conflicts, fantasies, and depictions of the
self and of other people, and as such were useful within
a psychodynamically informed psychotherapy. In an up-
dated work on cyclical psychodynamics that was pub-
lished in 1997, Wachtel expanded his integrative
approach to include concepts and methods that were
drawn from family systems therapy and gestalt therapy.

b. Cognitive-Analytic Therapy Cognitive-analytic ther-
apy was developed by Anthony Ryle in his role as a con-
sulting psychiatrist in the British National Health
System, and has been described in two books that were
published in 1990 and 1997. Cognitive-analytic therapy
is a theoretical and technical integration of psychoana-
lytic object relations theory with schema-based cognitive
theory and therapy. Ryle found that it was possible to
reconceptualize psychoanalytic concepts as the uncon-
scious images of self and of others in explicit, cognitive
terms. This theoretical integration allows the cognitive-
analytic therapist to introduce and to emphasize the use
of cognitive techniques for the purpose of actively modi-
fying these depictions of the self and of other people that
exist outside of the patient’s awareness but that exert
powerfully negative influence on the patient’s behavior,
symptoms, and relationships.

c. Assimilative Integration A particular subset of the-
oretical integration that has been the focus of much re-
cent interest is assimilative integration. This way of
thinking about psychotherapy integration was intro-
duced into the literature in 1992 by Stanley Messer.
Messer suggested that many integrative approaches
could best be termed assimilative due to the impact that
new techniques have on the existing conceptual foun-
dation of the therapy. As therapeutic interventions are
used in a context other than that in which they origi-
nated, the meaning, impact, and utility of those tech-
niques are changed in powerful ways. Essentially, these
interventions (such as psychodynamic interpretation
used by a behavior therapist) are assimilated into a dif-
ferent model and thus are changed in meaning and in
impact. In his discussion of assimilative integration of
psychotherapies, Messer pointed out that all actions are
defined and contained by the interpersonal, historical,
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and physical context in which those acts occur. As any
therapeutic intervention is an interpersonal action (and
a highly complex one at that) those interventions are
defined, and perhaps even re-created, by the larger con-
text of the therapy. Therefore, a behavioral method such
as systematic desensitization will mean something en-
tirely different to a patient whose ongoing therapeutic
experience has been largely defined by psychodynami-
cally oriented exploration, than that intervention would
mean to a patient in traditional behavior therapy.

George Stricker and Jerold Gold introduced an influ-
ential version of assimilative integrative psychotherapy
into the literature in 1996. This integrative approach is
one in which the basis for the therapy is traditional psy-
chodynamic exploration. Most of the therapeutic work
is carried out through the usual psychoanalytically ori-
ented techniques of clarification, confrontation of de-
fenses and resistances, and interpretation of unconscious
conflict and of transference phenomena. However, there
are frequent occasions during which an intervention that
originated in cognitive, behavioral, or experiential ther-
apy will be introduced into the treatment. Even though
these interventions may seem identical to those used by
therapists from those other schools, the assimilative na-
ture of this therapy means that the intention, meaning,
and potential impact of these interventions will differ,
reflecting the basic psychodynamic foundation of the
therapy. As an example, when a common behavioral in-
tervention such as assertiveness training is assimilated, it
is chosen as much for its ability to bring unconscious
conflicts about anger into awareness for the patient as it
is for its behavior benefits. Similarly, the use of a cogni-
tive restructuring technique may help a patient to lessen
his or her resistances to therapy by reducing anxiety, as
well as helping that person to learn a more adaptive way
of thinking.

III. RESEARCH ON INTEGRATIVE
APPROACHES TO PSYCHOTHERAPY

Research on systematic eclectic psychotherapy as de-
scribed by Beutler and Hodgson has yielded promising
empirical support for the effectiveness of matching pa-
tient characteristics and specific therapeutic interven-
tions. Larry Beutler, Paulo Machado, David Engle, and
David Mohr conducted an important study of this ap-
proach to integrative psychotherapy in 1993. These au-
thors reported that when depressed patients were
assigned randomly to three different forms of psy-
chotherapy, two patient characteristics were crucial in
predicting the effectiveness of the different therapies.

As predicted, cognitive therapy was most effective for
those patients who externalized responsibility for their
depressions, while those patients with an internal locus
of control showed the greatest improvement in the in-
sight-oriented, focused expressive psychotherapy. Pa-
tients with higher levels of defensiveness and with
greater resistance to authority were helped most by a
self-directed therapy.

In 1999 James Prochaska and John Norcross summa-
rized the research literature concerned with the effective-
ness of technically eclectic psychotherapies. Although
they were appropriately concerned with the limitations of
the methodologies used in many of these studies, Pro-
chaska and Norcross concluded that this approach had,
on average, a moderate to large effect size and performed
better than control therapies in about 70% of the studies
that were located.

The transtheoretical model of psychotherapy and its
basis in the stages of change in psychotherapy as de-
scribed by James Prochaska and Carlos DiClemente in
1992, has been studied extensively. These studies, sum-
marized by Carol Glass, Diane Arnkoff, and Benjamin
Rodriguez in 1998, have demonstrated the maximized
effectiveness of psychotherapies that include interven-
tions that are drawn from several different dimensions
of psychological life, as does our model. These studies
impressively support the idea that technique serves the
patient best when interventions are matched to the pa-
tient’s immediate clinical need and psychological state.

Clinical trials of integrative psychotherapies that
synthesize psychodynamic formulations and explo-
ration with active interventions have yielded prelimi-
nary but positive results. For instance, the integrative,
interpersonal psychotherapy for depression developed
by Gerald Klerman, Myrna Weissman, Bruce Rounsav-
ille, and Eve Chevron in 1984 has outperformed med-
ication and other psychological interventions in a
number of studies. Haim Omer, writing in 1992, of-
fered empirical support for integrative interventions
that heighten the patient’s awareness of his or her par-
ticipation in psychotherapy, thus improving the impact
of the basic exploratory stance of the psychotherapist.
Carol Glass, Brian Victor, and Diane Arnkoff pointed
out in a 1993 publication that several systems of inte-
grative psychotherapy, such as the “FIAT” model (Flex-
ible, Interpersonal orientation, Active, and Teleological
understanding) have been demonstrated, albeit in lim-
ited numbers of studies, to outperform either strictly
psychodynamic or cognitive-behavioral interventions.

Anthony Ryle reported in 1995 that short-term and
long-term versions of cognitive analytic therapy
(CAT) have been found to be more effective than
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purely psychodynamic or behaviorally oriented ap-
proaches. Perhaps the most impressive and important
collection of studies of integrative psychotherapy that
compare the synthesis of two or more approaches with
traditional therapies have been carried out by David
Shapiro and his colleagues at the Sheffield Psychother-
apy Project. Shapiro and Jenny Firth-Cozens reported on
this work in an important paper published in 1990.
These workers studied the impact of two sequences of
combined psychodynamic and cognitive-behavioral
therapy: dynamic work followed by active intervention
or vice versa. They found that the greatest gains were
made, and the smoothest experiences of treatment were
reported, by those in the dynamic-behavioral sequence.
Patients in the behavioral-dynamic sequence more fre-
quently deteriorated in the second part of the therapy,
and did not maintain their gains over time as often as did
patients in the other group.

An integrative approach to treating agoraphobia that
combines behavioral, systemic, and psychodynamic the-
ories and techniques was evaluated by Diane Chambless,
Alan Goldstein, Richard Gallagher, and Priscilla Bright
in 1986. These authors found that their integrated model
led to marked or great improvement for almost 605 of
the patients. Specific treatment effects included lessened
avoidance, depression, social phobia, and agoraphobic
symptoms, and enhanced assertiveness for their sub-
jects. When this treatment was compared to standard
drug therapy and to behavior therapy, the patients
treated with the integrated therapy had a much lower
dropout rate then either of the other therapies.

Another theoretically integrated approach that has
been tested empirically is process-experiential therapy,
an integration of principles and methods derived from
client-centered, gestalt, and cognitive therapies that was
described in 1993 by Leslie Greenberg, Laura Rice, and
Robert Elliot. This therapy has been found to be more ef-
ficacious than control therapies such as standard behav-
ior therapy. The effectiveness of this integrative model
has been demonstrated with individuals on a short-term
basis for problems such as anxiety and depression. Glass,
Arnkoff, and Rodriguez pointed out in 1998 that a ver-
sion of this approach that had been adapted for use with
couples also has been demonstrated to be more effective
than standard control measures.

Dialectical behavior therapy (DBT) is an integrative
psychotherapy aimed at alleviating borderline personal-
ity disorder. Marsha Linehan described this approach to
this disorder in 1987. DBT integrates skills training,
cognitive restructuring, and collaborative problem-solv-
ing from cognitive-behavior therapy, with relationship
elements (such as warmth, empathy, and unconditional

positive regard) from client-centered therapy, and with
aspects of psychoanalytic works as well. Borderline per-
sonality disorder is recognized by most clinicians as
among the most difficult forms of psychopathology to
treat, yet DBT has gained wide acceptance among clini-
cians in recent years, due in great part to the research
support for its effectiveness. Glass, Arnkoff, and Ro-
driguez reported that patients who received DBT
demonstrated better treatment retention, had fewer sui-
cide attempts and episodes of self-injury, fewer hospital-
izations, decreased anger, greater social adjustment, and
more improved general adjustment when compared
with those who received standard therapies. These re-
sults were maintained over a 1-year follow-up period,
and were replicated in a second study.

The first psychotherapeutic approach that has been
demonstrated empirically to be effective for treating
chronic depression (dysthymic disorder) is an integrative
model developed by James McCullough in 2000. This
psychotherapy is known as CBASP, for the systems that it
synthesizes: Cognitive, Behavioral, Analytic, and Systems
psychotherapies. CBASP has been found to be as or more
effective as antidepressant medication and traditional
forms of psychotherapy in alleviating the symptoms and
interpersonal problems involved in chronic depression.
As importantly, its results are more enduring and more
resistant to relapse than are other treatments.

IV. RANGE OF PATIENT
POPULATIONS AND ISSUE 

OF DIVERSITY

Marvin Goldfried, an early, influential advocate of
psychotherapy integration, summed the dilemma of the
psychotherapy patient in a cartoon that he included
with an article published in 1999. Goldfried’s cartoon
shows a therapist and patient shaking hands, with two
thought bubbles above the head of each person. The
therapist is seen to be thinking, “I hope he has what I
treat!” while the patient silently worries, “I wonder if he
can treat what I have?”

Integrative approaches to psychotherapy would
seem, at least in theory, to be uniquely suited to the
needs of patients with diverse backgrounds and prob-
lems. The problem highlighted by Goldfried may best
be avoided by employing an integrative outlook. The
hallmark of effective integration is the flexibility of the
therapist and the therapeutic approach, and the overrid-
ing concern for the individuality of the patient. Unlike
many traditional psychotherapeutic systems and
schools, wherein the patient is made to fit into, or to

Integrative Approaches to Psychotherapy 31



conform with, the therapist’s preconceived notion of
what works for whom, the integrative therapist tries to
tailor the therapy to meet the needs and characteristics
of the patient.

Similarly, it would be difficult to think of a specific
psychological disorder or patient population for which
integrative approaches could not be considered. Since
the cornerstone of psychotherapy integration is using
the best of what works, any therapeutic approach to
any problem may, at least in theory, be improved by the
addition of active ingredients from other models.

Presently there exist a number of important contri-
butions to the literature on psychotherapy that are con-
cerned with improving the lot of patients from diverse
backgrounds. Sheila Coonerty demonstrated in 1993
that an integrative model of psychotherapy that com-
bines behavioral and psychodynamic elements could
be used successfully in the treatment of school-aged
children. Mary Fitzpatrick published in 1993 the appli-
cation of a similar integrative model to the problems of
adolescents. Iris Fodor introduced into the literature in
1993 an integrative therapy that was designed particu-
larly for the needs of female patients. Fodor’s model in-
tegrated concepts and methods from gestalt therapy
and cognitive-behavior therapy with feminist theory
and therapy. Many integrative therapists have focused
on improving the effectiveness of family therapies by
adding elements from other schools of psychotherapy.
Among the more influential approaches of this type are
William Pinsof’s integrative family therapy, published
in 1995, which assimilated behavior, cognitive, and
psychoanalytic methods into family therapy, and Mary
Joan Gerson’s 1996 integration of psychoanalytic and
family systems therapies.

In 1993 Anderson Franklin, Robert Carter, and Cyn-
thia Grace described an integrative approach to psy-
chotherapy with Black African Americans in which
issues of race and culture were synthesized with clini-
cal concepts and methods. These authors illustrated
how an understanding of the adverse social and cul-
tural factors in American life that shape African Ameri-
can identity development and family structure can be
integrated with a variety of therapeutic approaches
within a systems framework. Nicholas Papouchis and
Vicky Passman, also writing in 1993, described an inte-
grative model of psychotherapy specifically designed to
meet the needs of geriatric patients. These authors de-
scribed how the cognitive deficits, personal losses, and
physical illnesses that often afflict the elderly make the
traditional psychodynamic therapist less accessible to
many older people. However, Papouchis and Passman

pointed out that the judicious integration of structured
cognitive-behavioral techniques into a psychodynami-
cally oriented psychotherapy may be used effectively
by this population, allowing these patients to benefit
from the curative factors contained in both approaches.

A number of integrative psychotherapists have ex-
plored the ways in which an integrative perspective can
be helpful in extending the reach of Western psychother-
apies to other sectors of the world. These contributions
collectively demonstrate the cultural sensitivity and re-
spect for indigenous traditions, meanings, and ways of
life that must be part and parcel of any effective psy-
chotherapy. Articles by Sylvester Madu and Karl Pelzer,
both of which appeared in 1991, described integrative
therapeutic systems that synthesized several Western
therapies with traditional African modes of healing. Both
of these writers noted that the openness and flexibility of
integrative therapies made these approaches more likely
to be able to accommodate the cultural necessities of
African life than were standard forms of treatment. Willi
Butollo published in 2000 a report of an integrative ther-
apy that he had developed while working in refugee
camps in Bosnia during and after the civil war and ethni-
cally motivated atrocities that occurred in the Balkans.
Butollo’s approach synthesized elements from humanis-
tic, interpersonal, psychodynamic, and cognitive-behav-
ior therapies, and was found clinically to be extremely
effective in helping trauma survivors to recover from
posttraumatic syndromes.

Integrative therapists have been concerned with ex-
panding the effectiveness of psychotherapy to include
politically and economically disenfranchised individu-
als. In 1989 Paul Wachtel expanded his pioneering in-
tegration of psychoanalysis and behavior therapy by
focusing on the economic, political, and societal
factors that lead to psychopathology. Wachtel then ex-
panded his clinical methodology to include interven-
tion in these areas.

In 1990 Jerold Gold described an integrative therapy
that was aimed at helping institutionalized inner-city
children and adolescents recover from the mixed impact
of individual psychopathology, family dysfunction, and
social problems such as divorce, poverty, drug abuse,
malnutrition, and substandard housing. Gold’s synthesis
of psychodynamic, family systems, and behavioral meth-
ods also included a strong emphasis on understanding
and utilizing the cultural framework within which each
patient lived, and posited for the therapist the role of so-
cial and political advocate when appropriate.

Integrative psychotherapies have been applied success-
fully to a wide range of clinical syndromes and patient
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populations. Anxiety disorders and related conditions
such as panic disorders and phobias are the focus of at
least three integrative models. As noted above, Diane
Chambless and her colleagues demonstrated in 1986 that
an integrative treatment model for agoraphobia was
highly successful in alleviating that difficult condition.
Barry Wolfe described an integrative approach to anxiety
disorders that has been highly influential since it ap-
peared in print in 1992. Wolfe proposed a developmental
model for anxiety disorders in which unconsciously
processed experiences of self-endangerment are estab-
lished and maintained during traumatic interpersonal ex-
periences. Wolfe demonstrated how an integration of
imagery, behavioral, experiential, and interpersonal tech-
niques could be used to treat this disorder. Another inte-
grative therapy for anxiety disorders was published in
1993 by Jerold Gold, who based his integrative model on
a synthesis of concepts and methods from attachment
theory, behavior therapy, and humanistic therapy. Obses-
sive-compulsive disorder was targeted for treatment by R.
Harris McCarter in 1997. This author based his approach
on a combination of behaviorally oriented exposure tech-
niques with psychoanalytic interventions that were
aimed at enhancing the patient’s ability to regulate his or
her internal emotional experience.

Depression, in its acute and chronic manifestations,
has been the focus of much effort on the part of inte-
grationists. We have already encountered the integra-
tive, interpersonal psychotherapy for depression
developed by Gerald Klerman, Myrna Weissman, Bruce
Rounsaville, and Eve Chevron in 1984. In 1992 Hal
Arkowitz presented an integrative approach to depres-
sion that exemplified a common factors model. In 1993
Adele Hayes and Cory Newman wrote about an inte-
grative model for depression that allowed the therapist
to intervene with techniques drawn from behavior
therapy, cognitive therapy, experiential therapy, inter-
personal therapy, psychodynamic therapy, and biologi-
cal psychiatry. As discussed earlier, the most effective
therapy for chronic depression that has been intro-
duced to date is the integrative CBASP model that was
described by James McCullough in 2000.

Other integrationists have turned their attention to
more severe disorders that often are impervious to the
effects of traditional psychotherapies. One of the most
important examples of this work was discussed earlier
in this article, that being Marsha Linehan’s dialectical
behavior therapy for borderline personality disorder.
Anthony Ryle wrote in 1997 of his successful attempt to
treat borderline and narcissistic disorders with cognitive
analytic therapy. Other important integrative models

that have been applied to severe psychopathology in-
clude Mitchell Becker’s treatment for organic disorders
that he wrote about in 1993; the integrative therapy for
bulimia proposed by David Tobin in 1995; Nicholas
Cummings’ integrative psychotherapy for substances
abusers, reported on in 1993; and integrative therapies
for schizophrenia discussed by David Hellcamp in 1993
and by Giovanni Zapparoli and Maria Gislon in 1999.
Finally, integrative models have made inroads into areas
such as health psychology, as discussed by Robert
Dworkin and Roy Grzesiak in 1993. These authors de-
scribed an integrative psychotherapeutic approach to
the treatment of chronic pain that combined the behav-
iorally oriented procedures of biofeedback, hypnosis,
and relaxation with psychodynamic exploration and
medical interventions.

V. CASE EXAMPLE

This brief case report is drawn from the author’s prac-
tice and exemplifies aspects of theoretical, assimilative in-
tegration and an instance of technical eclecticism. It
overlaps to a large degree with other integrative ap-
proaches but cannot be assumed to illustrate exactly the
many approaches that have been discussed in this article.

Mr. X was a 35-year-old single man who had entered
psychotherapy suffering from dysthymic disorder of
several years’ duration. He was seen in weekly psycho-
dynamic psychotherapy sessions. As the therapy un-
folded the unconscious determinants of Mr. X’s
depression were explored and were interpreted to him.
It became clear that Mr. X had never gotten over the
dissolution of his relationships with his parents, which
had occurred when the patient was in his late twenties.
At that time he had abandoned a lucrative career in the
financial industry to become a high school teacher.
This decision was highly satisfying to him on an emo-
tional and interpersonal level, but was experienced by
his parents as a major disappointment and betrayal.
After trying to “mend fences” and receiving only con-
tinued anger and criticism from his parents, Mr. X had
stopped seeing and speaking to them.

As far as the patient was aware, he had gotten over his
hurt, anger, and longing for contact with and approval
from, his family. However, as his dreams, free associa-
tions, and reactions to the therapist were explored, it
became apparent that he was stuck in a process of inter-
rupted mourning for his parents. In this state he was
beset by helpless rage at his mother and father, guilt and
shame at having hurt them, and an unrealistic hope that
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they would one day come to love and accept him for his
choice. All of these emotions were kept outside of his
awareness through active defensive processes, among
which was the unwitting decision to turn his anger
against himself. The outcome of these unconscious at-
tacks on himself was to feel sad, listless, and depleted,
and to be constantly plagued by self-critical thoughts
and images.

Interpretation of these unconscious processes and
emotions helped to gain some distance and relief from
his self-critical, attacking stance, but he was still unable
to feel the anger and longing that he agreed intellectu-
ally seemed to be at the core of his depression. At this
point, a period of cognitive restructuring was begun,
with two goals: first, to further alleviate the patient’s
suffering, and second, because it was assumed that the
presence of these thoughts continued to turn Mr. X’s
anger at his parents back toward himself to externalize
his anger. The use of the cognitive intervention to test
this was typical of assimilative integration, as it in-
volved using a technique from cognitive therapy in
order to promote change at a psychodynamic level.

As Mr. X became increasingly successful at counter-
ing his self-critical thinking, his depressive symptoms
improved significantly. He began to have longer periods
during which his self-esteem was maintained. As im-
portantly, he began to recognize that the internal stim-
uli for his self-criticism often were dimly perceived
reminders of his parents, and he began to fully feel the
anger that their rejection still evoked in him. It seemed
that the integration of cognitive restructuring had in
fact accomplished its assimilative goal of reaching and
making more accessible to the patient previously dis-
avowed, unconscious emotional conflicts.

As Mr. X gained more access to his anger and feelings
of rejection, his guilt and sense of failure diminished
greatly. However, he also experienced a powerful up-
surge of longing for his parents and for their love and
approval. These feelings led him to contact them, but
he was rebuffed in a cold and cruel way when he re-
fused to give into their demands to return to his old
job. This experience was, of course, entirely disheart-
ening to the patient, but did help him to recover a se-
ries of memories from his childhood, all of which were
concerned with his inability to satisfy his parents’ de-
mands for academic, social, and athletic success on his
part. These memories echoed his present-day experi-
ence in their emotional tome of longing for love, and of
feeling essentially unlovable because of his inability to
attain it from his parents.

Mr. X explored these memories, emotions, and the
connected image of himself as unlovable, for a number

of weeks without much progress. Remembering the
success he had had with the introduction into the ther-
apy of cognitive techniques, Mr. X asked the therapist if
there might be another way to approach these issues.
The therapist suggested that Mr. X might try using the
empty chair technique. This method originated in
gestalt therapy and involves speaking to an imaginary
person whom the patient imagines is sitting in a chair
in the therapist’s office. This technique has been found
empirically to be highly effective in helping people
with “unfinished business” in this case, with Mr. X’s in-
complete mourning and with his longing for parental
approval and love that did not seem possible to obtain.
This prescriptive matching of an effective technique
with a specified problem is typical of technical eclecti-
cism, but in this case it also has an assimilative pur-
pose. The therapist hoped that any unconscious factors
that were maintaining the patient’s longing could be-
come more accessible by having Mr. X interact with the
images of his parents in the sessions. As Mr. X spoke
with the imaginary figures in the empty chair he was
able to experience his need for love and approval in an
expanded way, and found that this catharsis left him
sad but comforted at the same time, with a lessened
sense of need. He also became aware that he had always
blamed himself for his parents’ coldness and criticism.
His dialogue with them helped him to become more
aware of their intrinsic emotional limitations, and to
separate his sense of worth and of being lovable from
their inability to love. Again, the integrative technique
had been successful at two levels, in this case at the ex-
periential level for which the method had been de-
signed, and at the psychodynamic level for which it
had been integrated in an assimilative mode.

After about 11 months of therapy, Mr. X had freed
himself of his dysphoric mood, but had begun to expe-
rience frequent bouts of anxiety that bordered on
panic. It became clear that he also suffered from signif-
icant social anxiety that had been disguised and warded
off by his depression.

Attempts to explore Mr. X’s anxiety symptoms, and to
identify the situational precipitants or the psychody-
namic meanings of these symptoms, were fruitless and
frustrating. Mr. X felt helpless and incompetent during
these discussions, and the therapist eventually began to
consider these interactions as constituting a transferen-
tial repetition of some past relationship in which Mr. X’s
distress had been responded to with a lack of concern or
competence on the part of a significant other. The thera-
pist then suggested a change of tactics: the introduction
of cognitive-behavioral techniques that were aimed at re-
laxation, anxiety management, and self-soothing.
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These techniques were employed for a number of si-
multaneous purposes. The first purpose was to address
the clinical situation and to enable Mr. X to master his
anxiety and to gain a new level of comfort when faced
with anxiety. Second, these active interventions were a
way to move the therapy past this stalemate, and thus to
resolve the resistances involved in the patient’s anxiety
symptoms without addressing those resistances directly.
Attempts to explore and interpret the unconsciously mo-
tivated, resistive nature of the patient’s anxiety had led
only to Mr. X feeling criticized, ineffective, and “stupid,”
and to a perception of the therapist as hostile and de-
meaning. Finally, the therapist hoped that by actively
helping Mr. X to lessen his anxiety, the patient would
have an immediate (corrective emotional) experience of
being valued and cared for that would illuminate and
correct the negative enactment in which patient and
therapist were caught.

As Mr. X became more capable of managing his anxi-
ety he also became more aware of the interpersonal pre-
cipitants of these symptoms, and was better able to
explore the warded-off meanings as well. Most impor-
tant, patient and therapist were able to reestablish a pos-
itive working alliance and to explore fruitfully the past
relationships, particularly with Mr. X’s father, in which
Mr. X’s pain and fear had been met by indifference and
ridicule. As he stated, “By showing that you cared how I
felt and that you were willing to help in an accepting
way, you proved how different you are from my father.
That allowed me to see and feel how hurt and angry I am
at him for how he made fun of me when I was scared,
and how I expect that, and get it from others now.”

This case example demonstrates the ways in which
interventions from another therapeutic system can be
assimilated into psychodynamic therapy, changing the
meaning and impact of that intervention, and eventuat-
ing in psychodynamic and interpersonal changes that
would not be anticipated in the original (here, cogni-
tive-behavioral and experiential) systems. The active
interventions led to the reduction of painful symptoms
and the acquisition of new skills, but also to a radical
shift in the patient’s defenses, transference situation,
and his understanding of his psychodynamics. Most
important, the active provision of help led to the estab-
lishment of new and benign ways of perceiving himself

and important people in his life, which became the
bases for hopefulness, a sense of self-worth, and a
newly independent, grief-free, way of life.

VI. SUMMARY

Integrative approaches to psychotherapy blend to-
gether techniques and ideas that are drawn from the
widest possible ranges of schools of psychotherapy.
The goal inherent in these approaches is maximizing
the patient’s exposure to those factors that induce
change. As such, integrative approaches represent an
attempt to develop and apply, custom-fitted, broad-
spectrum psychotherapies that will meet the needs of
the majority of patients.

Among the many useful integrative approaches there
are a number that synthesize psychoanalytic, cognitive,
and behavioral features. Others emphasize the integra-
tion of humanistic and experiential therapies with more
active approaches, while still a third group has focused
on the combination of family systems and integrative
models. Some integrative therapies are empirically
tested and are guided by data, while others reflect clini-
cal wisdom and experience.
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GLOSSARY

cognitive behavior therapy (CBT) A treatment which focuses
on the patient’s internally based cognitions in an effort to
relieve symptoms, change behavior, and ease suffering.

content affect Refers to the dominant feeling experienced at
the time of a significant event.

defense mechanisms Psychological structures that assist in
the modulation of internal conflicts in order to achieve
harmony, both internally with demands and prohibitions,
and externally with social reality and individual desires,
needs, and wishes.

ego strength A term broadly referring to the ability to modu-
late and balance internal needs and wishes with external
reality. Sometimes the term is simply used to refer to the
ability to withstand threats form the external world and to
modify the external world.

here and now A term that refers to present, ongoing active
events in interpersonal relationships, in contrast to fanta-
sized future or past presentations.

interpersonal incidents Descriptions by the patient of specific
interactions with a significant other.

interpersonal inventory A brief description of important peo-
ple in a person’s life, which include the amount and quality

of contact, problems in the relationship, and expectations
about the relationship.

interpersonal psychotherapy (IPT) A time-limited treatment
that focuses on interpersonal relationships as a means of
bringing about symptom relief and improvement in inter-
personal functioning.

maintenance treatment The explicit agreement to continue
treatment and contact at a “lower dose” than the agreed
upon for active treatment.

process affect Refers to the emotion experienced by the pa-
tient as he or she is describing to the therapist events sur-
rounding the cause of the affect.

transference The feelings and attitudes brought about to-
wards a person in the present that stem from unconscious
feelings and attitudes derived from a relationship with a
person in the past.

treatment contract The conscious and explicit understanding
between the therapist and the patient, which includes the
number, frequency, and duration of sessions, the clinical
foci of treatment, the roles of the patient and therapist, and
the planning for contingencies such as illness, lateness,
missed sessions, and acceptable and unacceptable contact
for out of session and off hour emergencies and behavioral
expectations, such as substance abuse.

Interpersonal psychotherapy (IPT) is a time-limited
treatment that focuses on interpersonal relationships as
a means of bringing about symptom relief and improve-
ment in interpersonal functioning. This article will de-
scribe the fundamental characteristics of IPT, the
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theoretical basis of the treatment, and will detail several
of the therapeutic interventions used in IPT.

I. TREATMENT DESCRIPTION

A. Introduction

IPT is a time-limited, dynamically informed psy-
chotherapy that aims to alleviate patients’ suffering and
improve their interpersonal functioning. IPT focuses
specifically on interpersonal relationships as a means of
bringing about change, with the goal of helping pa-
tients to either improve their interpersonal relation-
ships or change their expectations about them. In
addition, IPT also aims to assist patients to improve
their social support network so that they can better
manage their current interpersonal distress.

IPT was originally developed in a research context as
a treatment for major depression, and was codified in a
manual developed by Klerman and colleagues in 1984.
Since that time, a great deal of empirical evidence sup-
porting its use has accumulated. As clinical experience
with IPT has increased, its use has broadened to in-
clude both a number of well-specified Diagnostic and
Statistical Manual of Mental Disorders, 4th edition (DSM-
IV) diagnoses and the treatment of patients presenting
with a variety of interpersonal problems.

IPT is based on both empirical research and clinical ex-
perience. Rather than being a static and codified treat-
ment, IPT is designed to incorporate changes that
improve the treatment, as additional data and clinical ex-
perience accumulate. Instead of being applied in a strict
“manualized” form in which the clinician is required to
follow precisely a treatment protocol, clinicians using
IPT are encouraged to use their clinical judgment to
modify the treatment when necessary in order to provide
maximum benefit for their patients. The practice of IPT
should be based on equal measures of empirical research,
clinical experience, and clinical judgment.

B. Characteristics of IPT

IPT is characterized by three primary elements: (1)
IPT focuses specifically on interpersonal relationships;
(2) IPT is time limited as an acute treatment; and (3)
the interventions used in IPT do not directly address
the transference relationship.

1. Interpersonal Relationships
Interpersonal psychotherapy is based on the concept

that interpersonal distress is linked with psychological

symptoms. Thus the foci of treatment are twofold. One
focus is the difficulties and changes in relationships
that patients are experiencing, with the aim of helping
patients to either improve communication within those
relationships, or to change their expectations about
those relationships. The second focus is helping pa-
tients to better utilize their social support network so
that they are better able to deal with the crises that pre-
cipitated their distress.

Interpersonal psychotherapy therefore stands in con-
trast to treatments such as cognitive-behavior therapy
(CBT) and psychoanalytically oriented psychotherapy.
In contrast to CBT, in which the focus of treatment is
the patient’s internally based cognitions, IPT focuses on
the patient’s interpersonal communications. In contrast
to analytically oriented treatments, in which the focus
of treatment is on understanding the contribution of
early life experiences to psychological functioning, IPT
focuses on helping the patient to improve communica-
tion and social support in the present. Past experiences,
although clearly influencing current functioning, are
not a major focus of intervention.

Interpersonal psychotherapy seeks to resolve psychi-
atric symptoms rather than to change underlying dynamic
structures. Although ego strength, defense mechanisms,
and personality characteristics are all important in assess-
ing suitability for treatment, change in these constructs are
not presumed to occur in IPT. The question that should
drive the therapist’s interventions is, “Given this particular
patient’s personality style, ego strength, defense mecha-
nisms, and early life experiences, how can he or she be
helped to improve here-and-now interpersonal relation-
ships and build a more effective social support network?”

2. Time Limit
The acute phase of IPT is time-limited. In general, a

course of 12 to 20 sessions is used for the acute treat-
ment of depression and other major psychiatric ill-
nesses, and a contract should be established with the
patient to end acute treatment after a specified number
of sessions. Clinical experience has shown that having
a definitive endpoint for therapy often “pushes” pa-
tients to make changes in their relationships more
quickly. The time limit also influences both patient and
therapist to focus on improving the patient’s interper-
sonal functioning in current relationships.

Although empirical research is limited to controlled
treatment studies in which weekly treatment is provided
and then abruptly stopped, clinical experience has clearly
demonstrated that tapering treatment over time is more
effective. In other words, weekly sessions may be used for
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6 to 10 weeks, followed by a gradual increase in the time
between sessions as the patient improves, such that
weekly sessions may be followed by biweekly and
monthly meetings. Although acute treatment should be
time-limited, both empirical research and clinical experi-
ence have clearly demonstrated that maintenance treat-
ment with IPT, particularly for recurrent disorders such
as depression, should be provided to reduce relapse risk.
Maintenance IPT must be distinguished from the acute
phase of treatment in IPT, and a specific contract must be
negotiated with the patient for the maintenance phase.

3. The Interventions Used in IPT Do Not
Directly Address the Transference Relationship

The third characteristic of IPT is the absence of in-
terventions that address the transference aspects of the
therapeutic relationship. It is readily acknowledged in
IPT that transference occurs; it is a universal phenome-
non in all psychotherapy. However, although in IPT the
therapist’s experience of transference is used to provide
information about the patient and his or her interper-
sonal relationships, the transference relationship is not
addressed directly. To do so detracts from the focus on
symptom reduction and rapid improvement in inter-
personal functioning that is the aim of IPT, and also
typically leads to a longer course of treatment than is
required for IPT. The goal in IPT is to work with the pa-
tient quickly to solve his or her interpersonal problems
before problematic transference develops and becomes
the focus of treatment.

Although the transference is not directly addressed,
the use of transference in IPT to assess the patient’s at-
tachment style and to understand the patient’s inter-
personal functioning is crucial. The use of transference
to formulate questions about the patient’s interper-
sonal relationships outside of therapy is also impor-
tant. The transferential experience should be used by
the therapist to formulate hypotheses about the pa-
tient’s interpersonal difficulties, and to ask questions
about how the patient asks others for help, ends rela-
tionships, and reacts when others are not responsive to
his or her needs. These questions are directed outside
of the therapy relationship, however, to current inter-
personal relationships.

As an illustration, consider a patient who forms a de-
pendent relationship with the therapist. The patient may
manifest this dependency as difficulty in ending ses-
sions, calls to the therapist between sessions, or in more
subtle pleas to the therapist for help or reassurance. This
transferential relationship should inform the therapist
about several aspects of the patient’s functioning: (1) The

patient is likely to have similar problems in relating to
others; (2) the patient is likely to have difficulty in ending
relationships; and (3) the patient has likely exhausted
others with the persistent dependency. A hypochondria-
cal patient would be an excellent example of this kind of
behavior, manifested in the ways described.

Further, the transferential experience should be used
by the therapist to predict potential problems in treat-
ment, and to modify the therapy accordingly. For in-
stance, the therapist might hypothesize that the patient’s
dependency may be a problem when concluding treat-
ment, and may begin discussing the ending of therapy
much sooner than with less dependent patients. The
therapist should also strongly encourage a dependent
patient to build a more effective social support network,
so that the patient’s needs are more fully met outside of
therapy rather than fostering a dependent or regressive
relationship in the therapy itself. Appropriate modifica-
tions would also be made with patients who are avoidant
or who manifest other personality characteristics.

C. Treatment Process

IPT can be divided into assessment (described later),
initial sessions, intermediate sessions, treatment con-
clusion, and maintenance treatment phases. During
each, the clinician has a well-defined set of tasks to ac-
complish. Undergirding these therapeutic tasks and
techniques is the stance taken by the therapist. Clini-
cians should be active and maintain the focus of ther-
apy. The therapist should also be supportive, empathic,
and strongly encouraging, and should make every ef-
fort to convey a sense of hope to the patient and to re-
inforce his or her gains.

1. Initial Sessions
During the initial sessions of IPT (usually the first

one or two meetings following the general assessment)
the therapist has three specific tasks. These are (1) to
conduct an interpersonal inventory; (2) to work collab-
oratively with the patient to determine which problem
areas will be the focus of treatment; and (3) to develop
a treatment contract with the patient.

The interpersonal inventory is a brief description of
the important people in the patient’s life, and for each
includes the amount and quality of contact, problems
in the relationship, and the expectations about the rela-
tionship. These descriptions need not be exhaustive;
those that become treatment foci will be revisited in de-
tail later. The purpose of the inventory is to determine
which relationships to work on, and to gather further
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information regarding the patient’s attachment and
communication patterns.

Once the inventory is complete, the patient and cli-
nician should mutually identify one or two problem re-
lationships on which to focus. The therapist should
frame the patient’s problem as interpersonal, and
should give specific examples of the way in which the
problem fits into one of the four problem areas: grief
and loss, interpersonal disputes, role transitions, or in-
terpersonal sensitivity.

Establishing a treatment contract is an essential part
of IPT. In general, the contract should specifically ad-
dress (1) the number, frequency and duration of ses-
sions, which in general will be about 12 to 20; (2) the
clinical foci of treatment; (3) the roles of the patient and
therapist, particularly the need for the patient to take re-
sponsibility for working on his or her communication
between sessions; (4) contingency planning: issues
such as missed sessions, lateness or illness; and (5) ac-
ceptable conduct: contact out of hours, emergencies,
and behavioral expectations such as substance use.

Because of the injunction in IPT to limit discussing
the transferential relationship directly, the contract
must serve as a rock solid point of reference for both
patient and therapist. Thus when contract violations
occur, the therapist can remind the patient that both
had initially agreed on certain guidelines for therapy,
and that the patient, by failing to meet his or her re-
sponsibility, is in essence minimizing the benefit of the
treatment. The therapist would then proceed to ask
questions about similar behavior outside of the thera-
peutic relationship.

2. Intermediate Sessions
During the intermediate sessions of IPT, the patient

and therapist work together to address the interpersonal
problems identified during the assessment. In general,
work on these issues proceeds in the following order:
(1) identification of a specific interpersonal problem;
(2) a detailed exploration of the patient’s perception of
the problem, including communication patterns and ex-
pectations about the relationship; (3) collaborative
brainstorming to identify possible solutions to the prob-
lem; (4) implementation of the proposed solution; and
(5) reviewing the patient’s attempted solution, with pos-
itive reinforcement of the changes made and discussion
of refinements to be carried out.

The tasks of the therapist in the intermediate ses-
sions of IPT are to assist the patient in discussing his or
her problematic interpersonal relationships, and to at-
tend to the therapeutic relationship. In addition, the

therapist must actively work to maintain the focus of
therapy, rather than encouraging or allowing the pa-
tient to talk about peripheral issues.

Once a specific issue is identified, the therapist should
encourage the patient to describe his or her perceptions
and expectations about the relationship problem.
Whether it is a problem in communication or a matter of
unrealistic expectations, the patient and therapist work
collaboratively to brainstorm and identify possible solu-
tions. The patient is responsible for attempting to imple-
ment the agreed upon solution, and to provide feedback
regarding the attempted solution and its results at the
next session. The therapist and patient then review these
results and make modifications as needed.

A number of solutions can be considered in IPT. For
instance, a change in communication to a style that is
more direct may be of help with a dispute. A change in
circumstances, such as a change in location or in em-
ployment, may be of benefit during a role transition.
Changes in expectations, with a movement toward other
social support, are also viable options. In IPT, however,
the endpoint of therapy is not simply insight; it is change
in communication, behavior, and social support that
leads to symptom resolution.

3. Completing Acute Treatment
Acute treatment with IPT comes to an end as speci-

fied by the therapeutic contract. There are both theoret-
ical and practical reasons for keeping acute treatment
with IPT time-limited. The time limit is very effective in
generating change, as it often compels patients to work
more rapidly on improving communication skills and
building more effective social networks. In addition, the
time limit influences both patient and therapist to focus
on acute symptoms rather than on personality change.
Moreover, to extend IPT beyond the acute time frame
may lead to the development of problematic transfer-
ence, as the relationship between patient and therapist
assumes greater importance.

On the other hand, the success of therapy is also de-
pendent on the patient’s belief that the therapist is com-
mitted to helping the patient, and that the patient’s needs
supercede other considerations. The IPT therapist should
prioritize helping the patient ahead of satisfying the dic-
tates of a manualized protocol. Consequently, if extend-
ing the therapy beyond the number of sessions initially
agreed upon is clearly in the patient’s best interest, then it
should be extended. The apparent conflict between
maintaining the therapeutic contract and extending ses-
sions when needed can be resolved by renegotiating a
new treatment contract with the patient. Clinical judg-
ment should be used to make such a decision.
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Clinical experience with IPT strongly suggests that
the best clinical practice is usually to extend the inter-
val between sessions once the patient is in the recovery
stage of acute treatment. Rather than continuing to
meet weekly, the patient and therapist may choose to
meet biweekly or even monthly toward the end of treat-
ment. This gives the patient further opportunities to
practice communication skills, to reinforce the changes
that have been made, and to develop more self-confi-
dence while remaining in a supportive relationship, all
of which facilitate better and more stable functioning.

As the primary goals of IPT are symptom relief and
improvement in interpersonal functioning, the specific
aims of treatment conclusion are to foster the patient’s
independent functioning and to enhance his or her sense
of competence. The therapist is still available should a
future emergency arise, but the expectation is that the
patient will quite capably function independently.

4. Maintenance Treatment
Rather than using the traditional psychoanalytic

model in which “termination” is a complete severing of
the therapeutic relationship, concluding acute treat-
ment with IPT does not signify the end of the therapeu-
tic relationship. In fact, in IPT it is usually agreed that
there will be therapeutic contacts in the future, and
provision is specifically made for these. Clinical experi-
ence, theory, and empirical evidence all make clear that
IPT should be conceptualized as a two-phase treat-
ment, in which a more intense acute phase of treatment
focuses on resolution of immediate symptoms, and a
subsequent maintenance phase follows with the intent
of preventing relapse and maintaining productive inter-
personal functioning. Therefore, the therapist should
specifically discuss future treatment with the patient
prior to concluding therapy. A specific contract should
be established with the patient for the specific alterna-
tive for the provision of maintenance treatment that is
chosen. Options include specifically scheduling main-
tenance sessions at monthly or greater intervals; con-
cluding acute treatment with the understanding that
the patient will contact the therapist should problems
recur; or planning to have the patient contact another
provider in the future. Decisions about how to struc-
ture future treatment should rely on clinical judgment.

In essence, IPT follows a “family practice” or “gen-
eral practitioner” model, in which short-term treat-
ment for an acute problem or stressor is provided until
the problem is resolved. Once resolved, however, the
therapeutic relationship is not terminated; as with a
general practitioner, the therapist makes himself or her-

self available to the patient should another crisis occur,
when another time-limited course of treatment can be
undertaken. In the interim, the therapist may choose,
like a general practitioner, to provide “health mainte-
nance” sessions periodically. There is no compelling
clinical or theoretical reason to come to a complete ter-
mination with most patients in IPT, while the data
clearly support the benefit of maintenance treatment.

D. Techniques and 
Therapeutic Process

It is the focus on extra-therapeutic interpersonal rela-
tionships rather than any particular intervention which
characterizes IPT. Not surprisingly, given its psychody-
namic roots, IPT incorporates a number of “traditional”
psychotherapeutic methods, such as exploration, clarifi-
cation, and even some directive techniques. While there
are no techniques which are actually forbidden in IPT,
all should be used in the service of helping the patient to
modify interpersonal relationships.

More important that any techniques, however, is the
establishment of a productive therapeutic alliance.
Warmth, empathy, genuineness, and conveying uncondi-
tional positive regard, though not sufficient for change,
are all necessary for change in IPT. Without a productive
alliance, the patient will flee therapy, an obstacle which
no amount of technical expertise can overcome.

A primary goal of the IPT therapist should be to un-
derstand the patient. If the patient does not perceive that
the therapist is truly committed to doing this, the patient
will not readily disclose information, will not feel valued
as an individual, and will not develop a meaningful rela-
tionship with the therapist. Working to understand the
patient should always take precedence over any techni-
cal interventions. Further, all IPT interventions should
be therapeutic; the ultimate value of an intervention is
the degree to which it helps the patient. Techniques
should not be used simply because they are included in a
manualized protocol; the benefit to the patient should
guide the interventions used in treatment.

1. Nonspecific Techniques
Nonspecific techniques are generally understood as

those that are held in common across most psychothera-
pies. Examples would be the use of open-ended ques-
tions, clarifications, and the expression of empathy by
the therapist. These techniques play a crucial role in IPT,
as they serve to help the therapist understand the pa-
tient’s experience, convey that understanding to the pa-
tient, and to provide information regarding the genesis
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of the patient’s problems and potential solutions to them.
Techniques such as problem solving with the patient,
giving directives, and assigning homework can also be
used judiciously in the service of facilitating interper-
sonal change.

2. Communication Analysis 
and Interpersonal Incidents

The analysis of the patient’s communication patterns
is one of the primary techniques used in IPT. The ther-
apist’s task is to assist the patient to communicate more
clearly what he or she wants from significant others.
Communication analysis requires that the therapist
elicit information from the patient about important in-
terpersonal incidents. Interpersonal incidents are de-
scriptions by the patient of specific interactions with a
significant other. If the identified dispute results in a
pattern of fighting between spouses, the therapist
might ask the patient to “describe the last time you and
your spouse got into a fight,” or to “describe one of the
more recent big fights you had with your spouse.” The
therapist should direct the patient to describe the com-
munication that occurred in detail, re-creating the dia-
logue as accurately as possible. The patient should
describe his or her affective reactions as well as both
verbal and nonverbal responses, and describe observa-
tions of his or her spouse’s nonverbal behavior.

The purpose of discussing an interpersonal incident is
twofold: (1) to provide information regarding the mis-
communication that is occurring between the parties;
and (2) to provide insight to the patient about the unre-
alistic view that the problem is intractable. The goal in
working through an interpersonal incident is to examine
the patient’s communication so that maladaptive pat-
terns of communication can be identified. The patient
can then begin to modify his or her communication so
that his or her attachment needs are better met.

3. Use of Affect
The more the patient is affectively involved in the is-

sues being discussed, the greater the motivation to
change behavior or communication style. Consequently,
one of the most important tasks for the IPT therapist is to
attend to the patient’s affective state. Of particular impor-
tance are those moments in therapy in which the patient’s
observed affective state, and his or her subjectively re-
ported affect, are incongruent. Examining this inconsis-
tency in affect can often lead to breakthroughs in therapy.

Affect can be divided into that experienced during
therapy (process affect) and that reported by the pa-
tient to have occurred in the past (content affect). Con-

tent affect refers to the predominant affect experienced
at the time of a significant event. For instance, a patient
might describe feeling “numb” at the time of the death
and funeral of a significant other. Process affect, on the
other hand, refers to the affect experienced by the pa-
tient as he or she is describing to the therapist the
events surrounding the loss. The same patient, for ex-
ample, might describe a “numb” feeling at the time of
the funeral, but when describing the event to the thera-
pist might be in tears, and feeling sadness, or perhaps
anger. When met with this incongruence in affect, the
therapist can focus directly on the discrepancy between
content and process affect. In other words, when the
report the patient gives about how he or she felt during
an interpersonal event is different from the affect he or
she is exhibiting during the session, it should be noted
by the therapist and explored further.

4. Use of Transference
Transference is a universal occurrence in all psy-

chotherapies, and plays an extremely important part in
IPT. However, in contrast to longer-term psychodynamic
therapies, information gleaned from the transference
that develops during IPT, although an important source
of data, is not typically a point of intervention.

By observing the developing transference, the IPT
therapist can begin to draw hypotheses about the way
that the patient interacts with others outside of the
therapeutic relationship. Sullivan coined the term
“parataxic distortion” to describe this phenomena: The
way in which a patient relates to the therapist in ses-
sion is a reflection of the way in which he or she relates
to others as well. Attachment theory also supports the
idea that individuals tend to relate to others in a man-
ner that is consistent both across relationships and
within relationships. Thus the transference or parataxic
distortion recognized by the clinician provides a means
of understanding all of the other relationships in the
patient’s interpersonal sphere.

Using these data, the therapist can then begin to
draw conclusions about the patient’s attachment style
and problems in communicating to others. The thera-
pist should ask questions to confirm or disprove these
hypotheses. For instance, if the therapist notes that the
patient tends to be deferential in therapy, hypothesizing
that the patient tends to be the same way in other rela-
tionships is reasonable. The therapist may want to ask
about the experiences (or difficulties) that the patient
has had in confronting others, or in dealing with rejec-
tion. Similarly, if the patient behaves in a dependent
manner during therapy, the therapist may ask about
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how the patient maintains relationships, or about expe-
riences the patient has had in ending relationships.

The key difference between IPT and transference-
based therapies is that the IPT therapist should avoid
making transference comments, and particularly inter-
pretations, about the therapeutic relationship. As long
as a reasonably positive transference is maintained,
therapy can proceed without the need to focus on it.
The therapist should focus instead on the here-and-
now problems in the patient’s extratherapy interper-
sonal relationships. With well-selected patients,
keeping the therapy short-term allows the therapist to
assist the patient to solve his or her interpersonal prob-
lems before the transference becomes intense, and as a
result, becomes the new focus of therapy.

E. Interpersonal Model

1. Problem Areas
IPT focuses on four specific interpersonal problem

areas: grief and loss, interpersonal disputes, role transi-
tions, and interpersonal sensitivity. Psychosocial stres-
sors from any of the problem areas, when combined
with an attachment disruption in the context of poor
social support, can lead to interpersonal problems or
psychiatric syndromes. Although these categories are
useful in focusing the patient on specific interpersonal
problems, it is important to be flexible when using
them. Rather than “diagnosing” a specific category, the
problem areas should be used primarily to maintain
focus on one or two interpersonal problems, particu-
larly as the time available in IPT is limited. Because the
interpersonal problems experienced by patients are all
derived from the combination of an acute interpersonal
stressor combined with a social support system that
does not sufficiently sustain the patient, effort should
always be directed toward improving the patient’s so-
cial supports as well as addressing the specific problem.

a. Grief and Loss. Grief in IPT can best be conceptu-
alized as a loss experienced by the patient. In addition
to the death of a significant other, a loss such as divorce
may be seen by the patient as a grief issue. Loss of phys-
ical functioning, such as that following a heart attack or
traumatic injury, may also appropriately be considered
in the grief problem area.

The therapist’s tasks are to facilitate the patient’s
mourning process, and to assist the patient to develop
new interpersonal relationships, or to modify existing
relationships to increase social support. Although new
or existing relationships cannot “replace” the lost rela-

tionship, the patient can reallocate his or her energies
and interpersonal resources over time.

Several strategies are useful in dealing with grief is-
sues. Primary among these is the elicitation of feelings
from the patient, which may be facilitated by dis-
cussing the loss and the circumstances surrounding it.
The use of process and content affect may be quite use-
ful. Often the patient will initially describe the lost per-
son as “all good” or “all bad,” and be unaware that this
idealization (or devaluation) covers other contradic-
tory feelings. Grief issues commonly involve layers of
conflicted feelings surrounding the lost person, and as-
sisting the patient to develop a “three-dimensional”
picture of the lost person, including a realistic assess-
ment of the person’s good and bad characteristics, is a
helpful process in the resolution of the grief.

This same process can be used for other losses as
well, such as the loss of a job, a divorce, or loss of
physical functioning. In such instances the patient
will also need to grieve the loss, and to move toward
establishing new social supports. Encouraging pa-
tients to develop a more realistic view of their loss is
helpful as well.

b. Interpersonal Disputes. The first step in dealing
with interpersonal disputes is to identify the stage of
the conflict, and to determine whether both parties are
either actively working to solve the problem, have
reached an impasse, or have reached a point at which
dissolution is inevitable. Successful treatment does not
necessarily require that the relationship be repaired.
Resolutions to the conflict may be to modify the rela-
tionship, to modify expectations about the relation-
ship, or to exit the relationship. The important point is
that the patient makes an active and informed decision
about the relationship.

A primary goal of treatment is to assist patients with
interpersonal disputes to modify their patterns of com-
munication. Patients may become locked in patterns of
communication with others that result in misunder-
standing, or in cycles of escalating affect. The therapist
can assist the patient to communicate his or her needs
more clearly and productively, rather than provoking
hostile responses. The therapist should model direct
communication to the patient, and may engage the pa-
tient in role playing to reinforce the new communica-
tion. Although IPT is generally an individual therapy,
inviting a significant other to therapy for several con-
joint sessions can be an invaluable way to observe the
communication in vivo, and to begin to help the couple
to make changes in their interactions.
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C. Role Transitions. Role transitions encompass a
huge number of possible life changes. Included are life
cycle changes such as adolescence, childbirth, and de-
cline in physical functioning, and social transitions
such as marriage, divorce, changes in job status, and re-
tirement. Typical problems include sadness at the loss of
a familiar role, as well as poor adaptation or rejection of
the new role. Role transitions often result in the loss of
important social supports and attachments, and may re-
quire new social skills.

The therapist should assist the patient in moving
from his or her old role, which includes assisting the
patient to experience grief over the loss, often using
some of the techniques described for dealing with grief
issues. It is crucial to help the patient to develop a real-
istic and “balanced” view of the old role, including
both positive and negative aspects. Assisting the pa-
tient to develop new social supports is also essential.

d. Interpersonal Sensitivity. There are some patients
who either because of personality traits, avoidant at-
tachment styles, or other factors, may have problems
with poor interpersonal functioning. “Interpersonal
sensitivity” refers specifically to a patient’s difficulty in
establishing and maintaining interpersonal relation-
ships. Patients with interpersonal sensitivities often re-
quire a different approach than is utilized with patients
who have better social skills.

Patients with interpersonal sensitivities may have
few, if any, interpersonal relationships to discuss in
therapy. Relationships with family members, although
they may be quite disrupted, may be some of the only
relationships the patient has. The therapeutic relation-
ship may also take on greater importance, as it too may
be one of the patient’s only relationships. The therapist
should be prepared to give feedback to the patient re-
garding the way he or she communicates in therapy,
and may utilize role-playing to practice skills with the
patient. In addition, the therapist should assist the pa-
tient to get involved in appropriate social groups or ac-
tivities in the community. Above all, the therapist and
patient must keep in mind that the therapy is not de-
signed to “correct” the social difficulties, but rather to
teach the patient some skills to build new relationships,
and to relieve his or her acute distress.

II. THEORETICAL BASIS

IPT is grounded in attachment theory, which as de-
scribed by Bowlby among others, rests on the premise

that people have an instinctual and biological drive to
attach to one another. When crises occur, individuals
seek reassurance and care from those important to them.
Interpersonal communication is intrinsic to this process,
and individuals who cannot effectively ask for care, and
consequently cannot obtain the physical and psycholog-
ical care they need, will suffer as a result. When interper-
sonal support is insufficient or lacking during times of
stress, individuals are less able to deal with crises and are
more prone to develop psychiatric symptoms.

Bowlby described three different types of attachment
styles that drive interpersonal behavior. Secure attach-
ment describes individuals who are able to both give
and receive care, and are relatively secure that care will
be provided when it is needed. Because securely at-
tached individuals are able to communicate their needs
effectively, and because they are able to provide care for
others, they typically have good social support net-
works. Thus they are relatively protected from develop-
ing problems when faced with stressors.

Anxious ambivalent attachment, in contrast, is a
style in which individuals behave as if they are never
sure that their attachment needs will be met. Because of
this, such individuals believe that care must be sought
constantly. Such individuals often lack the capacity to
care for others, since their concern about getting their
own attachment needs met outweighs all other con-
cerns. Consequently, they have a relatively poor social
support network, which in combination with their dif-
ficulties in enlisting help, leave them quite vulnerable
to interpersonal stressors.

Individuals with anxious avoidant attachment typi-
cally behave as if care will not be provided by others in
any circumstances. As a result, they avoid becoming
close to others. The paucity of their social connections,
along with their tendency to avoid asking for help dur-
ing times of crises, leaves these individuals quite prone
to difficulties.

In essence, attachment theory states that those indi-
viduals with less secure attachments are more likely to
develop psychiatric symptoms and interpersonal prob-
lems during times of stress. A persistent belief that care
must be constantly demanded from others, or that care
will not be provided by others, typically leads insecurely
attached individuals to have more difficulty in asking for
and maintaining social support during times of crisis. Se-
vere disruptions of important attachment relationships,
such as the death of a significant other, also lead to an in-
creased vulnerability to psychiatric symptoms.

Interpersonal psychotherapy also follows the biopsy-
chosocial model of psychiatric illness, resting on the
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premise that psychiatric and interpersonal difficulties
result from a combination of interpersonal and biologi-
cal factors. Individuals with a genetic predisposition
are more likely to become ill when stressed interper-
sonally. On this foundation rests the individual’s tem-
perament, personality traits, and early life experiences,
which in turn are reflected in a particular attachment
style. The attachment style may be more or less adap-
tive, and has effects on the person’s current social sup-
port network and his or her ability to enlist the support
of significant others. Interpersonal functioning is deter-
mined by the severity of current stressors in the context
of this social support.

Interpersonal psychotherapy is therefore designed to
treat psychiatric symptoms by focusing specifically on
patients’ primary interpersonal relationships, particularly
in the problem areas of grief, interpersonal disputes, role
transitions, and interpersonal sensitivity. This is done by
helping the individual to recognize and modify his or her
communication patterns, which has a threefold effect.
First, it leads to more effective problem solving, as con-
flicts can be more directly addressed. Second, it improves
the patient’s social support; communicating in a way to
which others can more readily respond will more effec-
tively meet the patient’s attachment needs. Third, these
improvements in communication and in conflictual rela-
tionships, and improved social support, help resolve the
interpersonal crisis and result in symptom resolution.

III. APPLICATIONS 
AND EXCLUSIONS

The purpose of conducting an assessment is to deter-
mine when IPT should be used, and to whom it should
be applied. The assessment may take several sessions to
complete. It is only after the assessment, and the deter-
mination that the patient is suitable, that IPT should
formally begin.

During the assessment, the therapist should evaluate
the patient’s attachment style, communication patterns,
motivation, and insight. Assessment of DSM-IV diagnoses
should also occur. IPT should not, however, be restricted
only to patients with DSM Axis I diagnoses; it is quite suit-
able for patients with a variety of interpersonal problems
such as work conflicts or marital issues. In fact, because
patients without major psychiatric illness often have more
secure attachments and better social support networks,
they are usually able to utilize IPT very effectively.

Special attention should be paid to patients diagnosed
with personality disorders. Those with cluster A disor-

ders including paranoid, schizoid, and schizotypal per-
sonality disorders may be unable to form effective al-
liances with their therapists in short-term therapy,
whereas those with severe cluster B disorders such as nar-
cissistic, histrionic, borderline, and antisocial personality
disorders may require more intensive therapy than can be
provided in an IPT format. However, many patients with
depression or anxiety superimposed on a personality dis-
order may benefit a great deal from short-term therapy
with IPT if the focus is on the treatment of the depression
or anxiety rather than on personality change.

The assessment should include an evaluation of the
patient’s attachment style. This should consist of infor-
mation about the patient’s perception of his or her pat-
terns of relating to others, and an evaluation of the
patient’s past and current relationships. Questions re-
garding what the patient does when stressed, ill, or oth-
erwise in need of care are particularly helpful. The
patient should also be queried about his or her typical
responses when asked to assist others.

The patient’s attachment style has direct implications
regarding his or her ability to develop a therapeutic al-
liance with the therapist and the likelihood that treat-
ment will be beneficial. Those patients with more secure
attachment styles are usually able to form a more produc-
tive relationship with the therapist, and because of their
relatively healthy relationships outside of therapy, are
also more likely to be able to use their social support sys-
tem effectively. Individuals with more anxious ambiva-
lent attachments can usually quickly form relationships
with their clinicians, but often have difficulty with the
conclusion of treatment. Those with anxious avoidant at-
tachments may have difficulty trusting the therapist.
Consequently, when working with anxious avoidant pa-
tients, the therapist may need to spend the initial sessions
working on developing a productive therapeutic alliance,
waiting until a good alliance is established before moving
into more formal IPT work.

The therapist should also use the assessment to fore-
cast and plan for problems that may arise during therapy.
For example, because patients with anxious ambivalent
attachment styles often have difficulty in ending relation-
ships, the therapist may modify his or her approach by
emphasizing the time-limited nature of the treatment,
and by discussing the conclusion process earlier. Signifi-
cant others may also be included in sessions more fre-
quently to ensure that therapeutic dependency does not
become a problem. When working with avoidant pa-
tients, the therapist should plan to spend several sessions
completing an assessment, taking great care to convey a
sense of understanding and empathy to the patient.
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The therapist should conduct an assessment of the
patient’s communication style. The way in which the
patient communicates his or her needs to others has
profound implications for the therapeutic process, as
well as for the likelihood that the patient will improve
with therapy. The therapist should directly ask the pa-
tient for examples or vignettes in which a conflict with
a significant other occurred. Patients who are able to
relate a coherent and detailed story are likely to be able
to provide the narrative information necessary to work
productively in IPT. Insight can also be judged by not-
ing the way in which the patient describes an interac-
tion, and the degree to which the other person’s point
of view is accurately represented.

In general, patients who have characteristics that ren-
der them good candidates for all of the time-limited ther-
apies will be good candidates for IPT. These include
motivation, good insight, average or better intelligence,
and sufficient ego functioning. Other characteristics spe-
cific to IPT include (1) a specific interpersonal focus of
distress, such as a loss or interpersonal conflict; (2) a rel-
atively secure attachment style; (3) the ability to relate a
coherent narrative; and (4) a good social support system.

IV. EMPIRICAL STUDIES

Interpersonal psychotherapy has been demonstrated
to be efficacious in a number of research studies; at
present, with the exception of cognitive therapy, IPT
enjoys more empirical support than any other form of
psychotherapy. Since the initial studies of IPT in 1979
by Klerman, Weissman, and colleagues, IPT has been
demonstrated to be efficacious with a number of de-
pressed populations, including depressed geriatric pa-
tients, depressed adolescents, depressed patients who
are HIV-positive, and patients with dysthymic disorder.
IPT has also been used for both postpartum and ante-
natal depression. In addition, it has been tested with
patients in the depressed phase of bipolar disorder and
with eating disorders.

Largely because of the success of the early efficacy
studies, IPT, along with CBT, was chosen as a compara-
tive psychotherapeutic treatment in the National Insti-
tute of Mental Health Treatment of Depression
Collaborative Research Program (NIMH-TDCRP). Both
were compared to treatment with imipramine and with
placebo over 16 weeks. IPT was found to be superior to
placebo, and was equal to imipramine and CBT for mild
to moderate depression. Neither psychosocial treatment
was as effective as imipramine for severe depression. The

consensus from the NIMH-TDCRP study is that IPT and
CBT are effective for mild to moderate depression, but
that antidepressant medication should remain the gold
standard treatment for severe depression.

Another major study evaluating IPT involved mainte-
nance treatment of patients with recurrent depression.
Acutely depressed patients who had suffered at least
three prior episodes were treated with a combination of
imipramine and IPT over 16 weeks. Patients who recov-
ered were then assigned to one of five maintenance treat-
ments: (1) imipramine alone; (2) imipramine plus
monthly IPT; (3) monthly IPT alone; (4) monthly IPT
plus placebo; and (5) placebo alone. The patients were
then followed for 3 years.

Mean depression-free survival time was significantly
longer for those patients who received imipramine alone
or imipramine plus IPT. Over 3 years, the mean time be-
fore relapse of depression was about 120 to 130 weeks for
patients who received imipramine with or without IPT as
an adjunct. The patients who received IPT alone or IPT
plus placebo had a mean survival time of about 75 to 80
weeks. Although significantly better than the mean sur-
vival of patients who received only placebo (roughly 40
weeks), treatment with IPT alone was not as beneficial as
treatment with maintenance antidepressant medication.
The current consensus is that recurrent depression
should be treated with maintenance antidepressant med-
ication, with IPT a viable alternative for patients who do
not want or who cannot tolerate medication.

Currently IPT is being investigated for use with so-
cial phobia and somatization disorder. The use of IPT
has also been described with groups, couples, and in a
family practice setting. Excellent reviews of this re-
search can be found elsewhere.

The research on IPT clearly demonstrates its efficacy
as a time-limited treatment for acute depression, and as
an effective alternative to medication for patients with
recurrent depression. Further, there are numerous
studies that suggest that IPT may be efficacious for pa-
tients with a variety of DSM-IV Axis I disorders.

V. SUMMARY

Interpersonal psychotherapy is characterized by three
essential elements: a focus on interpersonal relation-
ships, a contract that specifies a time limit for therapy,
and the use of interventions that focus on relationships
outside of therapy rather than on the transference rela-
tionship. Attachment theory undergirds the approach
used in IPT, and the attachment style of the patient
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should instruct the therapist about the patient’s suitabil-
ity for treatment, prognosis, and the potential problems
that may arise in therapy. Further, the patient’s attach-
ment style should inform the therapist about the ways
in which the therapy can be modified.

Interpersonal problems and psychiatric symptoms
are conceptualized within a biopsychosocial frame-
work. An acute interpersonal crisis, such as a loss, in-
terpersonal dispute, or a difficult life transition, creates
problems for patients for two reasons: (1) Their inter-
personal communication skills within their significant
relationships are not adaptive; and (2) their social sup-
port network is not sufficient to sustain them through
the interpersonal crisis. IPT proceeds by helping pa-
tients to communicate their attachment needs more ef-
fectively, to realistically assess their expectations of
others, and to improve their social support. This
should help resolve interpersonal problems and relieve
psychiatric symptoms.

The conduct of IPT is based on a three-point founda-
tion. First, the practice of IPT rests on empirical re-
search. Second, the practice of IPT reflects clinical
experience. Finally, and most important, the practice of
IPT includes the use of clinical judgment: The therapist

must recognize the unique nature of the relationship
with the unique individual with whom he or she works,
and must always place the needs of the patient above a
strict adherence to a manual. Given these foundational
supports, IPT is an efficacious, effective, and extremely
useful clinical approach to interpersonal problems.

See Also the Following Articles
Grief Therapy � Structural Analysis of Social Behavior �

Sullivan’s Interpersonal Psychotherapy � Time-Limited
Dynamic Psychotherapy
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GLOSSARY

genetic History of the individual encompassing both biologi-
cal influences, the temperamental givens in birth and de-
velopment, and the prior influences of environmental
nurture and stressors.

internalization Process by which the new knowledge con-
veyed by the interpretation becomes syncretic with the
person’s expanded sense of self.

interpretation Technique for reformulating the many com-
peting and conflicting modes of thought from the multiple
developmental epochs of the mind.

I. INTERPRETATION: A DEFINITION

Interpretation is a basic process in psychoanalysis and
psychotherapy by which old information of the patient is
translated into a new syntax of self-understanding by a
therapist. It is a fundamental element of the process of
psychological healing. The act of interpretation simulta-
neously promotes psychological repair and is the mode
for bringing about psychological change in the individ-
ual. It is a technique by which one individual, the psy-

chotherapist or analyst, plumbs the unconscious mind of
the analysand or patient with the purpose of bringing to
light new cognitive connections, new feeling states, and
new perspectives on human relationships. Interpretation
involves a reformulation of the affected mind to address
the defensive intellectualizations, rationalizations, and
denials of fact and outer reality that have been erected by
individuals to salvage and preserve their limited and
compromised sense of identity and being, such as it is.
Interpretation connects the latent and manifest meanings
that reside in a person’s psyche as they emerge in the con-
text of a special therapeutic relationship. This relation-
ship consists of transference of past history on the part of
the patient onto his or her image of the therapist and
countertransferential empathic referencing of this trans-
ference on the part of the therapist. Interpretation pro-
vides a medium and context for further objectification of
the individual’s subjective experience, leading to an in-
crease in capacities for insight, self-analysis, and self-in-
terpretation. On another level these shifts in reflection are
accompanied by new senses of self and identity in rela-
tion to others. When it works well interpretation brings
about incrementally and occasionally dramatically a new
language of self in a new key.

II. WHY INTERPRETATION?

To understand interpretation and its fundamental
role in the therapeutic action in dynamic treatments,
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psychotherapy, and psychoanalysis it is first necessary to
review some central concepts about the growth and
functioning of the mind. The brain provides the biologi-
cal engine of the mind. Dysfunctions of the brain can
readily translate into disorders of the mind. The mind is
also capable of its own disorders apart from neurophysi-
ology that are related to its often imperfect attempts to
synthesize the conflicting types of information that it is
presented with and the divergent modes by which it
processes that information. For instance, one of the great
paradoxes of human existence involves the presence of a
sense of both mindedness and mindlessness in our psy-
chology. The evolution of mankind’s capacities for con-
sciousness, self-awareness, and self-reflection are central
aspects of what separates homosapiens from other or-
ganisms. The human capacity for thought that extends
beyond the immediate neural responses to stimuli for
the purposes of obtaining pleasure, release, or avoiding
unpleasure is present and developed in humans as in no
other species. The capacity for mental activity that goes
beyond the immediate and relatively fixed response to
signal forms of activity adds variety to human behavior
and to the possibility of thinking about things.

We have a potential and actual psychology that we
share, communicate, and talk about in myriad ways.
Many organisms may use signs and signals to communi-
cate. These occur without a sense of memory and fore-
knowledge and the mutually reinforcing transfer of
information and intellect that we both observe and infer
in humans. In the realm of feelings and affective life,
while flight and/or fight provides a foundation of basic
organismic and affective responses, the dimension of
time adds complexity, depth, and layers of feelings and
shared understanding. The apprehension of a danger-
ous or painful future becomes the foundation for a com-
plex of anxieties and is something that humans share.
The memory of a noxious past in the form of depressive
dread is part and parcel of human existence in a world
of psychological infinitude that continues through and
beyond time. We possess minds that meet, diverge, that
are lost and found but that are nonetheless capable of
thinking about a self or other selves through a unique
medium that we call psychological mindedness.

The other part of the paradox of mindedness that I
referred to earlier is mindlessness. Mindlessness in psy-
choanalytic terms represents preconscious and uncon-
scious realms and aspects of our minds that are
typically “lost” or unknown. We conceptualize the dis-
avowed “mindless” unconscious as originating in our
psychological prehistory. It emerges as part of the earli-
est psychological stirrings and questings of the infant-

organism. As such it contains all the contradictions and
conflicts of the organism’s attempt to derive a structure
and function of thought from rudimentary physical and
psychological experience. In Freud’s original terms we
come to conceptualize this first infant area of psycho-
logical strata as primary process thought. Primary
process thought is an “unminded” mode of thinking
about perceptions that we think are experienced by the
infant and are reported by the adult as occurring in a
relatively monadic context. There are few social refer-
ents in this realm. It is a way of perceiving that will
eventually give way through experience, learning, so-
cialization, and neuropsychological maturation to the
dyadic mindedness and organized cognition of second-
ary process thought.

The toll on the developing brain of managing these
divergences of mind and consciousness is that certain
modes of thought and experience are relegated to un-
conscious mental functioning. This is the price to be ex-
tracted for resolving conflicts between one part of the
mind and another. We describe this as intrapsychic con-
flict resolution. This mode may also be active in resolv-
ing conflict between the psyche and forces or beings in
the outer world, what we refer to as interpsychic con-
flict resolution. Both forms may be, and often are, se-
questered in the “mindless,” disavowed regions of
unconscious thought although each area of conflict may
also have its derivatives in consciousness.

The result of such syntheses is that we split our con-
sciousness in our waking state and to some lesser extent
in our sleeping state. We must think and act as though
we know what we are doing and responding to in its en-
tirety even when, in fact, we know only a portion, some-
times only a small portion, of the picture of perception
and response. If our responses become stereotypic with
fixed outcomes that seem not to benefit from experience
and learning, we categorize such responses as “neu-
rotic.” Neurosis is a quality of experience that is driven
more by the need to appease the internal psychic econ-
omy of the individual than it is geared to benefiting
from novel experiences and attaining a newer and better
adaptation of inner and outer worlds. What in the opti-
mum sense should be a part of mindedness becomes in-
stead coopted by conflict resolution that leads to
repetitive behaviors and circular modes of thought.
Thus the child who has been severely abused and neg-
lected by a parent may continue to encounter such a
parent in his many relationships throughout life as
though to work out through repetition the trauma of
the early parental catastrophe. Such neurotic modes af-
firm a mindless frozen psychological state in which
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what is unconscious dictates mental outcome rather
than facilitating new levels of mentation and psycholog-
ical organization. In the example just given that would
mean having the psychological flexibility to move on to
appreciate and appropriate the new opportunities for
nurturing and nontraumatic mothering in later life fig-
ures or thought.

The therapist is the agent necessary to make inter-
pretations and shed new light on dim repetitions. Such
interpretations are delivered in a value-neutral manner
except insofar as they carry with them an investment in
the patient acquiring increasing self-perspective and
making a psychological recovery. To cite another exam-
ple, the power of an individual’s anger may be blocked
from perception and expression, or, conversely, it may
be expressed in overly strong and inappropriate ways.
In either case the person is unable to face the threat
that anger poses. They may feel either paralyzed in the
first instance or defeated by their own rage in the sec-
ond. They require interpretation of what they are un-
aware of through the medium of a significant and
trusted other to be able to link up all levels of the neu-
rotic feeling state that has brought with it either such
an overabundance or a paucity of action.

We equate “healthy” psychological development
with a wholeness of consciousness; one that admits to
opposites, similarities, ambiguities, and divergent lines
of thought. We look for flexibility, adaptability, and the
capacity to ride through life’s inevitable conflicts so as
to arrive at some sort of stability and interpenetration
of conscious thought with unconscious fantasy that en-
larges and deepens the individual’s engagement with
inner and outer worlds. The need for interpretation is
always there, but healthy individuals are less blocked
and more able to provide meaningful reformulations of
everyday events. They are able to learn from their expe-
rience and the experience of others without the aid of
special pleadings of special agents.

To approach the matter of interpretation from a
somewhat different direction, in the ideal, because we
are capable of empathy, putting oneself in the mind of
another, there exists the possibility of psychological
healing. The prototype for this experience is the
mother’s psychological work in intuiting and inferring
the affective and cognitive state of her nonverbal infant
and then taking the necessary steps physically or psy-
chologically to remedy its distress. If the child was cold
and wet, warmth and dryness would be the soothing
response. This response would permit the infant to
identify such a state, not from the affective perspective
of anxiety and helplessness, but with the anticipation

and optimism that the ministrations of another are cor-
rect, timely, and will bring relief. Ultimately this would
allow for the development of the capacity for self-
soothing through the process of internalization. If the
infant is fearful of separation from the mother or the
presence of strangers, the mother’s adoption of a calm
stance through verbal tone, words, and actions will
eventually increase the child’s sense of security in the
mother’s availability and protectiveness. Such interpre-
tive understanding translates into the child’s taking in
the mother’s loving presence. If things go wrong in
such situations the child will end up afraid of anxiety
and distrustful of the adult’s abilities to understand and
remedy their fear of the strange. Over time the infant
becomes more able to take in, to internalize, the
mother’s empathic actions. This eventuates in the abil-
ity to consciously and unconsciously soothe and care
for themselves in situations of potential estrangement
or physical discomfort.

This empathic paradigm is the cornerstone of psy-
chological healing. By means of it, one participant, the
therapist, listens and observes another person, the pa-
tient, in distress and infers and interprets the hidden
and unconscious elements that have led them to re-
peatedly hit the same mental block as in their love and
work lives.

In 1901 Freud originally introduced the technical
lynchpin of interpretation in his classic work The Inter-
pretation of Dreams. In its initial guise in his attempts to
treat hysteria, interpretation involved a “Rumpelstilt-
skin” sort of technique in which deep understanding by
the therapist was converted into memory of genetic
events that were expected to magically change the pa-
tient’s symptomatology. In most versions of the fairy tale
“Rumpelstiltskin” if the princess whom Rumpelstiltskin
has given a baby can guess his name she may keep the
baby and he will vanish. In his treatment of hysterics
Freud had started from the notion that as a group hys-
terics suffer from their reminiscences. His remedy was
to go to the heart of their problems and with his pro-
found powers of intuition wrench into consciousness
the unconscious amnesic event that was causing the
hysteric’s symptoms. This would lead to their cure. In
this early theory, by finding the “gnome” of their neuro-
sis and labeling it would cause it to vanish.

By 1901 Freud had progressed to the point past label-
ing the trauma to using the interpretation of dreams as
the agent of therapeutic action by which what was un-
conscious in the manner of unacceptable wishes and im-
pulses was made conscious. Thus he articulated the
unconsciously dominated nature of dreams and the light
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that their interpretation could shed on the neuroses of
everyday life and what had amounted to, heretofore, the
individual’s mindless domination by their unconscious.
The interpretation of a person’s dreams was conducted
mainly in the context of their own personal meanings
and metaphors. The previous historical emphasis had
been on dreambook and cookbook kinds of understand-
ing of generic dream symbolism. Inherent in such an ap-
proach was a grammar of dream symbolism that
attributed meanings to symbols on an abstract basis that
was divorced from the possibility that the dreamer might
have developed idiosyncratic meanings of their own for
the objects and dynamics encountered in their dream
life. The analysis of a dream is an example par excellence
of the proposition regarding healing that resides in the
phenomenon of interpretation. It is the rare individual,
and Freud was certainly one, who can interpret the mul-
tilayered meaning of one’s own dream. To arrive at such
meanings usually requires two minds and the conver-
gence of the unconscious “mindlessness” of both parties.
The exercise involved in this meeting with another mind
may allow the dreamer to eventually carry on the work
of dream interpretation independently, just as the exer-
cise of analysis may set the stage for future self-analysis.

In the early era of id psychology, interpretation en-
joyed a decade’s reign during which it was considered
“the royal road to the unconscious” and thus the avenue
of therapeutic cure. As the subsequent development of
analysis has borne out, innovations expand the range of
treatment but they also reveal the shortcomings of the
current dominant technique and point toward areas in
need of further theoretical clarification. This heyday es-
tablished the subsequent niche of dream interpretation
in analytic technique but it also uncovered its short-
comings. Practitioners began to realize that id psychol-
ogy with its emphasis on the understanding of forbidden
wishes and desires located in the deep unconscious
could only bring the treatment dyad so far. There were
obvious limitations to its general treatment effective-
ness. Other factors of therapeutic significance emerged
that came to be categorized in terms of self and object
relations. In order to promote the further understanding
of symptom and character it became necessary to sub-
ject the person’s internalized images of others as well as
their actual social relations to interpretive attention. Al-
though the initial premise still holds that the work of in-
terpretation is to uncover hidden meanings and occult
connections, the potential residence of such meanings
took on more global consideration in personality func-
tioning. Areas may be encountered in object relations,
ego psychology, and in relation to the defensive activi-

ties of the ego, not to mention in relation to the mean-
ings that reside in the unconscious conscience, that are
subject to first the therapist’s and then the therapist and
patient’s interpretive scrutiny.

III. WHAT GETS INTERPRETED?

There are now considered to be many dimensions to
interpretation. It can be seen as a process that may ex-
tend through many aspects of space and time. Freud
initially emphasized the temporal and historical aspects
of interpretation. The earliest form of interpretation
tended to have a genetic emphasis. That is, the ideal in-
terpretation attempted to link up the individual’s cur-
rent difficulties functioning and the many “mindless”
factors throughout life that had contributed to the diffi-
culties and were being actively expressed through
them. This approach aimed at positing as the nidus for
a symptom an event that was either unconscious or not
clearly conscious in its recall. “Your arm became para-
lyzed because you were in conflict about using it to
strike your father” would be one such example. If pre-
sented in the proper emotional setting, this would ex-
pose the noxious forbidden element of trauma. It is
brought into consciousness in a more fully and clearly
focused manner that allows the individual a better view
of the regressed elements of his or her history that his
or her mind had hitherto deemed too painful or too
awful to acknowledge. This is a technical point that has
been emphasized many times by Loewald in his mod-
ern reformulation of psychoanalysis.

In an overall sense psychoanalysis is an ally of mem-
ory. This is the case to the extent that one of the goals of
psychic exploration is to provide the individual with a
fuller sense of the historical truth of his or her life as it
courses back and forth through memory and time. Ernst
Kris conceptualized the therapeutic process as an activ-
ity in which the personal myth of the individual is grad-
ually replaced with a sense of conviction about the
affective and experiential elements of a life that is both
more compelling and more coherent than the one that
had been woven into the fabric of their neurosis. Para-
doxically adolescence, a period that often holds vivid
memories, is also one in which the pressure of interpre-
tation will yield a significantly altered story line through
the reconstructions that inevitably accompany a dy-
namically founded treatment. A not uncommon state-
ment might be “we can now understand your sense of
dominance and distance with females during your
teenage years as an outgrowth of several early stinging
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rejections by girls that became coupled with your own
deep anxieties about sexual and emotional intimacy.
This seems quite consonant with the manner in which
you have kept me (your therapist) at a distance. It has
also manifested itself in the conflicts of intimacy that
you have attempted to defend yourself against by seeing
me as sexually threatening and at the same time emo-
tionally withdrawn.” The interpretation presented here
en bloc would in all likelihood be parceled out over
time, eventuating in this summary interpretation. Such
ideas when introduced in a timely fashion with a tactful
tone of voice should lead over time to a gradual accept-
ance, acknowledgment, and further elaboration of the
interpretive premise. This may lead over time to an
equanimity that comes from possessing a sense of an apt
and resonant relation to both inner and outer realities. It
may be even more enhancing in introducing a larger ac-
ceptance of the objective and subjective mix of fantasy
and fact that constitutes such “realities.” Human experi-
ence being what it is, a state of relative equanimity is
just that, and although neurotic difficulties may have
been fixed, the mind is never fixated in any healthy
state. We will always struggle to process our experience
in a manner that updates our realities at the expense of
our personal myths.

The upshot of any interpretation may be quite varied.
The patient may respond with immediate recognition,
what Ralph Greenson termed the “aha” phenomenon.
Alternatively the reaction may be vague resistance, either
in response to the sense of criticism that every interpre-
tation inevitably conveys, or as a function of the partial
nature of the interpretation. On the therapist’s side of the
treatment process or the couch, the reaction may be “oi
vay!” The therapist, with or without reaction from his
patient, immediately registers the vast error in his inter-
pretation. When errors of interpretation occur, necessar-
ily unavoidable but hopefully rarely, they require
acknowledgment on the part of the analyst. Perhaps this
would mean an apology, depending on the circum-
stances and the content of the errant ideas. Following
this there should be a moving on to more fully under-
stand how the patient interpreted the misunderstanding
on the part of the therapist. For some patients it is the
therapist’s grace in responding to an incorrect interpreta-
tion rather than his or her acumen that saves the day. In
addition there is currently developing an added appreci-
ation that such spontaneous moments may reference
memory and events that are beyond the usual realm of
interpretation in declarative memory. They may bring in
elements from the “noninterpretive” realm of nondeclar-
ative memory for attention and objectification.

In addition to the dimension of time there is a
metaphorical dimension by which interpretations extend
through the layers of mind and consciousness, from sur-
face to depth. In addition to placing the spotlight of inter-
pretation on elements involving group and interpsychic
dynamics of social relations and control, the operations
of the ego per se need at times to be an object of atten-
tion. It is not only the conflicts that the ego works to con-
trol but also the workings of the ego as an organ of
synthesis and adaptation and as a partner or hostage of
conscience that needs to be taken into consideration.

In a stepwise fashion a series of interpretations may
lead to a complex revision of the patient’s sense of
world and self. New and novel choices begin to appear
in the mind’s eye. Fresh ideas presented in the proper
sequence can lead to paranoia evaporating over time, to
be replaced by a less anxious, more confident, and less
reactive sense of self. “Originally your independence in
childhood served you well, given the discontinuities in
care that you experienced with your mother and your
need to put some space between the two of you. You
sensed at several levels of awareness that she could not
accept you for who you were. This left you with confu-
sions about dependency and now in your work and in
your love life this cloak of alienated independence that
you cover yourself with serves to keep you apart from
others and unfulfilled in terms of your self-esteem. You
end up not safe, as you intended, but anxious and
never fully relaxed or satisfied. Yes, your escape is swal-
lowed up by anyone and anything but also you are
never able to fully be yourself with another.” Such a re-
visionist approach spans areas of history, defense, self-
configuration, and neurotic adaptation while pointing
the way toward a potentially less defended and re-
stricted person with a more fulsome nature. Such inter-
pretive syntheses may only be possible toward the end
of an analysis when there is a fairly firm sense that all
the facts are in and available for tally.

As the previous examples have indicated most inter-
pretations follow from the content of the patient’s
thoughts, the subject matter of their consciousness.
There are exceptions in which the process of associating
becomes coopted by predominantly defensive dynamics.
We are then confronted with the paradoxical situation
that speaking one’s mind serves mainly to cloud and ob-
scure one’s more cogent thoughts and feelings. This de-
fensive maneuver was initially identified in relation to
dreams where the telling of the dream became so elabo-
rated and extended that there was no time or opportu-
nity for its deeper examination and interpretation. The
supposedly cooperative and compliant dreamer pro-
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duced too much of a good thing and in the process de-
feated the central purpose of dream analysis. This profu-
sion of information without the opportunity for
comment or interpretive scrutiny may occur in the
course of any string of associations. At those instances
the content of the patient’s communication becomes less
interesting than the quality and the process of the associ-
ations as they exhibit more of the quality of an action.
When a torrent of words drowns out the facts contained
in the stream of associations, a comment acknowledging
the diversion of words from meaning is indicated. “The
pressure and volume of your words and speech, while
seeming to communicate a great deal, actually confuses
me and makes it more difficult to understand what is
going on in you. I wonder if there is some anxiety be-
hind your words that we need to examine?” This might
be one among many possible comments that the thera-
pist could make in such a situation.

A current associational emphasis that is popular
among some therapists is that of “close process moni-
toring.” This technique expands the usual emphasis in
any treatment, the ebb and flow of verbal material to-
ward or away from areas of conflict and concern. The
defensive nature, particularly with regard to matters of
aggression, is given a predominant focus. Comments
and questions leading up to interpretive statements are
restricted to here and now observations that call pa-
tients’ attention to shifts in their train of thought away
from more affectively loaded material. This often in-
volves bringing to light hostile and aggressive thoughts
and feelings about the analyst that the patient is con-
sciously suppressing and unconsciously censoring.

IV. TIMING AND SCOPE 
OF INTERPRETATIONS

The timing and scope of an interpretation has every-
thing to do with how successful or effective an inter-
pretation is. It is also critical if the therapist’s activity at
a particular point is gauged toward building to a
broader interpretation. Some treatments may hinge
upon the proper and timely application of a very lim-
ited number of interpretive comments. Selecting the
right moment when idea, emotion, and resistance is at
a proper pitch is key. The therapist’s ease in under-
standing and delivering a properly timed formulation is
also a significant factor in its successful reception by
the patient. Much of an interpretation’s effectiveness is
contingent on how much data, both affective and cog-
nitive, the therapist has at his or her disposal. This may

be a factor in setting apart analysis from most psy-
chotherapies. In an analysis, with its greater frequency
and often intensity of meetings, we anticipate that there
will be less use of guesswork and intuition and a more
refined processing of the unconscious into conscious
thought. Therapists of different professional persua-
sions and different temperaments will vary widely in
how much they rely on empathy and intuition in their
interpretive activity. In Kleinian analyses and in briefer
forms of psychotherapy the therapist may rely more
heavily on “deep” intuition-rich verbal interventions to
shortcut the defensive activities of the ego and get right
to the heart of the matter. This is more in accordance
with the technique of the early days of id analysis as
opposed to current fashion that draws more on a con-
stant assessment of object relations and the quality of
the ego’s defensive activity to determine how to pro-
ceed in a stepwise manner toward id interpretation.

Some versions of interpretation are met with immedi-
ate approval or disapproval. Depending on the quality of
the therapeutic alliance, positive or negative, collabora-
tive or combative, the degree to which an interpretation
will be accepted for further internalization may be im-
mediately apparent. At other times the impact of an in-
terpretation is apparent only over time in the context of
the further elaboration and working through of associa-
tions and defenses. This may be particularly the case
when working with children, whose response to inter-
pretations may appear minutes, hours, or days later.
Children’s responses may also show up in their play in
apparent wide displacement from the therapist’s words.

Central to determining what is healthy collaboration
and what is neurotic compliance is the degree to which
interpretations open up new avenues of information for
inquiry and exploration. A premature interpretation
may be greeted by a range of responses: incredulity at
the therapist’s cognitive lapse, confusion and self-blame,
or the therapist may find himself the target of a wither-
ing attack of invectives and humiliation. Of course, it is
impossible to assess the impact on the patient of tact-
fully delivered words until they are spoken. If the pa-
tient’s reaction needs to be redressed with regard to the
transference or countertransference elements elicited by
an interpretive comment, that will require time and an
open mind by both parties. Some patients are well-
versed in contemporary or past therapeutic techniques
and apply them easily and at will. They are also often
too smart by half, bending their energies to making in-
terpretive points before the therapist does. The quantity
of clarifying comments is also important. Too many in-
terpretations may cause them to fall on deaf ears. At
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other points such comments will only be received ac-
cording to the criticism that is inherent in them. If that
is the case the interpretive activity either has no effect or
it has a negative countertherapeutic impact. Traumati-
cally sensitized patients are more prone to experience
the therapist’s words almost literally as being struck by a
cudgel or raped. These concrete, physically referenced
reactions can be taken up as defensive reactions of one
sort or another.

A tilted relationship is one aspect of any therapy in
which a psychological “expert” is helping a psychologi-
cally in need “patient.” There is always the risk and
danger that the interpretations will be perceived as a
manifestation of the analyst’s legitimate or illegitimate
authority. Likewise they may be taken as evidence by
the patient of the therapist’s investment in the power
politics of the situation. If that happens, boredom and
impatience on the part of either member of the thera-
peutic dyad may come to supplant the fervor of
self–other exploration. If the patient is mainly reacting
to suggestion and is in the process of succumbing to the
analyst’s need to be the authority, the treatment process
will come to feel more and more predictable, stereo-
typed, and static. If there are narcissistic issues on the
part of the analyst or analysand that are not accessible
to insight and clarification then stalemate, breakdown,
or a compromised therapeutic process is inevitable. In
these occasional situations unanalyzed rage in the pa-
tient or therapist may lead to stultification or trunca-
tion of the treatment.

The scope of interpretations has become much more
varied and vast as the varied and vast capacities of the
human mind have become more accessible to under-
standing. It ranges from interpretations of content,
process, and defense to the sorts of overarching histori-
cal and genetic interpretations on which this aspect of
technique was founded. In the case of defense analysis,
attention is drawn to largely unconscious mechanisms
that restrain the patient in speaking his or her mind.
These may be in place to avoid coming across to the
therapist as too active, too passive, too involved or
needy, or too affect ridden, to mention a few of the con-
ditions of defense. Interpretation of the mythic history
of the individual may possess a particular power if used
sparingly and precisely, identifying and appreciating
the compulsive and repetitive aspects of historical ex-
perience without taking up camp in the past at the ex-
pense of existential frame in the here and now. Care
should be taken not to develop a historical mantra that
becomes yet another version of the personal myth or
that distracts or displaces in an exaggerated and unwar-

ranted fashion from pressing dynamic issues in cur-
rent-day experience.

There is as yet no agreed on objective standard for
interpretation in the field. We are left with an activity
that is still more art than science. The crucial element
in interpreting is that it should always contain a ques-
tion mark and rarely an exclamation point. It should
indicate both what the analyst knows or thinks he or
she may know as well as extending an invitation to the
patient to provide further data from all levels of the
mind to extend the interpretive moment to a clearer
conclusion. As is continually emphasized, the overall
treatment alliance is an essential part of therapeutic ef-
ficacy. In some instances the process of collaboration is
as much or more important than the self-knowledge
that emerges from it. At times it is not what is said that
is most pertinent. At its core, self knowledge, includ-
ing the growing ability to auto-interpret, should cause
the distinction between what the therapist perceives
and anticipates of the patient and what the patient’s
understanding of themself is, to be subject to more and
more overlap. The other’s understanding of one’s self
should become ever more one’s self-awareness and
self-acceptance.

At the point in a treatment where there are no new
issues left to interpret and explore there should be
an emerging sense of completion and wholeness to com-
plement the feeling that what has been available for res-
olution and reformulation has, by and large, been
apprehended. To put it another way, in the ideal therapy,
a time of mourning, celebration, and parting emerges
that signifies that a maximum (for the moment) of self-
understanding and self-acceptance has been achieved. It
is not the completion of a life’s story but rather the end
of a chapter in the life of an individual when the need
for another to understand one’s self has reached a devel-
opmental conclusion. This is much as the need for a
child to have understanding and defining parents wanes
with the ending of adolescence. The self-understanding
that comes from interpretation has been internalized
and “knowing thyself” in the universal (and idealized)
dimensions of love and work has been optimized. For
many this will include knowing that at some future time
they may come again to be beyond their psychological
depth. In addition to having a better sense of when they
have reached the limits of self-help, they will be able to
interpret their own need to once again rely on the help
and interpretive powers of a therapist. Ultimately an
open mind with better access to, and reciprocity with,
conscious and unconscious mindedness should be the
endpoint of interpretation.
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GLOSSARY

abreaction A cathartic release of pent-up affect usually asso-
ciated with trauma.

censor Synonymous with the term of repressive barrier an-
thropomorphosized in order to dramatically make the
point of the fact of repression.

compromise formation The synthesis created by conflicting
mental components.

defense The counterforce opposing the expression and emer-
gence into consciousness of socially unacceptable or other-
wise problematic biological and somatic urges.

instinctual drives Mental/somatic entities which are the men-
tal representation of somatic stimuli.

intrapsychic conflict The basic psychoanalytic idea that al-
most all mental phenomenon and psychologically medi-
ated behavior are the product of opposing mental forces or
structures.

latent content An aspect of the dream that deals with under-
lying or repressed thoughts stimulated by the day’s activity
and seeking expression.

libidinal drive The tendency of the psychological structure
seeking the satiation of biological needs, as well as psycho-
logical needs, for affiliation and merger.

manifest content Refers to the aspect of dreams that are ex-
pressed clearly and directly within the dream.

multiple functions The almost universal tendency of certain
defenses to serve multiple functions at the time of their
use.

primary process A mode of thinking in which logical and for-
mal relations between mental contents are absent and
there is a press for immediate gratification of pleasurable
needs. Contraindications exist without difficulty. Temporal
considerations are irrelevant.

psychic energy An imprecise term referring to the economic
work or resource required on the part of the individual to
accomplish a certain act or invest a psychological structure
with capacity.

reality principle The tendency for an organism to orient itself
to practical social dictates and requirements.

repression A form of defense in which unacceptable urges
and materials are kept outside the realm of consciousness.

repression barrier The psychological structure that separates
the contents of the system unconscious from the precon-
scious system by a defense and the function of the censor.

resistance A form of defense specifically oriented towards
keeping certain thoughts and ideas out of the talk between
analysis and anlysand.

secondary process functioning Refers to a mode of function-
ing in which logic, temporal relationships, and social and
physical reality predominate as principles.

sexual drives Refers to drives emanating from specific bodily
areas and following a development timetable, which have a
pressure, an aim, an object, and a source.

structural model The psychoanalytic model developed by
Freud that hypothesized the existence of three basic psy-
chological structures that embody and mediate between
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the demands of external social reality and internal, biolog-
ically based, instinctual needs.

structures Psychological constructs of drive, representation,
motivation, and function that exist to carry out psychological
work and integrate various domains of mental functioning.

superego The agency within the structure model that is re-
sponsible for determining ideal social reality and measuring
various aspects of the individual’s function in relationship
to this reality.

system conscious (CS) A set of structures oriented towards
conscious and explicit experience.

system preconscious (PCS) Refers to the existence of psycho-
logical material that can be made conscious and has not at-
tracted enough repression to render it incapable of being
known consciously.

system unconscious (UCS) Refers to the psychological and bi-
ological structures that press for expression and satiation
and are not capable of consciousness.

topographical model The model of the mind developed by
Freud that postulates the existence of conscious and un-
conscious mental processes separated by repressive barrier.

transference The tendency for all people to “transfer” feel-
ings, attitudes, and relationships more appropriate to a
specific person in the past of the individual to some other
analogous, present, and active social relationship.

The concept of intrapsychic conflict, also called in-
ternal conflict, psychic conflict, or neurotic conflict, is
central both to the psychoanalytic theory of mind and
the application of that theory to differential treatment
strategies. This concept refers to the basic psychoana-
lytic thesis that almost all mental phenomena and psy-
chologically mediated behavior are the result of opposing
mental forces or structures. Thus, symptoms, personal-
ity structure, fantasies, emotions, and so on reflect the
synthesis of more basic mental components. This syn-
thesis of these conflicting mental components is re-
ferred to as a compromise formation. Psychoanalysts
assume that virtually all complex mental acts are com-
promise formations designed to allow the maximum
possible gratification of the conflicting components
with the least possible mental pain. Intrapsychic con-
flict and its subsequent compromise formations are
ubiquitous and not inherently pathological. Rather
they are understood as essential aspects of the human
condition. Thus, psychoanalysis has traditionally been
viewed as a psychology of intrapsychic conflict. Con-
flict and compromise formations are pathological only
when they lead to excessive inhibition of key human
urges, when they give rise to excessive anxiety and/or
depression, when they cause excessive inhibition of im-
portant psychological functions, when they lead to ex-

cessive self-destructiveness, or when they bring the in-
dividual into excessive conflict with his or her environ-
ment. Mental health occurs along a continuum in
terms of intrapsychic conflict. Conflict and compro-
mise formation move from the healthy to the unhealthy
parts of the continuum as they interfere in one’s life in
the previously listed ways.

I. AFFECT—TRAUMA MODEL

Psychoanalysis’ theory of mental functioning, and the
technical implications drawn from it, has evolved over
the past 100 years. Each phase in that evolution has de-
fined the conflicting elements of the mind differently and
derived different technical precepts from those defini-
tions. Freud’s first stage of thinking occurred between the
mid-1880s and 1897. The psychological model that he
developed during those years is commonly referred to as
the affect-trauma model. While trying to understand the
etiology and treatment of neurotic symptoms, Freud em-
phasized the role of environmental trauma and subse-
quently pent-up charges of affect. Essentially Freud said
that neurotic symptoms derived from internal conflict be-
tween the individual’s conscious moral standards and dis-
tressing affects or ideas that were incompatible with these
percepts. In general, trauma, usually of a sexual nature,
was understood to overstimulate the individual to a de-
gree that an intense charge of affective energy developed.
This affective charge was defended from consciousness to
avoid the unpleasant feelings generated by it running
counter to conscious moral standards. Damming up of af-
fect occurred and became expressed in disguised ways
through neurotic symptoms. Oftentimes symptoms
would develop years later when a current event stimu-
lated memory traces of early events that had not been ex-
perienced consciously as fully traumatic at the time they
occurred. In these situations a conflict was postulated to
arise between what was repressed as a child and the
adult’s current moral standards. During this earliest stage
of psychoanalytic theorizing, the strategy of treatment re-
volved around helping the patient to remember the trau-
matic event and to cathartically release the pent-up affect
associated with it. Freud called this cathartic release abre-
action. In this way the pathological impact of intrapsy-
chic conflict was thought to be overcome.

II. TOPOGRAPHIC STAGE

By 1897, however, Freud was finding this under-
standing of psychic conflict unsatisfactory and the

58 Intrapsychic Conflict



treatment results from it disappointing. Thus, his topo-
graphic stage of theorizing was developed over the next
26 years as his understanding of intrapsychic conflict
underwent radical revision. Perhaps most importantly,
several events, including Freud’s own self-analysis, led
him to shift his focus away from memories of actual
childhood sexual traumas and their related affects as a
significant component of intrapsychic conflict. Instead
Freud came to the conclusion that most of his patients’
memories of childhood sexual seductions were, in fact,
disguised unconscious wishes. These wishes had to be
disavowed because they conflicted with other compo-
nents of the mind, resulting in a false belief that an ac-
tual sexual trauma had occurred during childhood. The
recent furor over the false-memory syndrome speaks to
how slow nonanalysts have been to realize the intensity
and ubiquitousness of childhood sexual wishes and the
defenses against them.

During this second phase in the development of his
thinking, Freud defined and elaborated his concept of
libidinal drive as a key component of intrapsychic con-
flict. He introduced the concept of instinctual drive as a
mental–somatic construct, defining it as a mental rep-
resentation of somatic stimuli. The sexual drives had a
pressure, an aim, an object, and a source. The source
referred to a part of the body imbued with sexual en-
ergy, following a developmental timetable. These
sources became synonymous with the stage of develop-
ment at which they were primary—hence, the oral,
anal, phallic, and genital stages of development. Inher-
ent in this idea of a sexual drive following a develop-
mental timetable was Freud’s notion of libido or
psychic energy. That is, this energy was postulated to
arise in the somatic sources of the sexual drive and to
provide the impetus for the mind to work. Freud main-
tained his belief in the importance of the sexual drive
and its underlying energy, even when he ultimately re-
jected the topographic model in 1923.

Freud’s topographic stage of thinking involved far
more than the realization that childhood sexual wishes
and fantasies exerted a profound impact on mental
functioning into and through adulthood, however.
That is, he had to explain the reason that patients expe-
rienced and reported such wishes as memories of actual
occurrences. Furthermore, he needed to explain why
such memories (in reality, fantasies) emerged only dur-
ing treatment. These issues required the introduction
of a counter force to becoming aware of such wishes or
fantasies—that is, defense. During this stage in his
model building, Freud used the term “repression” syn-
onymously with defense. Repression did not refer to
any particular type of defense mechanism but to the

gamut of ways in which the mind could render a wish,
thought, fantasy, or memory unconscious. It repre-
sented the work of the ego or self-preservative instincts
that had as their aim the preservation of the individual.

Freud’s topographic model did far more than redefine
the conflicting elements of the mind. It also attempted to
chart out the organization of the mind and to map the
main components through which internal conflict was
actualized. Thus, three systems or layers of the mind
were described: (1) the system Unconscious (UCS); (2)
the system Preconscious (PCS); and (3) the system Con-
scious (CS). These three systems were structures, each
with its own type of mental contents, and each charac-
terized by qualitatively different modes of functioning.
Essentially these structures or stratas of the mind were
viewed as the mind’s attempt to harness the instinctual
drives so that the individual could adapt to reality. Were
the instinctual drives and wishes to succeed in their
push for conscious awareness and discharge, the individ-
ual would experience unpleasant feelings as well as po-
tential danger. During this era of Freud’s thinking all
sorts of mental phenomena including jokes, slips of the
tongue, dreams, as well as neurotic symptoms were un-
derstood to involve a conflict between instinctual wishes
and the mind’s counter forces occurring within and be-
tween these mental strata.

The UCS was viewed as the deepest strata of the mind
and the repository of instinctual drives and wishes, al-
ways pushing for conscious expression. This system is
characterized by a very primitive mode of functioning
or thinking that Freud called the primary process. In
this mode of functioning, logical and formal relations
between mental contents are absent. Contradictions
exist without difficulty, temporal considerations are ir-
relevant, and so on. What Freud called the pleasure
principle dominates. Drives and wishes push for dis-
charge, gratification, and relief of tension without con-
sideration for anything but pleasure. It is important to
distinguish this system UCS from the descriptive term
unconscious. Contents of the system UCS are kept un-
conscious through a repression barrier; that is, active
amounts of psychic energy are used to keep the con-
tents dynamically unconscious. In contrast, descrip-
tively unconscious mental contents might be outside of
conscious awareness only because attention is not di-
rected at them. Were attention to be focused on them,
they would become conscious. No defensive force is ex-
erted against this possible occurrence.

This distinction becomes relevant when defining the
system PCS. The contents of this system are also un-
conscious but only descriptively so. They are capable of
becoming conscious once attention is focused on them.
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Thus, Freud initially located the active censor or re-
pressive barrier that kept dynamically unconscious
content out of consciousness at the boundary between
the system UCS and PCS. Intrapsychic conflict oc-
curred first at this juncture. This barrier allowed the
system PCS to function according to what he called the
secondary process in which logical reason and moral
concerns characterize the relationship between its
mental contents. The reality principle predominates so
that any discharge of instinctual drives or wishes has to
be filtered, altered, and/or disguised to make it compat-
ible to reality logic and the individual’s moral stan-
dards. Freud eventually explained that the system PCS
modified drive impulses at all levels on their way
through the system to the system CS. Thus, repression
or defense no longer became conceptualized as a static
barrier occurring between the systems UCS and PCS.
Instead unconscious wishes are continually trans-
formed during their traversal of the system PCS and
had to pass by a second censor at the boundary be-
tween the systems PCS and CS. Intrapsychic conflict
could occur at any step along the way. To pass muster
and get past the censor unconscious drive laden wishes
have to be disguised—what psychoanalysts labeled
drive derivatives. Only such derivatives can be allowed
into the system CS to be discharged.

The system CS was described by Freud as on the
mind’s surface. All its mental contents are conscious,
although only a limited range of contents can be at-
tended to at any moment. Perception occurs in this sys-
tem as does attention. Thus, the system CS receives
input from both the deeper recesses of the mind as well
as from the external environment. To become aware ei-
ther of mental contents from inside or perceptual stim-
uli from without, the system CS has to invest what was
called attention cathexis, that is, to invest content or
stimuli with psychic energy that has become neutral-
ized of its sexual and/or aggressive drive qualities. As
with the system PCS, the contents of the system CS fol-
low the reality principle and are characterized by sec-
ondary process functioning.

This stage of Freud’s thinking in which internal con-
flict was viewed as occurring between the instinctual
drives of the system UCS and the censorship and de-
fenses of the system PCS continues to be important be-
cause all of Freud’s papers on clinical technique were
written during this era. For example, he formulated the
important clinical concept of transference during this
era and emphasized the importance of analyzing
dreams. Dream analysis became synonymous with psy-
choanalytic technique during this stage as Freud de-

scribed dreams to be the royal road to the Unconscious.
Vestiges of this theoretical understanding of internal
conflict continue to appear in modern day clinical liter-
ature because Freud never reformulated his theory of
technique when he gave up this model in 1923. This
failure to recast his theory of technique has impeded
the development of modern-day thinking about techni-
cal matters as many analysts and nonanalysts alike
seem to operate therapeutically out of an outdated un-
derstanding of mental functioning and conflict.

For example, the clinical dictum that psychoanalytic
technique should aim to raise unconscious mental con-
tent to consciousness is still regarded by many as the
means by which psychoanalysis cures despite it being
overly simplistic and at odds with how most contempo-
rary psychoanalysts understand the mind to work. But
during the topographic era, Freud believed that one
only had to make the patient aware of his or her un-
conscious sexual and, later, aggressive wishes derived
from childhood in order to overcome the symptoms
and/or character traits for which treatment was being
sought. Resistance to analytic treatment at this stage
was thought to reflect solely the operation of the de-
fense mechanisms in the clinical encounter. That is, re-
sistance was the patient’s defensive attempt to protect
against the analyst’s attempts to make the analysand
aware of unconscious wishes. Resistance analysis
meant that one had to overcome the resistance so as to
allow the patient to gain access to the recesses of the
Unconscious. This formulation led to didactic if not co-
ercive practices such as telling the patient that he or
she was in a state of resistance with the implicit, if not
explicit, idea that he or she should stop doing so. Such
an approach has led many nonanalysts as well as ana-
lysts of more modern schools to criticize classical
analysis as coercive and controlling.

III. TRANSFERENCE

In this theoretical vein, Freud introduced the con-
cept of transference as a clinical phenomenon arising
within the analytic situation. Originally Freud viewed
transference as the displacement of unconscious wishes
and fantasies about past individuals in the patient’s life
onto the person of the analyst. He first viewed such
transference as an obstacle to making the unconscious
conscious, but later came to view it as an ally in the
work. That is, transference allowed the analyst to see
the unconscious wishes, feelings, thoughts, and so on,
and to bring them to the patient’s conscious awareness.
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But during this stage of thinking, too often, the empha-
sis was placed on demonstrating to the patient the un-
conscious wishes or fantasies about historical objects
rather than on understanding the reasons that such
contents had to be disguised or on the analyst’s actual
contributions to the patient’s transference perceptions.

IV. DREAM ANALYSIS

Dream analysis also took priority during this era of
psychoanalytic theorizing. Given the dream’s latent
content about unconscious wishes, the analysis of
dreams took high priority in guiding the analyst’s deci-
sions about where to intervene. The prevailing theory
of analytic cure, making what was unconscious con-
scious, led the analyst to interpret the unconscious or
latent content of the dream to the patient. In particular,
this approach to dream analysis focused on remember-
ing or reconstructing the experiences and fantasies of
childhood. At the same time, the defensive use of
dreams to avoid other less comfortable mental contents
received short shrift. So did the attempt to understand
why a childhood drive-laden experience or fantasy had
to be expressed through dreaming rather than remem-
bered and experienced more directly. Such distinctions
about whether to give dream analysis particular prior-
ity in determining analytic interventions or whether to
regard the dream as just one of many types of mental
content that can serve multiple purposes continues to
be debated in the literature and serves, in part, to dis-
tinguish those analysts who continue to practice from a
primarily topographic perspective from those who have
integrated Freud’s structural model and more recent
advances in psychoanalytic thinking into their theory
of technique.

V. STRUCTURAL THEORY

By 1923, Freud felt obliged to change his model
again, first through his important book, The Ego and the
Id, and then with Inhibitions, Symptoms, and Anxiety,
published in 1926. These two volumes are considered
to define the structural theory of psychoanalysis, a
model which once again shifted the conceptualization
of intrapsychic conflict. Essentially, theoretical incon-
sistencies in the topographic model along with the
problem of how to formulate the newfound clinical
phenomenon of unconscious guilt led Freud to revise
his understanding about what sort of conflicts gave rise

to mental phenomena. The terms conscious, precon-
scious, and unconscious remained in psychoanalytic
theory but only as adjectives describing the nature of
mental contents or processes. They no longer referred
to strata or organizations of the mind.

Instead an explicitly tripartite model with the mind
composed of three separate structures—id, ego, and
superego—was described. The use of the term structure
is a metaphor that refers to enduring patterns and con-
figurations of mental processes that show a slow rate of
change. That is, they are theoretical abstractions that
have proven valuable clinically and can be inferred from
behavior or mental content. The id is the structure that
most closely approximates Freud’s early concept of the
system Unconscious. It involves mental representations
of the twin instinctual drives of libido and aggression,
operates according to the pleasure principle, and is or-
ganized according to the rules of the primary process.
Freud conceived of the ego as developing out of and re-
taining roots in the id while the later ego psychologists
such as Heinz Hartmann described the id and ego as dif-
ferentiating out of an originally undifferentiated matrix.
Regardless of its origins the ego is described as the men-
tal structure that balances and mediates the pressure of
the id drives and superego and integrates them with the
need to adapt to the demands or pressures of the exter-
nal world. As such it operates toward the goal of preser-
vation of the individual. Thus, it involves multiple
functions, the most important of which, in regard to in-
trapsychic conflict, is defensive functioning. At times it
helps the id to gratify its drive impulses and, at other
times, it exerts defense against them in order to adapt to
the external world. Intrapsychic conflict occurs at such
times. Because successful defenses must always allow
some drive discharge, the ego facilitates the develop-
ment of compromise formations.

The third structure, the superego, was added by
Freud to help explain unconscious guilt. It is the inter-
nalized representation of parental values and prohibi-
tions—in essence a conscience as well as an ego ideal.
Conflict among these structures—structural conflict—
was seen by Freud as the genesis of all subsequent
mental phenomena. In this model, still used by many if
not most American psychoanalysts, the genesis of
symptoms or character traits is as follows. An id wish
or impulse runs into conflict with an internal or exter-
nal prohibition, which threatens the ego with a variety
of unpleasurable situations causing signal anxiety or
depression. This signal affect stimulates defensive func-
tioning, which leads the ego to find a compromise for-
mation that allows for some id gratification while also
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preventing the impulse from becoming manifestly con-
scious; the compromise formation also assuages the
prohibitions of the superego. Symptoms and character
traits are examples of such compromise formations as
are other mental phenomena. Besides the intersystemic
conflicts that can develop between these structures, in-
trasystemic conflicts also occur. These conflicts involve
clashes between mental contents of the same structure,
for example, between incompatible ideals in the super-
ego or between opposing drive wishes in the id.

VI. TECHNICAL IMPLICATIONS

Only in the past 20 years have psychoanalysts begun
to systematically revise their theory of technique to im-
plement the implications of this new understanding of
mental functioning and intrapsychic conflict. Expanding
the ego’s unconscious awareness of intrapsychic conflict
has become the focus of clinical technique based on the
assumption that such ego expansion will bring mastery.
No longer are resistances viewed as obstacles to making
the unconscious conscious. Instead the importance of
understanding the reasons for resistance is emphasized
as is an awareness that the occurrence of resistance can
be used as an opportunity to teach the patient how to ob-
serve the manifestations of unconscious conflict as they
occur in his or her free associations.

Increasingly the importance of addressing the con-
scious ego and intervening at the surface in a way that
the patient’s ego can grasp and observe is seen as more
important than deep interpretations of id content. Psy-
choanalysts now assume that unconscious id content
will emerge into consciousness under its own impetus
as the anxieties and threats that motivate the ego to

defend against them are understood. Self-analysis—the
ability to continue to observe and analyze such resist-
ances to full consciousness—is now a goal of tech-
nique and a definition of a successful analysis, as we
accept that intrapsychic conflict never disappears. In-
stead psychoanalysis aims to increase ego mastery
over such conflicts with the assumption that con-
scious awareness and understanding of such conflicts
will lead to compromise formations that are more
adaptive and less restrictive. Thus, contemporary
structural theory promulgates an approach to analytic
technique that studies all facets of intrapsychic con-
flict rather than giving therapeutic priority to one of
them. As such it can be viewed as a comprehensive
approach to analysis.
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GLOSSARY

job-finding Viewed as a chain of responses from the initial
step of identifying a job lead, each of the steps being taught
and supervised in the Job Club session, rehearsed, and ac-
tually put into practice under the supervision of the Job
Club instructor.

I. THEORETICAL BASIS

The Job Club method is based on established princi-
ples of learning similar to those used in behavior ther-
apy and by applied behavior analysis for treating
psychological problems. The process of job-finding is
viewed as a chain of responses from the initial step of
identifying a possible job lead, each of the steps being
taught and supervised in the Job Club session, re-
hearsed, and actually put into practice under the super-
vision of the Job Club instructor. Also included are
modeling (imitation), self-recording of each of the job-
seeking behaviors, progress charting, and “homework”
assignments for out-of-session behaviors. The same ra-
tionale governs the conduct of the Job Club instructor

analogous to that of the therapist in behavior therapy;
specifically, the Job Club instructor constantly rein-
forces the job seeker using descriptive praise that desig-
nates the specific behavior being praised. The
instructor is always positive, praises any action in the
direction of the final goal of obtaining a job, never crit-
icizes, and directs attention to future constructive ac-
tions rather than past difficulties.

The program takes place in a group for reasons of
cost/benefit but also to obtain group support including
finding job leads for each other, transportation assis-
tance (car pools), and assigning each job seeker a part-
ner such that they work in pairs with the partner
providing a role model, reminders, and assistance,
thereby having each person receiving continuous indi-
vidual assistance while still functioning in a group.

Also similar to behavior therapy, the Job Club pro-
gram is highly structured with standardized forms and
scripts that are individualized for each person.

II. EMPIRICAL STUDIES

Prior to 1975, many types of job-finding programs
were being promoted and used, such as those relying
on “Job Development,” or subsidized priming (such as
the G.I. bills), or motivational seminars, interview re-
hearsal, and public employment agency listings of
openings by employers. Controlled evaluation of all of
these programs using the accepted scientific require-
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ment of a randomly assigned control group was absent,
similar to the situation that had existed previously in
medicine and clinical psychology.

In 1975 my colleagues and I, as part of an Illinois re-
search group (see Further Reading) conducted the first
controlled evaluation using the Job Club method to help
normal job seekers to obtain jobs. The result was that in
3 months 92% of the Job Club members had obtained
jobs compared with 60% of those in the comparable
wait-listed control group.

In 1979, the Job Club program was evaluated with
job seekers who had severe job-finding handicaps: for-
mer mental patients, retardation, prison records, physi-
cally handicapped, and other such difficulties. As
compared to a control group of similar job seekers who
were given a motivational and information counseling
program, 95% of the Job Club members obtained jobs
versus 28% of the information counseling members. In
1980, the Job Club method was evaluated in a con-
trolled study with chronic welfare recipients by the U.S.
Department of Labor. The results were that twice as
many job seekers enrolled in the Job Club obtained
jobs than did those counseled by the agency’s existing
program.

Since that time the Job Club has been evaluated by
many different controlled studies, all of which have
found the method to be more effective than any of the
alternatives with which it has been compared. More
specifically, the Job Club has been found effective in
different studies with high school students, the elderly,
the visually impaired, the intellectually handicapped,
the chronically mentally ill, unemployed professionals,
deaf people, workforce programs, physically handi-
capped, state hospital patients, halfway house and out-
patient mental patients, alcoholics, drug addicts, those
with psychiatric disorders, criminal offenders, and in
several foreign countries.

The Job Club method also has been found empiri-
cally to decrease depression and to increase feelings of
self-efficacy, indicating its value in improving one’s psy-
chological state as well as in obtaining employment.

III. DESCRIPTION 

A. Setting

The job seekers meet as a group—preferably 8 to 12
persons in a room equipped with a large table for ease
of writing. These should be several telephone lines and
a extension phone for each primary phone such that

the assigned “buddy” and instructor can listen to all
calls made. The facility also provides a copy machine
for résumé copies, secretarial assistance for typing ré-
sumés, daily copies of the help wanted advertisements
in the local newspapers, and several copies of the Yel-
low Pages telephone directory. The room also contains
a file of job openings uncovered by previous and cur-
rent club members. A bulletin board displays for each
member a visually conspicuous record in histogram
form of the (1) number of telephone calls, (2) number
of letters written, and (3) number of interviews ob-
tained; these serve as a progress chart.

B. Schedule

The members attend each day for 2 weeks, arranging
interviews during half of each day and attending the in-
terviews during the other half of the day. The second
half of the day after the first 2 weeks is attended by all
those members who have not yet obtained a job during
the first 2 weeks. The local telephone calls, photocopy-
ing, postage, stationery, and secretarial assistance are
provided without cost to the job seekers. A new group
can start every 2 weeks.

C. Initial Session

During the initial session, the members briefly intro-
duce themselves to the group and identify what type of
work they have had and hope to obtain. A written form
is circulated on which members list their telephone
number, address, and any transportation needs. This
list is photocopied and distributed to all and arrange-
ments are made to assist those with transportation
needs. Each person is paired off with a “buddy” to
work together. An explanation of the program and its
record of successes is provided. The members are in-
structed to attend any interviews arranged in the ses-
sions that day and all future days.

D. Specific Procedures

1. Job finding is treated as a full-time job; as stated,
half of each day is spent in the Job Club office, and the
remainder of the day is spent attending interviews.

2. Personal sources of job leads. Because surveys
have consistently shown that the initial job leads for
two-thirds of jobs obtained were first identified by a
friend, relative, or acquaintance, the Job Club makes a
systematic effort to contact those persons and not to
rely primarily on published job listings.
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3. Supplies and services. As noted above, the pro-
gram provides all supplies and services necessary for
the job seeker without cost. The actual cost to the
agency has been found to be very slight relative to the
usual cost of a job-finding person.

4. Group support. Members are instructed and
prompted to assist each other with transportation,
obtaining job leads for others and providing mutual en-
couragement and advice.

5. Buddy. Each member is paired with a “buddy” to
provide each other with assistance. The buddy is given
a checklist to record the other buddy’s phone contacts
with potential employers; they review the checklist
recordings together.

6. Positive personal and social attributes. In addition
to work skills, the Job Club approach stresses the com-
munication of positive personal and social attributes.
The job seeker is shown how to identify these attrib-
utes and how to stress these attributes during an inter-
view, in the job resume, and when first contacting a
potential employer to arrange an interview.

7. Open letters of recommendation. The job seekers
are taught to obtain open letters of recommendation
that can be given to interviewers and possible employ-
ers at the time of initial contact to maximize the initial
positive impression.

8. Interview rehearsal. The program has each job-
seeker rehearse being interviewed using common ques-
tions asked by job interviewers and is given written
material describing how such questions might best be
answered for maximum benefit.

9. Interview behavior reminder checklist. The pro-
gram provides instruction and a checklist of behaviors
to be considered in interviews, such as proper posture,
eye contact, arranging a call-back date, handshake at
start and end, describing positive personal attributes,
and so on. The completed checklist is reviewed the
next day with the Job Club instructor.

10. Assistance by family. The program sends a letter
to the family (spouse, parent, or significant other) pro-
viding suggestions as to how they can assist the job
seeker, such as by actively seeking job leads, providing
needed transportation, relieving the job seeker of
household activities that would interfere with Job Club
attendance, providing encouragement, assistance in
typing or letter writing, and so on. Surveys have shown
that family members are typically a source of produc-
tive job leads.

11. Counselor individual attention. In order to pro-
vide the job seeker with continuing feedback, advice,
and support in spite of the group setting, the counselor

follows a “continuous rotation” rule in which the coun-
selor observes each club member in systematic rota-
tion, spending no more than about 1 minute per club
member. The counselor examines the forms being filled
out, listens briefly if needed on the extension phone to
job seeker calls, praises for efforts made (e.g., number
of leads collected), and gives brief instruction as to what
to do until the next counselor contact. This procedure
plus the “Buddy” procedure described earlier provides
continuous feedback and support.

12. Telephone book. The “Yellow Pages” of the local
telephone book is used as a major source of job leads in
the session. Because companies are conveniently listed
by the type of business, the job seeker contacting those
businesses will know if they are likely to utilize the job
seeker’s skills. As noted above, surveys have consis-
tently shown that jobs were obtained from contact with
nonpublicized sources.

13. Current job leads leading to new leads. Because
personal contacts have been found to be the most fre-
quent source of productive job leads, job seekers are
taught (and supervised in session) to request additional
leads from any contact person who has no positions
immediately available; this situation occurs often in the
telephone book contact, with friends, or at the termina-
tion of unsuccessful interviews.

14. Auto transportation is often a problem for job
seekers possibly because of insufficient funds, or rela-
tive lack of public transportation in rural areas. As
noted in “Group support” earlier, the club members are
encouraged to assist these members with this need.
Also as noted previously in “Assistance by family,” fam-
ily members are sent a letter urging them to supply
auto transport to interviews and indeed to the Job Club
location as well as to the job site when a job is ob-
tained.

15. Telephone as initial contact. Rather than using
actual “drop-ins” as a method of contacting potential
employers, which usually allows 2 to 4 contacts per
day, the Job Club arranges for the telephone to be used
as the initial contact to arrange an interview. The tele-
phone contacts can be made under supervision in the
Job Club session and in great number.

16. Number of sessions. The goal of the Job Club is to
obtain employment for all (100%) of the job seekers. If
a fixed number of sessions are allowed, the most needy
or job handicapped are likely to remain unemployed.
Therefore, the Job Club program allows and encourages
continued attendance until a job is obtained. Even after
a job is obtained, the members are encouraged to return
if they again become unemployed. This continual access
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is logistically made possible by having the continued ac-
cess members meet in the afternoon each day, while
new members meet in the morning hours, with a new
group starting in the morning every 2 weeks. After the 2
weeks, the members attend in the afternoon. In prac-
tice, past club members attend only occasionally, usu-
ally to use the copy machine, or telephone, or to obtain
postage or typing assistance, but this continued avail-
ability appears very important in assuring the most dif-
ficult-to-place persons that they will not be abandoned.

17. Multiple sources of job leads. Surveys reveal that
productive job leads result from many sources, prima-
rily from personal contacts, but also about a third from
various public announcements. The Job Club accord-
ingly emphasizes primarily the personal sources (see
“Personal Sources of Job Leads” earlier), but also com-
mon public announcements that are obtained by visits
to a local public service employment agency, and an-
nouncements in newspapers’ help wanted advertise-
ments and professional and trade newsletters.

18. Personal orientation of résumé. In recognition of
the great role played by personal attributes, the résumé
does not only chronicle the Job Club members’ job-rel-
evant experience but also positive personal attributes
of the job seeker, such as being “a team player,” a
“leader,” “dedication to one’s employer,” “motivates the
employees reporting to him,” “needs no supervision,”
“well-liked by customers and fellow employees,” and
so on, whichever attributes honestly apply to the spe-
cific job seekers. These personal attributes are noted
and emphasized in the interview as well.

19. Type of job applied for. In recognition of the di-
versity of skills of a given job seeker, they are encour-
aged to apply for more than one type of position (grant
writer as well as English teacher, for example) and also
to list the diversity of their experiences that may not be
evident from the listing of their work history, such as
being multilingual, computer proficient, organizing
groups for community service, or club projects leader.

20. Structured job-seeking schedule. The job seeker is
given preprinted forms and taught by the counselor to
use them to arrange each day’s activities with regard to in-
terviews (date, time, name of interviewer, address, tele-
phone number, etc.), call-backs after an initial inquiry or
after each interview, persons to contact for possible leads,
and so on. By structuring each day’s activities the job-
seeker’s job search is focused, organized, and full-time.

21. Job Seeker Progress Feedback. A major problem
in the job search is the discouragement and loss of mo-
tivation that results when no job placement has resulted
from one’s initial efforts. To help overcome this prob-

lem, the program provides feedback to the job seeker
via a visual display on the wall of the room depicting
separately how many interviews, telephone calls, and
letters were completed by the job seeker since the start
of the research. Also on the wall is a chart showing how
the probability of success increases as the number of in-
terviews increases, as determined by the results of all
previous Job Club members. A job seeker’s attention is
directed to this chart as feedback on how his or her ef-
forts are increasing the probability of success even
though no placement has yet been obtained.

22. Counselor’s style. The counselor’s style is consis-
tently positive, never criticizing or pointing out short-
comings or errors in carrying out the specific steps of
the search. Rather, the counselor praises all progress
and all efforts, even the fact of attendance. To address
any omissions or errors, the counselor follows a “fu-
ture-oriented” style, describing to the client what
changes or additions might be made in future efforts to
improve the chances of success.

IV. SUMMARY

The Job Club method is a program for assisting job
seekers to obtain employment that has been found ef-
fective in several controlled outcome studies. It requires
an experienced counselor as the leader and functions in
a group format. The members do not passively listen to
suggestions, but rather are actively engaged and super-
vised in the job search during each session by obtaining
job leads and arranging interviews. The sessions con-
tinue for each job seeker until he or she obtains a job or
discontinues attendance. The results of this intensive
program has been that more than 90% of the attendees
obtain employment. The program is based on the prin-
ciples of learning and motivation embodied in the psy-
chological body of knowledge known as behavioral
psychology, which emphasizes rehearsal and functional
improvement.

See Also the Following Articles
Behavioral Contracting � Contingency Management �

Good Behavior Game � Homework � Token Economy �

Vocational Rehabilitation

Further Reading
Amvine, C., & Bullis, M. (1985). The Job-Club approach to

job placement: A valuable tool. Journal of Rehabilitation of
the Deaf, 19, 18–23.

66 Job Club Method



Azrin, N. H., & Besalel, V. A. (1980). A Job Club counselor’s
manual: A behavioral approach to vocational counseling.
Austin, TX: Pro-Ed Publisher.

Azrin, N. H., Flores, T., & Kaplan, S. J. (1975). Job-Finding
Club: A group assisted program for obtaining employment.
Behavior Research and Therapy, 13, 17–27.

Azrin, N. H., & Philip, R. A. (1979). The Job-Club method
for the job-handicapped: A comparative outcome study.
Rehabilitation Counselors Bulletin, 25, 144–155.

Azrin, N. H., Philips, R. A., Thienes-Hontos, P., & Besalel, V.
A. (1980). A comparative evaluation of the Job Club pro-
gram with welfare recipients. Journal of Vocational Behavior,
16, 133–145.

Elksnin, L. K., & Elksnin, N. (1991). The school counselor as
job search facilitator: Increasing employment of handi-

capped students through job clubs. School Counselor, 38,
215–220.

Jacobs, E. (1984). A skills oriented model facilitating employ-
ment among psychiatrically disabled persons. Rehabilita-
tion Counseling Bulletin, 28, 87–96.

McGurvin, M. C. (1994). An overview of the effectiveness of
traditional vocational rehabilitation services in the treat-
ment of long-term mental illness. Psychosocial Rehabilita-
tion Journal, 17, 37–54.

Murphy, G. C., & Athanson, J. A. (1987). School to work
transition: Behavioral counseling approaches to the prob-
lems of finding jobs for unemployed adolescents. Behavior
Change, 4, 41–44.

Stilham, H. H., & Remley, T. P. (1992). The Job Club method-
ology applied in a workforce setting. Journal of Employment
Counseling, 29, 69–76.

Job Club Method 67



I. Introduction
II. Description of Treatment(s)

III. Theoretical Bases
IV. Empirical Studies
V. Summary

Further Reading

GLOSSARY

(Archetypes are preceded by asterisks. Some are also corre-
lated [in brackets] to characters in the popular film series
“Star Wars,” as these were deliberately designed by George
Lucas to represent Jungian archetypes.)

active imagination A practice whereby imagery is deliber-
ately engaged as though one were participating in one’s
dreams while awake. [As when Luke “feels the Force.”]

amplification Used chiefly as a method of dream interpreta-
tion, whereby the therapist explicates a patient’s dream by
relating those myths, legends, fairy tales or otherwise
archived symbol, images, and stories that seem most perti-
nent to the dream.

analysis (Jungian) The formal designation given Jungian psy-
chotherapy within the Jungian world, reflecting Jung’s
early role in the development of (Freudian) psychoanaly-
sis. However, the practice of Jungian therapy is very unlike
that of classical psychoanalysis.

* anima A personified representation (imago) of the unde-
veloped feminine potential in a man. [Princess Leia]

* animus A personified representation (imago) of the unde-
veloped masculine potential in a woman. [Han Solo]

archetypal (Jungian school) Followers of James Hillman.
Hillman considers there to be no “Self”—and no “self” ei-

ther. His school focuses on literary elaborations of arche-
typal motifs rather in the spirit of Lacan and of decon-
structionist literary criticism. He terms his approach
“archetypal psychology.” While much admired throughout
the Jungian world, it has no formal structure (e.g., training
methods, programs, or institutes). It may be thought of as
being focused on the technique of amplification, narrowly
and for its own sake.

archetype An innate, latent nucleus of personality predispo-
sitions conforming to a consistent set of attitudes, ideas,
emotions, and behaviors. Symbolically represented as the
stereotyped characters of myth, fable, and literature.

classical (Jungian school) Followers of Jung’s original formu-
lations. The classical school is emphasized in this article
and relates Jungian analysis as less a form of therapy than a
modernized Gnostic spiritual discipline: a sacred journey
or quest to achieve full realization of the Self. [Luke Sky-
walker is the hero of the quest]

* collective unconscious The various archetypes; the innate
preformed structure of the psyche.

developmental (Jungian school) Followers of Jung whose pri-
mary interest is in practical therapeutics. Formerly termed
the “clinical” school, which is more accurate. However, it
is also true that this school assumes that adult personality
develops largely on the basis of childhood developmental
process. The classical school is more interested in adult de-
velopmental changes while the archetypal school consid-
ers development a “fantasy.”

extraversion One of two fundamental orientations of a per-
son. The extravert directs interest and adaptive effort chiefly
toward the outer world and other people.

Gnosticism A perennial religious philosophy that identifies
God (or a god) with an interior state of “illumination”
available only to initiates. Gnostic strains accompany the
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mystical practices of most religions. Gnostic variants of
Christianity have always been the chief source of heresy in
the Church’s view. [The Jedi Knights]

* Great Mother A personified representation (imago) of on
the one hand the experience of being comforted and nur-
tured, and on the other, of being terrifyingly vulnerable to
the withdrawal of same.

individuation process The process of achieving “wholeness,”
wherein all competing aspects of the personality are ac-
cepted, integrated and harmonized. Marked by the appear-
ance of the Self, and by subjective states of a religious or
spiritual character.

inflation Hypomania.
introversion One of two fundamental orientations of a person.

The introvert directs his interest and adaptive efforts chiefly
toward the inner world and himself.

mandala A term from Buddhist iconography, these are com-
plex images whose basic structure consists of a circle sub-
divided into four major quadrants, and further subdivided
or inscribed with complex, highly symmetrical, often re-
cursive designs. Mandala-like imagery represents the Self
and is expected to emerge spontaneously in dreams and vi-
sions as the sign of a successful individuation process.

personal unconscious Jung’s term for what Freud called the un-
conscious (i.e., repressed material) in contrast to archetypes,
that are presumed never previously to have been conscious.

psychoid A necessarily ill-defined term that refers to the puz-
zling mind-brain interface.

* Self The entirety of the personality encompassing both con-
sciousness and the unconscious; an experienced unity of all
archetypes; the endpoint of the individuation process. Often
felt subjectively as the presence of God and so symbolized in
dreams, visions, and in cultural products. [*The Force]

* shadow A personified representation (imago) of the per-
sonal unconscious. [Darth Vader. But the “dark father” is
not typical.]

synchronicity The relatedness of two events solely on the
basis of their meaning to an individual, in the absence of
any possible direct or indirect causal relation. This related-
ness was held by Jung to be in some sense objective, how-
ever, and not merely in the mind of the individual(s)
perceiving the meaning. Pathologically: ideas of reference.

* trickster A personified representation (imago) of a capacity
for paradox, and concealed wisdom, messenger to the
gods. [C3PO and R2D2]

types A set of innate personality predispositions on three or-
thogonal axes.

* wise old man A personified representation (imago) of a ca-
pacity for spiritual insight and experience. Leads to the
Self [apart from their ears, Joda looks exactly like Jung.]

I. INTRODUCTION

Jungian therapy (“J_analysis”) is a face-to-face psy-
choanalytic psychotherapy based on psychodynamic

principles elaborated by the Swiss psychiatrist Carl
Gustav Jung (b. July 26, 1875, Kesswil, Switzerland; d.
June 6, 1961, Küsnacht) after his break with Freud and
classical psychoanalysis around 1912. In sharp contrast
to the early psychoanalytic model of the mind re-
stricted to instinct, drive, and defense, Jung postulated
an innate, irreducible, and thus additional psychic need
to apprehend meaning and to express it symbolically.
This need most commonly generates a religious im-
pulse that cannot in every case be derived from (nor
need always be a defense against conflict with) the bio-
logical drives. When ignored or blocked, this need can
produce not only unhappiness, but psychological dis-
tress and eventually overt symptoms. Jung considered
the now-widespread dismissal of religion as driven less
by rational disillusionment than by hubris.

Classical Jungian therapy therefore aims at pro-
moting an “individuation process,” marked by an in-
dividually determined interior experience of a
markedly mystical character. Jungian scholarship in-
corporates and interprets a vast, world-spanning
body of mythological, religious, mystical, and occult
references. Jungian ideas are widely embraced within
artistic, literary, religious, and pastoral circles, but re-
main largely peripheral to academic psychology and
psychiatry.

Jung anticipated many later trends: “ego-psychology,”
which defines, and focuses treatment toward expanding
a defense-free domain of the ego; the ideas of Otto
Rank, who similarly focused on free will; Heinz Kohut
with his emphasis on a “self” developed out of “normal
narcissism”; Hans Loewald’s re-evaluation of regression
as not merely restorative but creative; and Abraham
Maslow’s notion of “self-realization.” Todays easy blend-
ing of “new age” psychotherapy and spirituality like-
wise parallels Jung’s approach—and was in large part
fostered by it.

II. DESCRIPTION OF
TREATMENT(S)

A. Historical Backdrop

It took about 1000 years for European culture to
consolidate around a relatively uniform body of Christ-
ian, creedal beliefs. That this would happen was by no
means a foregone conclusion. The main competitors to
early and medieval Christianity formed a group of
philosophies and theologies loosely called “Gnostic.”
They shared with each other, and with many Eastern
religions, the view that the goal of spirituality was a
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form of personal “illumination,” a specific state of
mind, if you will.

Jung considered his “analytic psychology” to be a
modern reformulation of these same ancient Gnostic
principles. The mass return to these ancient mysticisms
that marked the 1960s was therefore unsurprisingly
characterized as well by a sudden upsurge of interest in
Jung. (Timothy Leary applied to the C. G. Jung Insti-
tute of Zürich in 1971 but was rejected.)

Jungian psychology arose within an unusually gifted,
accomplished, and eclectic circle of continental scien-
tists, artists, poets, writers, and theologians who gath-
ered around the person of Jung (see, for example, the
proceedings of the Eranos Conferences of the 1930s and
1940s). Most shared with Jung a deep hunger for the
mysterious and a visceral dislike of the rationalism and
materialism that they considered Freudian psycho-
analysis to embody—indeed, modernism altogether.
But they were also too sophisticated for the fading reli-
giosity of pre–World War I Europe.

They were seekers, an intellectual elite that heralded
the new-age spirituality that would explode in populist
form worldwide two decades later. As Jung conceived
it, “analysis” should stimulate the “Self” to emerge,
heralded by imagery associated with God (dreams; in-
duced visions called “active imaginations”) and accom-
panied by the unique emotions attending divine
revelation. This “individuation process,” hence classi-
cal Jungian therapy itself, therefore has a markedly
spiritual—specifically Gnostic—cast.

Nonetheless, Jung had a strikingly open mind to-
ward what we now call “biological psychiatry.” In the
mid-1950s he chaired the First International Congress
on Chemical Concepts of Psychosis, having formulated
a prescient biochemical theory of schizophrenia—in
the same book in which he first outlined his religiously
based objections to Freudian psychoanalysis. Freud
had specifically appointed Jung his “prince and heir,”
and as Jung was a rising young psychiatrist assigned
him the task of “conquering for psychoanalysis the psy-
choses,” as Freud himself had the neuroses, by showing
that psychotic imagery, like dreams, consisted of the
same infantile conflicts, in disguised form, as in neu-
rotic fantasy. But Jung concluded otherwise: Psychotic
imagery was a rigidified self-portrait of innate, biologi-
cally foundational brain processes. They were on this
genetic basis universal, and did not arise from the idio-
syncratic conflicts of an individual mind. Such imagery
was accessible in normal states as well, mystical and
creative ones in particular; their emergence and fixed-
ness in psychosis was due neither to spiritual develop-
ment nor creative genius but rather, he guessed, to a

destructive toxin. To treat all such imagery as born of
neurotic conflict at once grossly underestimated both
art and religion and grossly overestimated both the
neurological integrity of a brain affected by psychosis
and the power of psychoanalysis as a treatment
method. Empirically, if not strictly speaking scientifi-
cally, Jung was well ahead of his time on both points.

Jungians after Jung have been keen students of other
schools of psychotherapy—object relations theory, the
ideas of Heinz Kohut, Gestalt therapy, for example, even
classical psychoanalysis—as much as they have been
keen students of religion, both new and old. However,
those Jungians most interested in other schools of ther-
apy tend not to be the ones most interested in religion.
This difference in “culture,” as it were, underlies the
major divisions in the Jungian world, markedly enough
so that conferences in the 1970s and 1980s explicitly ad-
dressed the conflict between a second-generation “clini-
cal” camp and Jung’s first generation of followers. The
clinical practices of the former are scarcely distinguish-
able from the clinical practices of any well-trained, psy-
chodynamic psychotherapist, even if the language they
use is different.

By the 1980s, yet a third strand in Jungian thought
and therapy had developed, largely under the influence
of James Hillman, whose talents and approach to treat-
ment are chiefly literary, with a strong “deconstruction-
ist” cast. Whereas Jung and his early followers sought a
form of enlightenment as symbolized by the emergence
of a unitary “Self,” Hillman and his followers pursue
rather a never-ending process of poetic interpretation
and story-telling whereby any (and every) firm belief
save one can ultimately be “seen through,” as they put
it: deconstructed not into a set of socially inculcated
self-serving biases, but into a set of transcendental self-
serving illusions (“gods”). Whereas Jung made an ex-
plicit analogy between the “Self” and God (or to a
Gnostic Christ), Hillman makes an explicit analogy be-
tween his “archetypal psychology,” and the god Her-
mes, messenger among all the gods—and trickster to
their self-importance.

The sole firm belief opaque to Hillman’s archetypal
psychology is, of course, the firm belief that any and
every firm belief can ultimately be “seen through,”
the belief on which depends the trickster’s own self-
importance.

These three Jungian camps have now acquired more or
less formal names: the “classical,” “developmental,” and
“archetypal” schools, respectively. (No school wants not
to be called “clinical.”) A brief analysis of the same case
as approached by representatives of each of the schools
may be found in The Cambridge Companion to Jung, and
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an excerpted web version at http://www.iaap.org/arti-
cles/ccj3approaches.html. What follows is a synopsis of
classical, hence distinctively Jungian, psychotherapy.

B. Classical Jungian Therapy

1. Format
Jungian therapy (“Jungian analysis”) is conducted

face-to-face. Jung believed that the “neutrality” of the
classical psychoanalyst was undesirable—because
largely illusory. He was the first to argue for a more
“personal” form of psychotherapy in which the mixing
of the patient’s problems and biases with those of the
therapist would be accepted as a virtue. Treatment ses-
sions last about an hour and take place no more than
three times weekly, more typically once or twice.

2. Process
Classical Jungian therapy has two chief components:

dream interpretation and “active imagination.” Dream
interpretation begins immediately; active imagination
is a method usually employed later.

a. Dream Interpretation The Jungian approach to
dream interpretation uses two main techniques: associ-
ation and amplification. To associate to his dream, the
patient freely expresses, without censorship, any
thoughts that the imagery brings to mind. In contrast
to classical psychoanalytic technique, however, Jun-
gian-style association is interrupted, not free. It is akin
to the limited association Jung asked of his subjects in
his early word-association studies: Once a link is estab-
lished by the patient between an element of the dream
and some aspect of the patient’s life —past or present—
the therapist encourages him or her to set that element
aside and associate to other aspects of the dream. Jung
insisted that while associations eventually lead toward
a patient’s familiar conflicts (which he called “com-
plexes”) they wandered away from the specific mean-
ing of the dream to which they were tethered.
Inevitably, the lack of new information will lead both
therapist and patient to devalue dream interpretation.
Over the years, this is exactly what has happened in
most schools of psychoanalytic psychotherapy. On the
other hand, those classically trained Freudians in
whose hands dream-interpretation remains a vital art
(and those patients who have likewise learned its vital-
ity) invariably interrupt free associations in precisely
the way Jung argued they should—a matter more of
common sense than of deep theoretical distinction.
Jung’s rather overly sharp argument with free associa-
tion also reflects the relatively limited role played by

conflict, repression, and compromise in the (early) Jun-
gian psychodynamic theory of symbol and symptom
formation, hence in the classical Jungian approach.

For both practical and theoretical reasons, in the
early stages of a classical Jungian treatment, dream in-
terpretation consists in teaching the patient (by com-
mentary, not directive) how to make plausible links
between the elements of the dreams and their personal
concerns. Early on, the dreams are expected to be of
the kind familiar to most psychotherapists: fleeting,
fragmentary, often confusing.

Patients are encouraged to keep careful records of
their dreams, and to note their responses both to the
dream imagery itself and to any of the personal material
evoked by the dreams. They are likewise encouraged to
express both the dreams and their responses in plastic
form: drawing, painting, poetry, story-telling, music,
even dance, as the patient is inclined. For perhaps two
years, a classical Jungian analysis may consist of little
else but attention to dreams.

Over time, it is anticipated that the character of the
dreams will subtly change. From reflecting a more or
less self-evident preponderance of personal problems
and concerns expressed in idiosyncratic images com-
posed largely of memory traces, the dreams will begin
to become more mysterious—harder to link to personal
experiences—and will take on a more general charac-
ter. More fable-like, such “big dreams” employ the uni-
versal characters of myth and legend: heroes, villains,
monsters, kings, queens, princes and princesses, fan-
tastic landscapes. They are also more likely to unfold as
full-scale dramas, with a coherent structure. This kind
of imagery is termed “archetypal,” by which Jung
meant to indicate at once their common and their fun-
damental nature. He considered these figures, and the
dramas they engaged in, to be the intrapsychic repre-
sentation of the innate structure and dynamic of the
human psyche, the “images of the instincts.” Out of the
inherent repertoire of such dramas (aspects of brain
function that presumably evolved as discrete patterns
of adaptive response to being a human being in a typi-
cal human setting), the ones that are individually em-
phasized in each person reflect the psyche’s deepest
response to particular challenges constructed from the
common, evolved responses of the human species to
like challenges. Variations in this response unique to
each individual’s specific genetic background may be
evident as well, especially if these reflect relatively
long-term adaptational pressures that affected many
ancestral generations.

Once criticized as dangerously racialist, such notions
tend nowadays to be taken for granted in evolutionary
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medicine—as for example in the strong genetic pigment
correlations and statistically near-perfect north–south
geographic gradient in the distribution of seasonal affec-
tive disorder. Group differences in innate brain-based re-
sponse patterns attenuate, naturally, as the human gene
pool becomes increasingly mobile and admixed. It
should be said, however, that the classical Jungian thera-
pist attributes to these patterns a transcendent meaning
that goes beyond purely biological explanations.

b. Active Imagination Once a patient has begun to
experience “big dreams,” they are encouraged to take
their expressive engagement with the material a step
further. The patient will be guided to converse with the
dream figures in imagination. The goal is to achieve a
state of mind akin to certain forms of meditation that
utilize explicit visualization. These meditative practices
can be found worldwide and are detailed, for instance,
in Jewish Kabbalistic, medieval Christian-contempla-
tive, Tibetan Buddhist, and Chinese Taoist texts, inter
alia. When successful, the visualized dream characters
are experienced as holding up their end of the conversa-
tion, as it were, on their own, not as being invented by
the patient in the way that an author invents dialogue.

On the other hand, it is not uncommon for authors
(indeed, anyone experiencing creative inspiration) to
feel that certain ideas appear spontaneously. But the
purpose of “active imagination” is not artistic but
rather to learn from whatever the “characters” them-
selves have to say. “Active imagination” is a state of dis-
sociation, cultivated for constructive purposes rather
than for defense. Arguably, it has much in common
with classical free association. The major difference be-
tween active imagination and free association—and be-
tween individuals drawn to the one and those drawn to
the other—may precisely be the well-known individual
differences in dissociability. The temperament of Jun-
gians, both patients and professionals, may therefore
tend on average to be more expressive, sentimental,
and “hysteroid”; of Freudians, more restrained, intel-
lectual, and “obsessive.” An older parallel distinction is
that between the romantic and the classical types. In
sum: That which Freudians dichotomize by the ab-
stractions “hysteria” and “obsessionality,” Jungians po-
eticize as the enmity of Apollo and Dionysus.

3. Individuation
In any event, not everyone has a knack for active

imagination. Those who do are considered to have the
essential skill for the “individuation process.” Utilizing
active imagination as its chief vehicle, the Jungian
analysand may now undergo a lengthy series of imagi-

native encounters with the major “archetypes.” These
appear as larger-than-life beings of mythic proportion
and (in the meditative state) so real as to engender in-
tense emotional response. The therapist’s role at this
stage is two-fold: First, to ensure that the emergence of
this archetypal material is paced so as to minimize the
risk of “inflation” (hypomania); and second, to guide
the analysand toward literature that “amplifies” the
meaning of the emerging themes.

Jung’s own autobiography remains the best example
in the literature of such a state, and of the difficulty of
discriminating among deliberate active imagination,
psychotic hallucination, and extreme dissociation.
There are some individuals who are able to engage in
active imagination but who should not, because of its
potentially destabilizing effects.

In a successful individuation process, the encounter
with the archetypes greatly expands the individual’s
sense of meaning and purpose in life, and their flexibil-
ity in adaptation. Potentials previously unrecognized
and untapped may be awakened, and aspects of the
personality that had lain fallow may now be cultivated
and incorporated, yielding greater “wholeness.”

Jung believed that such an expansion of the person-
ality was marked in dreams and active imagination by
the spontaneous appearance of symbols of the “Self.”
These are images whose basic geometric format is the
quartered circle (“mandala”). They are strikingly simi-
lar to symbols utilized worldwide to represent God; in
polytheistic cultures, the highest god; in Gnostic reli-
gions, the union of all gods.

The symbol system Jung considered closest to that
which emerges in modern patients was that of the al-
chemists. Their journey to all the planets, their “subli-
mation” of lead through various metals to gold, their
quest to unite ever higher-level opposite elements to
form the Philosopher’s Stone: All symbolized the trans-
formation of personality by the progressive encounter
with and integration of the “lesser” gods within to form
the “Self”—hence the capitalization.

The ideal classical Jungian individuation process is ex-
pected to traverse the following stages: (1) Integration of
the “personal unconscious,” or “shadow,” loosely
equated with the unconscious as defined in psychoanaly-
sis; this prepares the individual for integration of the
“collective unconscious,” that is, the archetypes; to wit
(2) the “anima”—unrealized feminine aspects of a man,
or “animus”—unrealized masculine aspects of a woman;
(3) the “Great Mother,” the embodiment of everything
maternal, both nurturing and engulfing, as nature herself
can be; (4) the “Wise Old Man,” the embodiment of
“spirit”; (5) the “Self,” an overarching union of all of
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these, that is at once the superordinate representation of
God and the foundation of individual identity (as in the
equation of Atman and Brahman in Hindu mysticism; or
of Christ and the person in orthodox Christian theology).

Individuation itself is a never-ending process. Jung
considered the ignition of the process in therapy, and at
least some substantial experience of the “Self,” to be
the goal of therapy. With the acquisition of a sense of
meaning and higher purpose in life, symptoms may be
expected either to disappear or, if not, to have taken on
the kind of meaning that allows them to be accepted as
a gift rather than a hindrance.

III. THEORETICAL BASES

In classical Jungian therapy, practice and theory are
intimately intertwined. A common criticism of Jungian
therapy is that it amounts to the indoctrination of the
patient in a specific quasimystical worldview. The classi-
cal Jungian would sharply deny that this is criticism;
Jung and many of his followers explicitly consider the
individuation process to be a modern equivalent to an-
tique rites of initiation into the cult and doctrine of cer-
tain gods and/or goddesses. But he would balk at
“indoctrination.” A central tenet of Jungian theory is
that the “initiatory” sequence of archetypes emerges
spontaneously from within the patient, rather than being
overtly or covertly taught. Similarities to any external se-
quences arise because of innate predispositions that un-
derlie the symbol-making potential of the human brain.

Evolution suggests that the brain should develop
predispositions to apperceive experience according to
common if flexible categories and patterns (like the
newborn whose mouth conforms, without instruction,
to the negative space of a human nipple). Fully formed
“images” per se need not be embedded innately for
common forms to emerge widely. Nor can simple com-
monality of experience account for all the overlap in
imagery: Even motherless infants hunger for her ex-
pected presence. (This particular line of reasoning led
to a rapprochement in the United Kingdom between
followers of Jung and of Melanie Klein.)

A. Biology versus Spirit 
in Jungian Therapy

Against this one may argue that Jung developed
Jungian therapy not empirically but much as did
Freud: out of a lengthy attempt to define himself, free
from serious outside accountability, with patients

turning into followers, and with data from all. The
importance and plausibility of the archetypal hypoth-
esis notwithstanding, the vast body of Jungian writ-
ing detailing “archetypal imagery” in case studies can
provide no compelling supportive evidence for it.
Today’s Jungian therapists are therefore far less likely
to assume that something is archetypal just because it
looks like it.

What exactly is an innate structure of the psyche?
Jung’s revolt against Freudian reductionism led to
Jung’s claim that there is a “level” of the psyche deemed
“psychoid,” that is at once both instinctive and tran-
scendent. Critics argue that this is a mere assertion and
that the concept “psychoid” is ill-defined. In effect,
Freud argued that society strikes a never-wholly suc-
cessful compromise between animal desires and a
wholly pragmatic civility, religion of any kind serving
to enforce the precarious dominance of the latter. Jung
argued that society need strike no such balance, since
in the form of spirituality he advocates desire and civil-
ity become one; only organized religion is a problem in
stifling both spirituality and instinctive gratification.

The religious instinct, Jung thus argues, is real, not a
defensive pose taken up by one of the animal instincts
to help us avert our gaze from its true intent. Like any
instinct, it has an underlying nervous system physiol-
ogy that is relatively invariant among all human beings.
Hence, its patterns of expression, and the sequence of
maturational steps it follows, are similarly invariant. It
may be ignored, as may any other instinctive drive, but
only at significant cost: a sense that life is ultimately
meaningless. On the other hand, Jung argued, spiritu-
ality that defines itself as unconnected to instinct tends
to become sterile and unfulfilling, a criticism he leveled
without cease at Christianity.

A dominant Eastern model for the individuation
process in early Jungian circles (in the 1930s) was
therefore Kundalini Yoga, a form of mystical practice in
whose original (Tantric) form enlightenment could be
achieved via the sacred sexual union of the male and fe-
male practitioners. The corresponding Western model
was, again, alchemy, the symbolic content of which was
explicitly sacred-sexual, the “union of opposites” de-
picted as the explicit sexual conjugation of a naked king
and queen; and the practice of which involved a male al-
chemist and his “mystical sister” (soror mystica) work-
ing together in sacred precincts of the “laboratory.”

In the classical Jungian model of therapy as individua-
tion, an intense mutual emotional entanglement of ana-
lyst and analysand was anticipated and cultivated. As in
psychoanalysis, these emotions are termed “transference”
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and “countertransference,” but they are not interpreted
as the emergence of long-repressed infantile longings
whose original objects are found in the family. Rather,
they are understood as the awakening of never-before ex-
perienced longings whose proper objects are divine.

To penetrate into the depths of the psyche in a classi-
cal Jungian analysis is therefore meant to be a pro-
foundly spiritual journey whereby the tension between
material drives and spiritual longings are resolved by
their union. Such a journey has importance beyond the
resolution of an individual’s personal conflicts: To
achieve in any significant measure a “union of matter
and spirit” is to contribute to the building of a new ex-
plicitly post-Christian spiritual epoch. In light of mod-
ern culture-wide sentiments it is remarkable that Jung
and his followers elaborated all these ideas well before
World War II.

B. The Structure of the Psyche

1. Conscious versus Unconscious
For Freud the unconscious is primarily a set of prim-

itive, unacknowledged desires that to remain out of
sight require an ever-expanding construction of mutu-
ally reinforcing false ideas, self-serving attitudes, and
conveniently filtered, distorted and, as needed, in-
vented, memories. But such freedom from self-knowl-
edge demands an exhausting vigilance. Psychoanalytic
treatment therefore consists largely of a tactful under-
mining of this vast defensive fortress. Treatment re-
leases the energy invested in defense for other
“constructive” purposes.

To that aspect of the unconscious that is more than
what has been repressed psychoanalytic theory did
once accord a place—Freud recognized that some
dream images, for example, represented “vestiges” of
an early stage in the (biological) evolution of brain
function. But as the term “vestige” suggests, he consid-
ered this material of little practical significance. It is
rarely even mentioned anymore.

Jung’s dislike of psychoanalytic theory, and of Freud’s
worldview, follows rather directly. Freud’s insistence
that all human activities are but distorted variations of
material, instinctive drives—that “higher meaning” is
therefore nothing but cheesecloth veiling the bleak
truth of reality—seemed to Jung much like what the al-
chemists called “the universal solvent.” In its attack, it
excepts nothing: not even the beaker supposed to con-
tain the solvent; not even, therefore, psychoanalysis it-
self. In such a bleak view, there are no “constructive”
purposes in whose service all that freed energy can be

placed without some new illusion to sustain it. “Subli-
mation” therefore is not sublime, it is merely the “high-
est’ form of defense against reality.

For Jung, by contrast, the structure created by re-
pression is the trivial and uninteresting aspect of the
unconscious (the “personal unconscious”). What
Freud considered a mere vestige, Jungians view as the
essential, inherited anatomy of the psyche, and by
virtue of its link to spirit, the pathway toward higher
meaning. Jungians argue that meaninglessness is a pri-
ori pathogenic, and to train people to accept it is to in-
duce, not alleviate, both psychological and societal
disorder. The Nazis succeeded, Jung argued, because
they offered Germans meaning, whereas Weimar de-
prived them of it. The power of his simple insight—
that no one accepts meaninglessness—was severely
compromised by Jung’s own early flirtation with Nazi
ideology.

The repressed material of the personal unconscious
may need to be dealt with first, but the individuation
process proper will only begin when material from the
deeper levels of the collective unconscious begins to
emerge. This deeper material is not considered to be a
disguise for otherwise unacceptable but perfectly ex-
pressible thoughts and feelings. The mythic imagery is
treated rather as genuine metaphor—that is, the best
possible representation of profound states of mind oth-
erwise inexpressible. The repressed material of the per-
sonal unconscious and the innate archetypes of the
collective unconscious are related in that personal con-
flict, hence repression, develops only around matters
that are of inherently profound import.

2. Archetypes
The infant is born hard-wired to form an attachment

to a specific kind of external object. Later, to this latent
expectation there becomes associated a specific set of
sensory impressions. But the innate representation can
never adequately be embodied by any real experience
or memory. Instead, the mind, when released from the
criticisms of rationality, will creatively weave to-
gether—from memory and from imagination—what-
ever fragments it needs to paint a portrait of the
hidden, never before “seen,” yet more “real,” more
deeply longed-for and feared “Great Mother,” the “ar-
chetype” against which all human mothers—indeed,
all women—are subtly going to be judged; and against
which they subtly judge themselves.

Religion and therapy come together in this model
when the compulsive philanderer, say, realizes that not
only is he pursuing his mother in the guise of other
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women (the personal unconscious at work), but that his
disappointment in his mother arises less from her flaws
as a person than from his previously unacknowledged
longing for a Mother of the sort not ever available in
earthly form (an element of the collective unconscious).
The latent, preformed imago of “mother” Jung called
the “Great Mother” archetype. A family of archetypes
constitutes the basic structure of the human psyche.
Such a viewpoint has much in common with later “ob-
ject relations” psychoanalytic theory except that for
Jungians, “introjects” do not come from the outside—
they begin within, are projected outward onto more or
less suitable objects, and only then reintrojected.

Many Jungian archetypes have obvious parallels in
typical human experience and so lend themselves to a
more standard psychoanalytic or object-relations rein-
terpretation: Perhaps images of the “Great Mother” are
energized not by innate, universally human expecta-
tions but by experiences that are universal, or nearly
so, subjectively processed. (The Jungian model is clos-
est to an interactionist model.) But other archetypes are
not so easy to reinterpret this way. For example, the so-
called trickster figure, common to many folk religions,
and especially to shamanism, was the veritable patron
god of alchemy in the form of Hermes (Mercurius).
Why jokes, trickery, adolescent mischief-making, chi-
canery, and even outright duplicity should have so
honored a place in certain forms of spirituality is hardly
self-evident—unless one starts with the assumption
that all such “higher” pursuits are cons.

3. The “Self”
The hermetic mysticisms of antiquity guided the

seeker along a more-or-less well-known path toward a
distinct state of illumination. The state is represented by a
plethora of metaphors; the path likewise. But a common
feature of most metaphors for the path is that of a synthe-
sis of some sort: Initiation consists of the controlled iden-
tification with, incorporation of, and disidentification
from a sequence of gods (“metabolized introjects”). The
journey to each of the planets (named after the gods) is
one such metaphor; the progressive transformation of
base metals (lead) to noble ones (gold) is another (with
each metal associated with a planet and a god). Hermes
guides the soul on its planetary peregrination; Mercurius
guides the alchemist in the progressive “sublimation” of
the metals. As each “god” is encountered, identified with,
and disidentified from, it is integrated to form a larger
nucleus of personality that Jung called the “Self.” Al-
though experienced within, it is experienced as larger
and other than one’s personal identity.

4. Personality Types
Jung also authored the widely accepted distinction be-

tween “introversion” and “extraversion.” He considered
these traits as defining an important and universal di-
mension of human personality—an axis along which
everyone tends toward a characteristic position that
forms their most comfortable way of relating to the
world. Jung extracted two other independent such axes
as well: one defined by a polar contrast between “think-
ing” and “feeling”; the other by a polar contrast between
“sensation” and “intuition.” The eight types thus defined
seem at first glance to have a rather forced symmetry. But
of all of Jung’s theoretical constructs, his typology has
earned the most research-based confirmation.

A careful study of Jung’s ideas about the archetypes
and the collective unconscious on the one hand, and of
his typology on the other, reveals very little compelling
connection between them—they could easily be devel-
oped as two entirely different models of the psyche.

There is one critical point of contact, however, with
respect to the concept of introversion. When he at first
accepted Freud’s plan that he should conquer the psy-
choses for psychoanalysis, Jung spoke of the essential
problem in psychosis as being that of “narcissism”—the
turning away from relationships to a solipsistic world of
inner gratification. Freud’s understanding was that this
turning away was regressive and defensive—that the
healthy capacity to spurn narcissism had been acquired
by the psychotic and then split off (a defensive “vertical
split in the psyche,” as Freud would later characterize it
when indirectly responding to Jung’s abandonment of
psychoanalytic theory), a variant of repression.

But eventually, Jung came to two very different con-
clusions: First, as noted before, that however it may first
have been initiated, the profound entrenchment of psy-
chosis was due not to psychological defense and resist-
ance, but by a serious biochemical defect. The second
conclusion was that narcissism per se was more than an
early stage in psychic development and more than a de-
fensive regression to that stage: It was a normal, natural,
and absolutely critical component of the psyche at all
stages of life, and perhaps especially necessary in later
maturity in particular. That is why when he broke from
Freud over just this issue, Jung ceased using the word
narcissism and replaced it with “introversion.”

When Jung rejected/was ejected from the psychoana-
lytic movement, a nascent psychodynamic understand-
ing of healthy narcissism was ejected as well. The
mutual bitterness of this parting ensured that it would
take Jung’s followers a good 50 years to accept the im-
portance of the “personal unconscious,” and that it
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would take Freud’s followers the same 50 years to pro-
duce and accept the ideas of a Heinz Kohut and of re-
lated forms of self psychology.

C. Science or Religion?

Most people are unaware of this, but many major
mainstream American churches have tacitly but exten-
sively made of Jungian theory a new theological foun-
dation. (This is especially true, for example, of the
Episcopal church in general and of the female religious
orders of the American Catholic church.) In many
cases the incorporation of Gnostic and pagan themes is
remarkably explicit given the flat contradiction be-
tween the Hebrew and Christian scriptures, on the one
hand, and the Gnostic heretics to whom Jung explicitly
relates his own ideas. To the extent that religions have
felt that they need to justify themselves on psychologi-
cal grounds—theology proper apparently being
passé—they have frequently therefore become agents
for the widespread social acceptance of Jungian psy-
chotheological ideas, although these are rarely recog-
nized for what they are. Jungian theory and therapy
thus exerts an extraordinary cultural influence both via
formal religion and informal post-sixties’ spirituality.

Yet Jung also exerted an important influence—one
that continues to grow—on arguably the most funda-
mental of the hard sciences, namely physics. Mathe-
matical physicists with a keen interest in quantum
mechanics cite certain Jungian ideas regularly in their
writings. A few of the more prominent names include
Christopher Isham, professor of theoretical physics at
Imperial College, London, and Henry Stapp of the The-
oretical Physics Group at Berkeley, Harald At-
manspacher of the Max Planck Institut and Kalervo
Laurikainen at CERN. On the brief back flap biography
of his Lectures on Quantum Theory: Mathematical and
Structural Foundations Isham specifically mentions his
interest in “the work of C. G. Jung,” and on the cover,
the letter “o” in “theory” is replaced by a snake biting
its tail—the “ouroborous”—a favorite symbol of Jung’s
that he often interpreted as referring to a mysterious
wholeness of everything that evades causality. This is
no accident.

In the late 1920s and early 1930s Jung developed a
theory of “synchronicity,” the idea that events unre-
lated by any causal chain were nonetheless related via
meaning, not merely as an invention of imagination,
but objectively. Astrology, for example, claims that stel-
lar arrangements as happen to be seen on earth, and
perceived as forming images drawn from earthly expe-

rience (e.g., Scorpio the scorpion), influence both be-
havioral tendencies and chance events in the life of se-
lected individuals, and that this influence is uniquely
symbolized by the constellation’s image.

The kernel of astrology is not the idea that stars in-
fluence people—one could contrive some chain of phys-
ical events, however farfetched, that might effect such
an influence; perhaps some as-yet-to-be-discovered ra-
diation, for example. What is nutty is rather the claim
that the nature of the effect is reliably characterized by
the earthly image to which in two dimensions an im-
possibly widely separated three-dimensional array of
stars happen to conform—only for the moment!—and
merely in someone’s imagination.

Ideas of this sort strike most scientists as absurd be-
yond mention, but they have formed an important part
of classical Jungian practice: Jung’s daughter provided
astrological charts for many new students at the C. G.
Jung Institute in Zürich—not officially, to be sure, but
wholly accepted; lectures on tarot and palm reading are
unexceptional; divination via the I Ching has long held
an especially esteemed place in classical Jungian prac-
tice. In his autobiography, Jung provides a number of
examples where he would interpret an incidental event
that occurred during a treatment session just as he
would a dream reported by the patient—as when once
a bird flew into the room. Synchronicity, in short, has
never been a mere cognitive foible of classical Jungian
therapy; it has been central to it.

But physicists (a minority, to be sure) of varying
rank, from modest to the very best, find in “syn-
chronicity” a rather startling analogy to certain bizarre
features of quantum mechanics (e.g., “entanglement”),
wherein two particles appear to function as though
they were one, with an instantaneous orchestration of
behavior between them, no matter how widely sepa-
rated, and even backward in time: Neither causality nor
physical interaction (e.g., forces) is involved. Out of
early quantum hypotheses Einstein brilliantly drew
such behavior as an inevitable consequence, hoping
thereby to demonstrate their absurdity. But all subse-
quent experiments, over 80 years, have instead vali-
dated their reality. Physical reality as understood by
the very foundations of physical science is exactly as
Einstein said quantum mechanics describes it, a de-
scription he considered so absurd as to be its own self-
evident impossibility proof. Yet so it is.

Marcus Fierz, an eminent Swiss physicist whose
brother became a Jungian analyst and founder of the
Jungian inpatient psychiatric facility Klinik am Zürich-
berg, assisted Jung with later corrections to the statistics
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in Jung’s astrology paper. The corrections erased any
statistical significance in the supposed correlations be-
tween constellations and psychology. Between hard
modern science that does indeed unveil a mysterious
universal correlation among subatomic particles every-
where, and Jung’s unsuccessful attempt to statistically
correlate astronomical orbits with human fantasy, there
is a huge gulf—which Jung dismissed.

Having found that a better statistical analysis nullified
his hypothesis, he changed his hypothesis. Synchronis-
tic relations occur within statistical fluctuations, he
then claimed, not in excess of them as do causal associ-
ations. By contrast, the physical relations created by en-
tanglement are detected precisely in their violation of
classically expected statistical results. It may be plausi-
bly argued, therefore, that however poetic the analogy
between modern physics and a Jungian model of psy-
che, there is no real connection whatsoever. How is it
then that so many eminently qualified scientists have
taken Jung’s ideas, amateur statistics and all, so seri-
ously? Is there something about the Jungian theory of
synchronicity that should perhaps not be dismissed out
of hand?

The answer is a qualified “yes,” and arises out of an
aspect of Jungian theory and history that is often al-
luded to but has yet to be fully clarified: The personal
relationship and collegial interchange between Jung
and one of the very greatest of the founders of quantum
mechanics—Wolfgang Pauli. Within their relationship
Jungian theory, practice, and history unite.

In 1904, Einstein had been Jung’s dinner guest:
“These were very early days when Einstein was devel-
oping his first [i.e., special] theory of relativity…,”
Jung recalled. “I pumped him about his relativity the-
ory. I am not gifted in mathematics. I went fourteen feet
deep into the floor and felt quite small.” Nonetheless,
says Jung, “…it was he who first started me off think-
ing about a possible relativity of time as well as space,
and their psychic conditionality.”1

Fifteen years later, in the early 1920s, Wolfgang Pauli
was at work on the mathematics of “spin,” a quantum
phenomenon whose utter mysteriousness even today
remains to be fully fathomed. Among other things, spin
ensures that two identical particles with the same (half-
integer) spin will tend to avoid each other—not via any
force propagating at the speed of light, but by fiat, in-
stantaneously, everywhere in the universe and proba-
bilistically, as though orchestrated by some gentle

omnipotent conductor who merely urges—and who
leaves no physical trace of his existence.

For electrons—the foundational instance of such a
spin-bearing particle—these probabilities conform to
the mathematical relations of three intersecting rings,
rotating about three perpendicular axes with a common
center, but with some twists: Each ring may rotate si-
multaneously in both possible (opposite) directions. By
the laws of classical physics (including those in which
Einstein firmly believed) such “superpositions” are
completely impossible—like one object being in two
places at the same time; and to return to its original po-
sition, a ring must complete two identical rotations (a
fact that is beyond human visualization). But superposi-
tions do, in fact, exist. Recently, objects large enough to
be seen by the naked eye have been made to exist simul-
taneously in two places at once. And on the fact that
two-rotations-equals-one depends every diagnostic MRI
scan ever taken. Furthermore, the speed of rotation for
each ring, in either direction, was quantized—it could
assume only discrete values, like pulses or rhythms, giv-
ing spin values what we might call “clock-speeds,” that
in multielectron systems are determined by certain spe-
cial powers and inverse powers of 2.

Pauli’s initial success in 1924 delineating these rela-
tions would win him standing as one of the very great-
est of the founders of quantum mechanics, the 1945
Nobel prize, and on that occasion an unsurpassed acco-
lade by Einstein, who designated Pauli his “spiritual
son” and successor as director of the Institute for Ad-
vanced Studies at Princeton.2 The strange relations of
spin—now termed the Pauli Exclusion Principle—are
directly responsible for the current explosion of quan-
tum technology, including such astounding feats as
quantum teleportation, quantum computation, and the
emerging field of “spintronics.”

But even this understates the matter: “There is no one
fact in the physical world which has a greater impact on
the way things are than the Pauli Exclusion Principle.
To this great Principle we credit the very existence of
the hierarchy of matter … which makes possible all of
nuclear and atomic physics, chemistry, biology and the
macroscopic world that we see” (theoretical particle
physicists Ian Duck and E.C.G. Sudarshan).
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But Pauli had also been wrestling with a profound
twofold despair. In 1927 his mother poisoned herself
after discovering that Pauli’s father’s was having an af-
fair with a much younger sculptress whom he later
married; and his scientific genius had early on led him
to a deep estrangement from Catholicism. “I am bap-
tized ‘antimetaphysical,’” he wrote, “instead of Catholic.”
(To safeguard his rise in the professoriate at the Univer-
sity of Vienna in the 1890s, Pauli’s Jewish father con-
verted to Catholicism—much as today a conversion to
leftism is de rigeur; near the end of his life Pauli seems
to have made something of a return to his father’s aban-
doned faith.) In May 1929 Pauli formally left the
Catholic church and in December 1929 a beautiful and
seductive cabaret performer married the lovesick
physicist, even though he was her second choice. In
1930 she abruptly abandoned him and quickly married
her first choice.

Pauli had by no means been happy with his 1924 for-
mulation of spin, whatever his colleagues thought. “My
nonsense is conjugate to the nonsense which has been
customary so far,” he wrote. Yet in 1927, the year that
his mother killed herself, he fully satisfied himself with
respect to spin, inventing the three famous “Pauli ma-
trices,” mathematical representations of the doubly val-
ued quantum spin, one for each spatial axis. In
anguish, regardless, Pauli drank heavily and provoked
humiliating public quarrels until, at his father’s urging,
he consulted Jung.

Jung repeatedly claimed that he never “formally ana-
lyzed” Pauli because he found Pauli’s natural psycholog-
ical capacity so great (“He even invented active
imagination for himself…”) and because Jung was intent
on studying and presenting Pauli’s dreams as objective
evidence for his theory of the collective unconscious, ar-
chetypes, individuation, the Self and the relationship of
these to alchemy: “Now I am going to make an interest-
ing experiment to get that material absolutely pure,
without any influence from myself, and therefore I won’t
touch it,” Jung stated. Instead, “[a]t the end of the year I
am going to publish a selection from his first four hun-
dred dreams, where I show the development of one
motif only.” Pauli was officially treated by Dr. Erna
Rosenbaum who, since she was “a beginner,” Jung “was
absolutely sure she would not tamper.”

Nonetheless, Jung supervised Rosenbaum’s work
and met weekly at noon with Pauli to discuss and in-
terpret Pauli’s dreams: “[H]e was doing the work all by
himself,” for 3 months, Jung says, but “for about 2
months, he had a number of interviews with me. … I
did not have to explain much.”

In 1935, Jung discussed 400 of these dreams as the
1937 Terry Lectures in Psychology and Religion at Yale.
They form the evidentiary backbone for all his volumes
on alchemy. At Yale, Jung asserted that “the dreams I
am going to relate … represent an entirely uninflu-
enced natural sequence of events” and that in these
dreams, his “well-educated intellectual” (and at the
time anonymous) subject “worked out (among other
matters) the problem of perpetual motion, not in a
crazy way but in a symbolic way. He worked on all the
problems which medieval philosophy was so keen on.”

The climax of the series was not a dream, however,
but a “visual impression” that “sums up all the allu-
sions in the previous dreams.” Jung called it “a turning
point in the patient’s psychological development … in
the language of religion—a conversion.” The visual im-
pression was (in Pauli’s words, as quoted by Jung):

There is a vertical and a horizontal circle having a com-
mon center. This is the world clock. It is supported by
the black bird. The vertical circle is a blue disc with a
white border divided into 4 × 8 = 32 partitions. A
pointer rotates upon it. The horizontal circle consists of
4 colors. On it stand 4 little men with pendulums, and
round about it is laid the ring that was once dark and is
now golden formerly carried by 40 children. The world
clock has three rhythms or pulses. (1) The small
pulse—the pointer on the blue vertical disc advances by
1/32. (2) The middle pulse—one complete rotation of
the pointer. At the same time the horizontal circle ad-
vances by 1/32. (3) The great pulse—32 middle pulses
are equal to one complete rotation of the golden ring.

Jung refers to this vision as the “perpetuum mobile,”
and provides 64 pages of world religious commentary
on it, representing it as the spontaneous emergence of
the Self. Thereafter, Jung says, Pauli “became a per-
fectly normal and reasonable person. He did not drink
any more, he became completely adapted and in every
respect normal. … He had a new center of interest.” In
1934, Pauli discontinued his sessions with Rosenbaum
and married that same year, for life.

Never in his many discussions of this prototypical vi-
sion does Jung mention Pauli’s successful matrix model
of three quantized spin axes, which this visual impres-
sion obviously reproduces; nor the admix of feelings
over his personal losses (the black ring turning golden
once again; the blue and white motif that Jung related
to Mary, the Mother of God in Catholicism, but not to
Pauli’s own lost mother). Indeed, the particular prob-
lem that the Pauli Exclusion Principle solved was how
and why the first four “magic” numbers of the periodic
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table arise: 2, 8, 18, and 32. Pauli was widely known to
have continued his problematic drinking long after.

However weakened Jungian theory may be by the
lack of evidence from one of its chief sources, and in
spite of the fact that throughout their ensuing friend-
ship Pauli made his own doubts clear about many of
Jung’s scientific claims, Pauli made no bones about his
personal debt to Jung. He had wanted Jung to test “syn-
chronicity” against the rigors of statistical evidence;
Jung refused. When urged by colleagues not to damage
his reputation by later copublishing a book with Jung,
Pauli nonetheless insisted: “For there comes the time
when I must give documentary evidence of what I owe
this man.”

IV. EMPIRICAL STUDIES

Only very recently has any attempt been made to as-
sess the value of Jungian treatment with due considera-
tion to the fundaments of experimental design.
Numerous presentations on outcome have been deliv-
ered at Jungian conferences by Dr. Seth Rubin of the
Society for Psychotherapy Research, and the first peer-
reviewed article was published in 2002 in the Journal of
Analytical Psychology.

However, a German Jungian society has published
on the web and in print an extensive, lengthy, and inde-
pendently funded study with attempt at controls and a
clear delineation of its own limitations and weaknesses.
This study found that “Even after 5 years, … improve-
ment in the patients’ state of health and attitude … re-
sulted in a measurable reduction of health insurance
claims (work days lost due to sickness, hospitalisation
days, doctor’s visits and psychotropic drug intake) in a
significant number of the patients treated … [with]
long-lasting effects on the patients’ psychological well-
being. [However], there are numerous major method-
ological problems with these data including the lack of
comparison sample, the non-representativeness of the
sample, the unreliability of pre-treatment data, the high
rate of attrition, the need for multi-variate statistics,
and uncertainty about the actual treatments offered.”

V. SUMMARY

C. G. Jung has exerted an enormous and steadily grow-
ing influence on modern culture, especially as the “search
for meaning” has taken on special urgency in light of the
triumphs of scientific materialism. Transplanted via anal-

ogy from physics to psychology, the seminal ideas of the
theoretical physicist Wolfgang Pauli profoundly influ-
enced Jung’s theory of the psyche. Although greatly
helped by Jung the person, and deeply grateful to him,
Pauli predicted what has in fact happened: That for an era
bereft by science of religion, Jungian theory would ulti-
mately prove more worthy as a philosophy than as a
strictly scientific model of psychology.

Jungian therapy is therefore most distinct when aim-
ing its therapeutics primarily at the development of a
spiritual life. Its practitioners root themselves theoreti-
cally in a model they find personally congenial and that
provides for them, as it were, a larger myth within
which to lead a meaning-infused life. In practice, the
evidence for and against the comparative efficacy of a
specifically Jungian treatment method is no better than
for any other method—or worse. Given the many dif-
ferent approaches that have arisen among the various
Jungian schools—and within them—a good argument
can be made that the parameters defining Jungian ther-
apy will surely evade adequate denotation, but that in-
dividuals who identify themselves as Jungian therapists
do as good a job on the whole as do those who do not.
There is no doubt that many individuals deliberately
seek Jungian therapy for what the term “Jungian” con-
notes and that Jungian therapists favor a style of com-
munication that is comfortable for such individuals.
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GLOSSARY

bridging Language that associates current thoughts and feel-
ings with historical events or previous experiences. For ex-
ample, “Is this a familiar feeling?” and “You said when she
yelled at you the thought ‘I am such a loser’ popped into
your head. Is that a new thought or is it a familiar one?”

clarification Clarifications are questions (or statements with
the inflection of a question) that serve to confirm the per-
spective of the client. During instances when the client is
vague, clarifications are used to encourage more descrip-
tion or explanation in order to bring clarity to the session.
Importantly, a clarification can also be a way to convey an
understanding of the client’s situation or perspective.

confrontation Noticing, and bringing the client’s attention to,
events, behaviors, or content that are inconsistent with the
goal of progress or change. Mixed messages, aloof behav-
ior, and inconsistent remarks are examples of content that
are typically confronted.

counterassumptive A counterassumptive statement is used to
manage the working distance between the client and ther-
apist. It targets the assumption of the client and counters it
without arguing with the client. For example, when the
client says “tell me what I should do” the therapist can re-
spond with a counterassumptive instead of arguing or re-

fusing the client’s request (“It isn’t obvious to me either …
I wish I knew”).

description There is an important distinction between infer-
ence and description. Describing behavior is generally less
threatening than inferring something from the client’s be-
havior. “It doesn’t look like you like your kids” is an infer-
ence and “when you talk about your kids your face
becomes more constricted and strained” is a description.

dichotomous questions Presenting a choice between two
statements is a dichotomous question. “What feels more
true to you … that you are angry or that you are afraid?”

edification Educating the client is an essential variable in the
change process. Explanations regarding the etiology and
causes of various problems, imparting treatment options,
developing new skills, and Socratic discussions, are all ex-
amples of edification in counseling.

exclamations Exclamations are used to convey an active em-
pathic stance. “Wow!,” “How awful!,” and “Outstanding!”
are expressions that either convey an understanding re-
garding the intensity of a given situation, or welcome
clients to experience something they are currently holding
at an emotional distance.

extensions When clients constrict content and have difficulty
acknowledging what might be obvious emotional dimen-
sions of their life experience, the therapist can take an ac-
tive empathic stance and state it for the client. This very
delicate and advanced skill is used as an invitation to delve
further into emotional content. For example, the client
says “I am lonely” and when there is a reasonable amount
of certainty, the therapist can use an extension “and it has
been this way for a long time.”

horizontal questions Horizontal questions are used when the
therapist wants the focus to stay on the emotional and
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relational aspects of a client’s experience. When the client
makes a sensitive and personal self-disclosure, the thera-
pist can respond either vertically (which focuses on the in-
formational level of content) or can respond horizontally.
“Now that you have told me this, what are you thinking?”
or “What was happening right before you told me this?”
are examples of horizontal questions.

imperatives A statement that elicits a specified action. “Tell
me what you’re thinking” or “Say the first thing that comes
to mind when I say ‘airplane’.”

interpretations An interpretation is a well-timed and care-
fully constructed explanation of the client’s experience,
disorder, or interpersonal context. In most instances, this
is where the theory of the therapist emerges. The primary
difference between an interpretation and a clarification is
that the interpretation introduces a new perspective to the
client (it is the therapist’s perspective).

minimal encourager These are sounds and statements that
encourage the client to continue in a monologue. “Mmm,”
“uh huh,” and “oooh” are examples of minimal encour-
agers designed to keep the process going without undue
interference.

open-ended question A question that cannot be answered
with a “yes or no” or single word response. “What did you
do on your vacation?” as opposed to “Did you have a nice
vacation?”

paraphrasing Putting the client’s description into different
words as a means of conveying an understanding of the
client’s thoughts and experiences.

performatives Statements that are also actions. “I do” in a
wedding binds the individual in a commitment, a compli-
ment like “That looks nice” has the effect of making the re-
cipient feel good, or the therapist saying “I have
confidence in your ability to handle this” is intended to in-
still a sense of self-efficacy.

probes These are statements and questions designed to elicit
more information regarding a specific area of content. “I’m
thinking you must have had a good reason to start drink-
ing again after all the things you have been through” is a
probing statement and “Why did you start drinking
again?” is a probing question.

reflection Rephrasing or restating the emotional or affective
part of the client’s statement. Many therapists rely on re-
flections as a way of expressing empathy and acceptance of
the client.

reflexive questions Posing questions that put the client in a
position to consider new perspectives or alternatives. Re-
flexive questions start off with statements like “What
would happen if…” and “Let’s say you were assertive with
your boss, what would you expect to happen?”

strategic questions Tactful use of strategic questions is an op-
tion when the therapist observes the need for more direct
challenges. Strategic questions are often corrective and
imply a desired outcome. “What keeps you from doing
your own grocery shopping at this point?” and “Something

stops you from speaking out about this to your boss (with
the inflection of a question)” are examples of strategic
questions.

summarizing Rephrasing the client’s utterance as a means of
clarifying and conveying an understanding of the client’s
disclosure.

verdictives These are performative statements that serve as
verdict or implicit declaration. “I think you can handle
this” or “It is necessary to deal with this” are verdictives.

vertical questions Interviewing often requires a number of
questions regarding the client’s history, family structure,
educational background, and other facets of the individ-
ual’s personal life. Vertical questions are designed to elicit
information and logical details. When a client discloses
something very personal, the therapist can either address
the informational aspects of the disclosure (via vertical
questions like “How long?” and “When?”) or can focus on
the emotional and personal aspects of the revelation (see
horizontal questions).

I. INTRODUCTION

Throughout this encyclopedia, there are descriptions
of specific psychological theories and novel techniques
of therapy that set various orientations apart. In spite of
numerous differences expressed by the respective de-
nominations in psychotherapy, there is one common el-
ement that very few would dispute; the essential use of
language as a mechanism of change. In the short time
psychotherapy has existed, the field has evolved into a
craft with its own language, conversational rules, and
social structure. Although the process of therapy is
more than word selection and phrasing, there is a
growing accumulation of verbal strategies designed to
assist the therapist through a number of situations and
contexts. This article is a review of the actual verbal
“tools of the trade” that serve as the staple of most ther-
apeutic approaches.

II. EVOLUTION OF 
THERAPEUTIC LANGUAGE

The systematic use of conversation for therapeutic
purposes is not a new concept. As far back as Hellenic
Greece, rhetoricians were employed to challenge the
logical errors of melancholic “patients” in order to effect
a more positive outlook on life and to find solutions to
problems. The Greek formulation of mental processes
paved the way for the use of persuasion, motivational
conversations, and encouragement, as a healing form.
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In spite of the historical dominance of mystical and
spiritual formulations of human suffering, it is clear
that very few “lost faith” in the use of a confidential and
abiding relationship to produce behavioral changes or
to render assistance to those who needed it. Even the
priests of the middle ages were purveyors of a healing
conversation in the form of confession. This sacramen-
tal ritual included many facets of modern psychother-
apy. A confidential setting, self-disclosure, focus on
behavior change, and a redemptive relationship are all
elements in common with the secular practice of psy-
chotherapy. It was not until the “age of enlightenment”
that the intellectual formulations of mental illness and
human suffering returned to mainstream Western
thought. As the ideas and attitudes shifted away from
the more mystical views of mental disturbance, the
medical field advanced concepts that served as the pre-
cursors to psychotherapy as we know it today. Impor-
tantly, the more humane and optimistic views posited
by Tuke, in Great Britain, and Rush, in the United
States, encouraged treatments based on rational and
scientific formulations of mental illness and set the
tone for the next century.

A culmination of theoretical contributions led to the
ultimate invention of psychotherapy; however, psycho-
analysis was the first type of therapeutic conversation
to emerge as a discipline. By the time of Freud’s death
in 1939, psychoanalysis had developed an assortment
of well-defined pragmatic verbal strategies. The verbal
activity of the contemporary analyst is largely centered
around the sequence of free associating, confronting,
clarifying, interpreting, and “working through” mate-
rial as it emerges in the session. In essence, the psycho-
analyst’s artful use of language creates a process of
unencumbered exploration while striking a delicate
balance between defensive self-preservation and a de-
sire to access the troubling source of the individual’s
problem or neurosis. With a strict sense of restraint and
economy, the analyst uses a series of prompts and other
linguistic devices of language to accumulate enough
data or material to form an interpretation. In many
ways, it is initially a process of collecting pieces to a
puzzle and then it proceeds to an interpretation, at
which point the therapist actually attempts to put the
pieces together. The interpretation brings to light con-
nections that were, at one time, outside of the individ-
ual’s awareness. With each insight, the individual is
equipped to reallocate psychological resources previ-
ously dedicated to the unresolved intrapsychic conflict.
Freud described the process as two travelers on a train
with one looking out the window and describing what

is on the landscape and providing details about the
scenery. The other traveler is blindfolded, but is able to
explain details and impart meaningful information re-
garding the countryside as they pass through. This one-
sided and slow deliberation was unprecedented in
terms of a social structure and seminal with regard to
the development of therapeutic language.

The psychoanalytic approach to treating psychologi-
cal and emotional problems was a dramatic departure
from the “bootstrapping” and “advice giving” mores of
the time. Society began to accept the notion that emo-
tional suffering and mental illness was often too com-
plex to resolve with simplistic solutions. Along with
the changes in attitude came a rapid succession of new
therapies, as well as more lively debates about what
“active ingredients” of therapy make it effective.

Although psychoanalysis solidified the presence of
the “talking cure” in the twentieth century, a prolifera-
tion of therapeutic approaches would lead to an expan-
sion of ideas regarding therapeutic language. There was
a notable transition from the “free floating” and nonin-
strusive stance of the psychoanalyst to a more active
and broadly applied use of the therapeutic relationship.
A new taxonomy of language developed around a num-
ber of core concepts in psychotherapy that included a
collection of therapist behaviors and types of utter-
ances. Therapeutic orientations began to offer ideas re-
garding language usage and presented techniques that
were based on their respective theories of change.
Whether it be insight, a corrective emotional experi-
ence, or an in-depth exploration of an important aspect
of the client’s life experience, clinicians and theorists
were discovering how to make these types of conversa-
tions occur.

The new faces of therapy expanded well beyond the
original constraints imposed by “psychodynamic” the-
ory. Albert Ellis broke through the vales of neutral dis-
tance with his often blunt and usually directive
approach to dialogue in his rational emotive therapy
(now rational emotive behavior therapy). Conversely,
Carl Rogers placed considerable importance on a non-
judgmental and supportive collaboration in his person-
centered therapy. Mirroring techniques, passive
empathic statements, and an emphasis on genuine dia-
logue, are all activities advanced by Rogers as “facilita-
tive” therapist behaviors. Fritz Perls demonstrated a
number of creative strategies that intensified the emo-
tional experience in therapy, including cathartic tech-
niques such as the “empty chair” where the client
engages in a role-played conversation with an imagined
person. Aaron T. Beck and his colleagues established a
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method of “collaborative empiricism” in his cognitive
therapy approach. His method included the use of the
Socratic method, engaging the client in a scientific in-
quiry using questions, and persuasive challenges to
problematic thought processes and perceptions. The
interpersonal theorist Harry Stack Sullivan attended
scrupulously to the impact of his wording and phrasing
on his patients and lectured extensively on the impor-
tance of deliberate syntax. His well-regarded work on
interviewing and therapeutic processes articulated
minute differences between well-constructed therapist
statements and poorly constructed ones. Milton Erick-
son was widely known for his creative use of language
and his effective use of metaphors. The full spectrum of
contributions to therapeutic language is a vast and vo-
luminous subject; however, it is clear that develop-
ments in therapeutic language have come from a
multitude of sources. Close examination of the various
techniques and approaches reveal a field that is willing
to integrate new ideas and to learn from one another.
The rapid growth of “integrative” and “eclectic” thera-
peutic movements is testimony to the widespread
recognition of the need for the creative application of a
variety of tools, rather than strict adherence to a nar-
row and dogmatic view of change.

III. THERAPEUTIC
COMMUNICATION

The cornerstone of most therapeutic approaches cen-
ters on the mutual participation in a special type of con-
versation, a conversation that is implicitly different
from everyday discourse and that is unique in terms of
structure and content. The “way” the therapist phrases
something, the timing of a given response, even the se-
lection of words, have become a recognizable form of
social interaction. The cliché “How does that make you
feel?” may be the best known of the therapist’s staples;
however, the skilled therapist is capable of applying
many more proprietary tools of the trade to help the
client. Historically, it is clear that the development of
therapeutic approaches was largely dependent on recog-
nizing what worked in different situations. The remain-
der of this article focuses on the actual verbal behavior
of the therapist, how language changes within different
contexts of the process, and what the therapist hopes to
achieve with different types of verbal responses.

Much of what we know about language in psy-
chotherapy comes from the field of “process research.”
Studies of the actual behavior as well as in vivo observa-

tions of different forms of therapeutic communication
have resulted in a reliable taxonomy of words and be-
havior that are unique to psychotherapy relative to
everyday conversation. The seminal research of Clara
Hill, William Stiles, Sol Garfield, Kenneth Howard,
Carl Rogers, Larry Beutler, Leslie Greenberg, Michael
Patton, Robert Russell, Hans Strupp, David Orlinsky,
and numerous others, elevated the level of description
from vague and theoretically laden inferences, to meas-
urable entities. The content and scope of process re-
search attends to complex variables within the session
such as therapist intentions, types of utterances or
“verbal response modes,” probabilities of therapist re-
sponses within different contexts, conversation analy-
sis, semantics, “good moments,” and other interpersonal
variables related to positive outcomes. The collective
findings of this type of research have had a direct influ-
ence on the therapeutic terminology, the validity of
outcome studies that use process measures to assess
treatment integrity, and training. The glossary provides
an overview of therapist statements, as well as the typi-
cal contexts in which they are used. Ultimately, these
tools make it possible to engage the client in a conver-
sation that is markedly different from other forms of
social support, help, or advisement.

The fields of anthropology and “conversation analy-
sis” observe that in most interpersonal contexts and
cultures, verbal interactions fall into fixed patterns that
are predictable and orderly. When people abide by
these social tenets, it contributes to a sense of coopera-
tion, safety, and compatibility. Even minor infractions
of these rules can lead to anxiety, perceived distur-
bance, interpersonal distance, conflict, or the interpre-
tation of rudeness. For example, a self-disclosure of
emotional pain or suffering will typically lead to conso-
lation, commiseration, or supportive comments. Be-
yond that point, however, intuitive signals cause one or
both speakers to change the topic away from the deli-
cate subject matter and on to a subject that is not so
sensitive. Subsequently, a concern about intrusiveness
or a fear of intensifying the person’s emotional pain can
effectively thwart a therapeutic conversation. Con-
versely, it is understood, even expected, that the collab-
orative relationship between the client and the
therapist is in effect to talk about things that are diffi-
cult to share and to address issues beyond the normal
scope of everyday conversation. Therapists develop the
ability to depart from the social restrictions that limit
the course and depth of everyday conversation with
implicit permission to abandon conventional patterns
of conversation in order to engage the client in a
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unique and constructive process. Probing questions,
long silences, interpretations, in vivo descriptions of be-
havior, and clarifications, are but a few verbal events
that are rarely observed in most other interpersonal
contexts. This relatively new type of dialogue employs
a variety of illocutionary strategies in order to promote
positive movement in the therapy process. Therapists-
in-training learn to use a variety of verbal strategies
that have known effects on the direction of the session
and that are introduced as a means of meeting identi-
fied therapeutic goals. Specific roles are adopted (e.g.,
teacher, redemptive listener, a guide through the heal-
ing process, motivational speaker, and persuader) to
engage the client in different types of therapeutic inter-
actions. In whatever the context, the skilled therapist
relies on the systematic use of language to ensure the
best chance of a positive outcome.

The appropriateness and quality of any therapeutic
response is dependent on the situation at hand. Al-
though there are over 400 identified “orientations” of
psychotherapy, the conversation of therapy is fairly
uniform when considering context. There is an initial
greeting, then a brief gathering of information, a subse-
quent exploration or delving into more detail, and then
a “winding down” period. Each session follows a gen-
eral trend and provides a “frame” that guides the thera-
pist’s responses. Take, for instance, the statement “I feel
bad.” Again, the type of therapist response will depend
significantly on when or in what context the statement
was made. If it occurs early in the session, the therapist
may ask questions, or direct the client to elaborate, as a
means of establishing a focus, or to determine the con-
text of the client’s reported experience (e.g., “Tell me
what has been happening” or “What has happened
since our last session?”). The same statement, “I feel
bad”, elicits a different set of therapeutic responses
when it occurs further into the therapeutic hour. It is
notable that most of the “treatment”-oriented tech-
niques occur during this part of the therapy session. It
is not unusual for the therapist to use techniques to in-
tensify the client’s emotional experience or engage the
client into a deeper exploration of content. Therapist
empathy becomes more finely tuned and is accompa-
nied by a due amount of encouragement, even pres-
sure, to work through difficult material. Clients are
sometimes guided through a courageous process of fac-
ing dreaded material, conquering personal demons,
and are systematically exposed to fears and stimuli that
provoke escape and avoidance. When the client says, “I
feel bad” toward the end of the session, the constraints
of time affect the therapist’s response. The same disclo-

sure might require attention to coping strategies that
the client can use between sessions (e.g., “What do you
expect to happen to this feeling later today? or “Do you
think it would be helpful to go over some of the coping
strategies we have discussed previously to get us
through the week?”). The therapist will also summa-
rize the session with relevant information, new in-
sights, or present an objective view of the possibilities
in the future. It follows then, that the quality of any
given response depends significantly on the context in
which it occurs.

The therapist is also mindful of “timing” a statement
or question appropriately and is poised to respond to
opportunities for positive movement. When to exert
pressure and when to back off, is an hourly challenge
that is largely determined by the readiness and compe-
tence of the client. Premature exploration often leads to
flight responses or other types of resistance such as re-
stricting content, dominating the session, attempts to
change the therapeutic arrangement, and emotional
withdrawal. An absence of exertion or movement can
lead to meandering and even apathy. In both cases,
there is a risk of a negative effect. One poignant exam-
ple of this comes from an intake conducted by a sea-
soned psychologist working with a woman struggling
to bond with her adopted child. She reported feeling re-
pulsed by her new son’s attempts to be close to her. At
one point during a description of her son, she dis-
played a look of disgust and made a gesture that signi-
fied “go away.” After observing the intensity of her
emotion, the psychologist asked, “Is this a familiar feel-
ing?” It did not take long to realize that the question
thrust her into a dissociative state. Her history of abuse
had yet to be disclosed to anyone and they scrambled
for 2 hours using standard grounding techniques to get
back to the “here and now.” Although this kind of
“bridging” question was not a bad one, the timing was
clearly premature. If the same question occurred sev-
eral sessions later, it may have resulted in a more fruit-
ful outcome. Thus, it is not simply what the therapist
says that makes a difference, it is also what the thera-
pist chooses not to say. At any given moment, the ther-
apist is considering options, restraining his or her own
impulses, and choosing one response over another,
based on what has the best chance of leading the con-
versation in a direction that will help the client.

For better or worse, each utterance has the potential
of affecting the course and experience of the conversa-
tion. The study of pragmatics examines the interper-
sonal effect of phrasing and syntax. Each statement has
a probability of influencing the direction and nature of
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the subsequent utterance. When the therapist makes a
statement or asks a question, it is often “goal-directed”
and made with specific intentions. For instance, if ther-
apists believe that creating a “here-and-now” experi-
ence is important to therapeutic success, then they will
ask questions differently than if they are interested in
gathering basic information. Instead of the therapist
asking “So what was it like in your house growing up?”
the therapist might set up the question with a present
tense like “It is 6 o’clock in the evening at your house
when you were growing up … what is happening
around you?” This type of phrasing is more likely to be
“experienced” than the past tense questioning.

Depending on the goal of a given session, the thera-
pist will pose questions and initiate dialogue with a fair
amount of attention to probability. Starting the session
with “O.K., where is a good place to start today?” pro-
duces a different direction or set of responses than “So
tell me about your week.” An even more predictable
outcome can be generated with a statement like “Last
time we were talking about your relationship with your
brother and how he was the prized son.” In each case,
the therapist uses language to shape the course and
emotional depth of the session.

Mindful of the multiple layers of therapeutic com-
munication and the known effects of certain types of
statements, the therapist mentally juggles a variety of
options and then selects a response according to the
immediate goals of the session. An example of how the
therapist considers the probable effect of one type of
utterance versus another is observable in instances
when the client discloses a closely guarded secret. After
the disclosure, the therapist can ask “vertical” ques-
tions designed to generate information about the his-
torical and factual aspects of the secret. “How long ago
did this happen?” or “What makes you think that?” are
examples of vertical questions. However, the skilled
therapist might decide to prioritize strengthening the
therapeutic relationship over gathering information. In
this event, the therapist could ask a “horizontal” ques-
tion such as “What was it like to say that?” or “Tell me
what you were thinking before you told me this.” Hori-
zontal dialogue changes the focus from the content of
the disclosure to the client’s experience of therapeutic
relationship. When a delusional patient discloses a fear
of an “FBI plot” to assassinate him, the therapist can re-
spond with at least two routes of exploration. It is
tempting to assess and treat the delusion or psychosis;
however, the seasoned therapist recognizes the tenuous
nature of the therapeutic relationship with this type of
problem. Subsequently, since the notion of an FBI plot

is frightening to the patient, empathic language and
supportive comments are appropriate responses. “Ap-
proximating” statements make it possible to express an
understanding of the fear without endorsing the belief.
“If I were convinced the FBI intended to kill me it
would be very frightening and I wouldn’t know who to
trust” is different than “If I were in your shoes I would
be very frightened.” The therapist will attempt to side
with the fear and express an understanding of the expe-
rience before attempting to confront the delusion.
When it is time to confront the delusion directly, it is
prudent to phrase the probe in a manner that elicits a
description, rather than a belief. “What are you seeing
that convinces you that this is happening?” leads to a
description of external events and “Why do you think
this is happening” generates a response depicting
thought processes and theories. Therefore, the thera-
pist can minimize problematic exchanges and lower
the chances of exacerbating the patient’s delusion with
carefully crafted phrasing.

Countless situations are navigated and managed
with the deliberate use of language. Although there is
not a “right way” to respond to every situation, there
are responses that have better probabilities of success
than others.

IV. LANGUAGE AND THE
THERAPEUTIC RELATIONSHIP

The therapist is also monitoring the quality and
strength of the therapeutic relationship. Freud was the
first to recognize the intense bond that forms when two
individuals embark on the therapeutic journey and oth-
ers have concluded that this is one of the most critical
dimensions to successful therapy. It is necessary to es-
tablish intimacy and trust before the therapist employs
any deep probes or challenges. In order to keep the
focus on the client it is necessary to discard the most
common means of achieving interpersonal intimacy,
namely two-sided self-disclosure. When people pursue
personal relationships, they willingly collaborate in a
“do as I do” process that is proportional and rhythmic.
When we meet someone for the first time, we often at-
tempt to achieve a level of intimacy and comfort by be-
ginning a search for things in common. “Where are you
from?” “Where did you attend college?” and “What do
you do for fun?” are questions that lead to a point of ex-
citement when people find a mutual domain of experi-
ence or interest (i.e., “Me too!” or “Oh really, I have a
friend at that university. Perhaps you know her…”).
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With emotionally and deeply personal information the
implications of disclosure are more threatening. As the
layers of self-protection peel away, there is a lingering
state of vulnerability until the other responds with ei-
ther an affirmation or a similar unveiling of personal
content. Intimacy in psychotherapy is different. Client
disclosures are met with expressions of understanding,
empathy, and prompts to continue rather than recipro-
cal self-disclosures. Empathic sounds (e.g., “uh huh,”
“hmmm,” and “oh”) and positive nonverbal gestures
serve to encourage, even invite the client to discuss sen-
sitive material if it is needed.

The seminal work of Carl Rogers emphasized the im-
portance of creating a strong alliance between the thera-
pist and client. To be in “sync” with clients and to reflect
an understanding of their experience is a necessary con-
dition of therapy. Conveying a genuine interest in the in-
dividual, as well as making an effort to understand the
client’s emotional experience, or empathy, is the corner-
stone of a functional therapeutic relationship. Upon dis-
closing the horror of a traumatic event, the client sees
and hears indications of empathy and a human response.
A grimace or the sound of a quiet gasp serves to encour-
age, even prompt the client into further exploration.
Rogers emphasized the nonintrusive and tentative
stance of “passive empathy” as a means of establishing a
safe and “facilitative” environment. Although the thera-
pist is encouraged to monitor (and even express) his or
her own personal reactions within the therapeutic
process, there is a clear separation between the thera-
pist’s experience and the client’s reported experience. In-
stead of “me too” statements, the therapist attempts to
acknowledge and validate the client’s view of the world.
Once the therapist is confident about the level of “inter-
subjectivity” or degree of shared knowledge, the thera-
pist can tread carefully into the client’s space. Sometimes
it is a matter of expressing or conveying an “experience
of the client’s experience,” but also verbalizing thoughts
and feelings that the client is reluctant to admit. Therapy
is brimming with opportunities for this type of connec-
tion. For example, as an exhausted and anxious single
mother describes all of the activities and obligations that
she encounters on a daily basis, the therapist can use a
passive empathic statement such as, “That must be over-
whelming” or he or she can choose an active empathic
statement such as, “Wow, when I think of doing all of
that I feel overwhelmed.” In either case, the therapist
uses empathy to fortify the therapeutic alliance and cre-
ate a safe place for therapy to occur.

The therapeutic relationship is also subject to peri-
ods when it shifts into altered states. During the course

of therapy, Freud noted that patients would develop a
distorted view of the patient–analyst relationship. Fre-
quently, the patient would transfer thoughts and feel-
ings associated with parental figures to the analyst. It
became evident to Freud that this phenomenon, which
he labeled “transference,” was an opportunity to work
through unresolved conflicts of the patient’s childhood.
Harry Stack Sullivan expanded on the notion of trans-
ference with his concept of “parataxis,” which included
feelings about people in general rather than just
parental figures. Nonetheless, when these feelings
emerge in the therapy session it presents some oppor-
tunities for positive movement. The therapeutic dyad
can serve as a microcosm of other relationships and fa-
cilitate an opportunity to work through pervasive is-
sues that exist in the individual’s social milieu.

Hostility, seductiveness, submissiveness, and domi-
nance are all examples of behavior addressed in the
safety of the therapeutic environment. In these cases,
the therapist must establish and manage a “working
distance.” In his book Making Contact, Harvard psychi-
atrist Lesten Havens describes working distance as
“being alone together” in a state of “noninvasive close-
ness.” The instincts of the client might compel him or
her to submit too readily to the will of the therapist,
rebel against the therapeutic process, or to take over
the process with his or her own preferred form of dom-
inance. Language moderates imbalances created by
these polar movements and prevents the therapist from
colluding with the client’s attempt to derail threatening
but constructive movement. The seductive client may
attempt to draw the therapist out of a neutral stance by
appealing to the personal needs of the therapist. After
disclosing in provocative detail, a sexual dream about
the therapist and then conveying current sexual feel-
ings, the therapist is saddled with the task of redirect-
ing the focus without rejecting the client. When the
client moves toward the therapist in this way, the use of
horizontal questions such as “What is it like to tell me
about these feelings?” can create an objective moment. A
statement such as “It says a lot about the trust we have es-
tablished that you are able to talk about this with me. You
can speak openly about these feelings and know, with
confidence that I will not betray you by changing our re-
lationship in that way” is a “performative” (see glossary)
statement that declares the status of the relationship. If
the client exhibits embarrassment or regret, a counteras-
sumptive statement such as “One thing I will ask is that
the next time you have a dream like that about me could
you give me a full head of hair and rippling stomach
muscles?” This statement counters the assumption that
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the client did something wrong by disclosing the
dream, but also reaffirms the safety of the therapeutic
setting.

Managing the working distance involves keeping a
perspective and thinking of these events in terms of
data instead of personal dilemmas. Harry Stack Sulli-
van referred to a state of mind called “participant ob-
server.” Like the ethnographic researcher, the therapist
is both experiencing and studying the situation. In-
stead of treating challenging situations as a problem,
the therapist observes the behavior and assesses the de-
gree to which the behavior is likely to be a problem in
the individual’s daily life. Using the example of the se-
ductive client, rather than thinking about how appeal-
ing the therapist must be to elicit such feelings, the
therapist considers the possibility that this behavior is a
maladaptive response to psychological intimacy. The
socially anxious client sometimes projects hostility or
aloofness as a way of creating a safe distance from peo-
ple whom they perceive as a threat. The therapist sub-
dues the initial experience of rejection and, again
observes the behavior as important data. By use of de-
scription, as well as carefully constructed questions, it is
possible to capitalize on the emergence of the behavior
and offer an opportunity that literally does not exist in
any other setting. The therapist can offer “objective”
feedback about potentially problematic behavior with-
out an obligation to apologize or repair the relationship.

In addition to dealing with the challenges of direct
“focal messages” or the literal content of any given utter-
ance, there are “metamessages” that are equally impor-
tant. Metamessages are the implicit messages that are not
typically acknowledged as a message, but have a pro-
found impact on the conversation nonetheless. If, for in-
stance, a client pleas to the therapist “Just tell me what to
do” the therapist has a few options. One common re-
sponse to this type of plea is to refuse the request with an
explanation. “It wouldn’t be appropriate for me to tell
you what to do in this case” or “This is your life and I
think you are in the best position to make a decision of
this importance.” The focal messages in this case are “no”
and “It isn’t a good idea to tell you what to do.” However,
one of the metamessages might be perceived as “I am
withholding my advice” and “I probably do have the an-
swers but it is against the rules to tell you.” In spite of the
reasonable focal content, these metamessages could re-
sult in resistance, problems in the therapeutic alliance,
and unnecessary arguments. One way to counter this

metamessage would be to use a statement such as “I wish
I knew what the right way to handle this would be … it is
not obvious to me either” (which is a “counterassump-
tive” statement). This response counters the assumption
that the therapist knows what is best for the client and,
for whatever reason, chooses to keep from the client, and
sends another message acknowledging the complexity
and difficulty of the client’s situation.

V. SUMMARY

Psychotherapy resides in our culture as a widely ac-
cepted and specialized form of communication. The
psychotherapist shapes the process by using a unique
combination of verbal tools and well-placed responses
to the client. Importantly, statements are selected on
the basis of the known effects of specific devices or
techniques, and are utilized as a means of meeting an
identified therapeutic goal. The therapist adopts spe-
cific roles such as teacher, redemptive listener, a guide
through the healing process, motivational speaker, and
persuader, and engages the client in different types of
therapeutic interactions. In whatever the context, the
skilled therapist relies on a deliberate use of language
to ensure the best chance of a positive outcome.
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GLOSSARY

adjudicate Refers to the process whereby differences and
conflicts within the justice system are heard and settled.

confidentiality The right of a patient to have any information
or communications made during the course of treatment
and evaluation to be held in strict confidence unless au-
thorized to be divulged.

due process The process whereby the rights of parties in a
conflict are assiduously protected in the settlement of that
conflict. Due process generally entails the opportunity to
know and examine one’s accusers and the chance to pres-
ent one’s own case in defense of an accusation.

HIPAA Health Insurance Portability and Accountability Act
of 1996, which is federal law intended to rectify a variety
of conflicting state laws concerning health related issues. It
has stringent confidentiality protections.

privilege Refers to disclosures made in court or for legal rea-
sons and is an exception to the general rule of evidence of
the justice system, in which every member or party to a
conflict has a right to every other person’s evidence.

There are both ethical and legal underpinnings to the
confidential relationship between a psychotherapist
and a patient. Confidentiality here refers to the right of
a patient to have communications, made during the
course of evaluation or treatment, held confidential ab-
sent express or implied authorization. Although confi-
dentiality is not absolute, and may vary with the
professional qualifications of the therapist, it remains a
core value for mental health professionals and patients.

A variety of professionals may fulfill the role of psy-
chotherapist. Physicians specializing in psychiatry and
psychoanalysis have the ability to prescribe medication
for their patients in addition to performing psychother-
apy in its varied forms. Clinical psychologists with
master’s or doctorate degrees have special training in
administering and interpreting psychological testing as
well as clinical training in psychotherapy. Other li-
censed professionals who conduct psychotherapy are
social workers and nurses with master’s or doctorate
degrees. In addition there are marital and family coun-
selors and the clergy.

Psychotherapy involves disclosures of the most per-
sonal nature, including wishes, fears, dreams, fantasies
as well as detailed disclosures regarding one’s personal,
educational, legal, employment, social, sexual, and
family history. This information is important, not just
for the isolated facts and psychological symptoms, but
also to learn how the person deals with stress and con-
ducts personal and intimate relationships. This data is
needed for accurate assessment and diagnosis, as well
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as treatment. The style and process by which the infor-
mation is disclosed by the patient/client is also reveal-
ing of personality traits and cognitive styles of dealing
with the inevitable stresses of daily life. It is not un-
common for a psychotherapist to be the recipient of in-
formation that has never been shared by the patient
with anyone else. Unless there is some assurance of
confidentiality, it is unlikely that individuals would be
as open or free about making disclosures, especially as
there remains a significant stigma associated with men-
tal disorders and their treatment.

I. CONFIDENTIALITY 
AND PRIVILEGE

Confidentiality protections are derived from a variety
of sources. The oldest derives from professional and
ethical codes. Since the fourth century BCE, the Hippo-
cratic Oath has required that physicians respect the
confidentiality of patient communications:

And whatsoever I shall see or hear in the course of
my profession, as well as outside my profession, in my
intercourse with men, if it be what should not be pub-
lished abroad, I will never divulge, holding such things
to be holy secret.

Professional organizations, such as the American
Medical Association (AMA), since early in its history,
have been concerned with the importance of confiden-
tiality. The current code of medical ethics has a section
on confidentiality:

The information disclosed to a physician during the
course of the relationship between physician and pa-
tient is confidential to the greatest possible degree. The
patient should feel free to make a full disclosure of in-
formation to the physician in order that the physician
may most effectively provide needed services. The pa-
tient should be able to make this disclosure with the
knowledge that the physician will respect the confi-
dential nature of that communication. The physician
should not reveal confidential communications or in-
formation without the express consent of the patient
unless required to do so by law.

The American Psychiatric Association (APA) pub-
lishes for its members The Principles of Medical Ethics
with special “Annotations Especially Applicable to Psy-
chiatry.” Members are required to follow the basic AMA
principles as well as the APA Annotations. The APA

principles state that psychiatrists must “respect the
rights of patients, colleagues, and other health profes-
sionals, and that they must safeguard patient confi-
dences within the constraints of the law.” The guidelines
on confidentiality also tell psychiatrists that they “may
release confidential information only with the authoriza-
tion of the patient or under proper legal compulsion.
The continuing duty of the psychiatrist to protect the pa-
tient includes fully apprising him/her of the connota-
tions of waiving the privilege of privacy.” Other
therapists are also bound by ethical codes to keep infor-
mation within the therapeutic relationship confidential.
The American Psychological Association, in its Ethical
Principles of Psychologists and Code of Conduct, informs
therapists that “safeguarding information about an indi-
vidual that has been obtained by the psychologists in the
course of his teaching, practice, or investigation is a pri-
mary obligation of the psychologist.” The National Asso-
ciation of Social Workers (NASW) also has a code of
ethics with an elaborate confidentiality section. Section
1.07c states in part

Social workers should protect the confidentiality of
all information obtained in the course of professional
service, except for compelling professional reasons.
The general expectation that social workers will keep
information confidential does not apply when disclo-
sure is necessary to prevent serious, foreseeable, and
imminent harm to a client or other identifiable person.

All clients must be informed by the social worker of
the limits of confidentiality in a given situation. The
American Counseling Association requires its members
to adhere to a code of ethics that has a full section on
confidentiality. Counselors must respect their clients
right to privacy and avoid illegal and unwarranted dis-
closures of confidential information.

The concepts of confidentiality and privilege are re-
lated but separate. Privilege laws, strictly speaking,
only relate to disclosures made in court whereas confi-
dentiality statutes govern therapist’s obligations outside
the courtroom. Privilege is an exception to the general
rule that the justice system has a right to every person’s
evidence. Confidentiality is both an ethical and legal
duty that protects a patient from unauthorized disclo-
sures of protected information. At this point all states
and the federal courts recognize important confiden-
tiality and privilege protections in the psychothera-
pist–patient relationship. At the same time statutes and
courts have created numerous exceptions to the confi-
dentiality/privilege rights.
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By far the most influential rationale for recent privi-
lege law is the traditional justification enunciated by
Dean Wigmore. Essentially utilitarian in nature, this
justification asserts that communications should be
privileged only if the benefit derived from protecting
the relationship is important enough to society that it
outweighs the detrimental effect on the search for
truth. In particular, Wigmore set out four conditions
for the establishment of a privilege:

1. The communications must originate in a confi-
dence that they will not be disclosed.

2. This element of confidentiality must be essential to
the full and satisfactory maintenance of the relation
between the parties.

3. The relation must be one which in the opinion of
the community ought to the sedulously fostered.

4. The injury that would inure to the relation by the
disclosure of the communications must be greater
than the benefit thereby gained for the correct dis-
posal of litigation.

The evolution of the privilege concept in law is help-
ful in understanding its current role for psychothera-
pists. The rule that an advocate could not be called as a
witness against his client existed in Roman times. It is
unclear whether the Roman tradition influenced the
Anglo-Saxon attorney–client privilege, but English
recognition of the privilege goes back at least to the
reign of Elizabeth I. The purpose of the privilege was to
prevent the attorney from being required to take an oath
and testify against his client. Later, it was also consid-
ered that such testimony against one to whom loyalty
was owed would violate the attorney’s honor as a gentle-
man. Thus, the original justification for the privilege
was nonutilitarian. Accordingly, the attorney, rather
than the client, held and asserted the privilege. Today
the privilege is the prerogative of the client. The client,
not the lawyer, holds the privilege. The client has the ul-
timate authority to raise or to waive the privilege. In ad-
dition to the attorney–client privilege under English
common law there was also a spousal privilege and,
until the Reformation, a clergy–communicant privilege.

The physician–patient privilege did not exist under
the English common law, and physicians were expected
to testify as any other witnesses in court proceedings.
In the United States, a New York court first recognized
the clergy–communicant privilege in 1813. In 1828,
New York also became the first state to grant a testimo-
nial privilege to communications between a doctor and
patient. This permitted a patient to prevent a physician

from testifying about information relevant to the pa-
tient’s treatment that was divulged to the physician in
his professional capacity. The psychological counseling
privilege has gained recognition since the 1950s, and
more recently the privilege has been extended to cover
other therapists and sexual assault counselors. Around
1970 there were some efforts by psychiatrists to assert
the privilege in their own right. Psychiatrists argued
that the patient could not fully understand what they
were agreeing to when they signed a release of informa-
tion. Only the analyst could understand the full impli-
cations of the disclosures made in therapy. Courts were
by and large not sympathetic with this argument and
have clearly held that it is the patient’s privilege and is
not the prerogative of the therapist.

By 1996 all 50 states and the District of Columbia had
enacted some form of psychotherapist privilege. Federal
courts, however, did not accept the privilege. In 1972 the
Chief Justice of the Supreme Court transmitted to the
Congress proposed rules of evidence for the federal
courts that had been formulated by the Judicial Confer-
ence Advisory Committee and approved by the Judicial
Conference of the United States. The proposed rules de-
fined nine specific testimonial privileges, including a
psychotherapist–patient privilege. Congress rejected this
recommendation in favor of Rule 501, which was more
general and authorized federal courts to define new priv-
ileges by interpreting “common law principles … in the
light of reason and experience.”

Until 1996 only a few federal jurisdictions adopted a
limited form of a psychotherapist privilege. Others re-
jected it entirely. Because of these conflicts in the federal
courts the U.S. Supreme Court agreed to hear the case of
Jaffee v. Redmond. Mary Lu Redmond was the first police
officer to respond to a “fight in progress” call at an apart-
ment complex in Illinois. As she arrived two women ran
toward the squad car saying there had been a stabbing in
one of the apartments. Officer Redmond relayed the in-
formation and requested an ambulance. As she was
walking to the entrance of the building several men ran
out, one waving a pipe. Two other men then burst out of
the building, one chasing the other and brandishing a
butcher knife. He disregarded her repeated commands to
drop the weapon, and Redmond shot him when she be-
lieved he was about to stab the man. He died at the
scene, and people came pouring out of the building, and
a threatening confrontation followed before other offi-
cers arrived. A suit was filed against the officer claiming
excessive force. There was conflicting testimony from
the victim’s relatives claiming that he was unarmed and
that she drew her gun immediately on exiting the squad

Legal Dimensions of Psychotherapy 93



car. After the shooting Redmond saw a clinical social
worker for 50 sessions. The plaintiff sought access to the
therapy notes concerning the sessions in their cross-ex-
amination of Officer Redmond. The district judge re-
jected Redmond’s assertion that the contents of the
therapy notes were protected under the psychothera-
pist–patient privilege. Neither the therapist nor Red-
mond complied with the order to release the notes. The
judge instructed the jury that they could presume the
notes would have been unfavorable to Redmond, and
the jury awarded approximately $550,000 in state and
federal claims.

The U.S. Supreme Court majority opinion concern-
ing this case held that confidential communications be-
tween a licensed psychotherapist and her patients in
the course of diagnosis and treatment are protected
from compelled disclosure under Rule 501 of the Fed-
eral Rules of Evidence. They explicitly recognized and
extended the privilege for psychiatrists and psycholo-
gists to licensed social workers. They noted that there
would be situations in which the privilege must give
way, for example, if a serious threat of harm to the pa-
tient or to others could be averted only by means of the
disclosure by the therapist.

In spite of the importance of the recognition of a psy-
chotherapist–patient privilege, it is important to be
aware that the patient’s privilege is not absolute. There
are several exceptions to both the psychotherapist–pa-
tient privilege and confidentiality statutes. The patient
waives the right to confidentiality when he or she places
his or her mental condition into issue in civil litigation,
the so-called patient-litigant exception. This is permit-
ted to allow the defendants to explore a patient’s prior
history to confirm that the current mental condition
was related to the claimed injury and had not been pres-
ent before. Since Jaffee, courts continue to differ about
the breadth of this exception. The most frequent exam-
ples are plaintiff’s claims in civil cases for emotional dis-
tress damages or in suits under the Americans with
Disabilities Act in which a party’s mental condition may
be part of the case. Some courts have held that where a
patient merely alleges “garden variety” emotional dis-
tress following an injury and not a specific psychiatric
disability or unusually severe distress, this has not been
deemed sufficient to waive the psychotherapist–patient
privilege. However, there is wide variation in individual
rulings. A waiver is frequently deemed to apply when
parents cannot agree in custody disputes regarding who
is best able to care for the child. In many jurisdictions,
statutes also exclude the use of the privilege in involun-
tary civil commitment proceedings.

The dangerous patient exception to the privilege was
explored in a case where a man was indicted for threat-
ening to kill the president. The defendant moved to ex-
clude from evidence his prior statement to a psychiatrist
that he “wanted to shoot Bill Clinton.” The government
argued that under the Jaffee exception the privilege was
not available, and the trial court agreed. On appeal the
Tenth Circuit rejected the broad claim that the privilege
does not apply in the criminal setting but remanded the
case for an evidentiary hearing “to determine whether
… the threat was serious when it was uttered and
whether its disclosure was the only means of averting
harm to the president when the disclosure was made.” If
serious and the only means for averting harm then the
privilege would not be available. On remand, the Dis-
trict Court heard from the psychiatrist that the man had
been discharged to his father’s care after his hallucina-
tions of killing the president had stopped and he was
stabilized on antipsychotic medication. Three days later
the psychiatrist learned that the man had left the father’s
home, and his whereabouts were unknown. Concerned
that he would again stop his medication without super-
vision, the psychiatrist now concluded that he posed a
“serious threat” but commitment was not an option be-
cause he had disappeared. The Secret Service was con-
cerned that he had money to travel and had once before
been investigated for similar threats. Based on this evi-
dence the court denied the defendant’s motion to ex-
clude the disclosure to his psychiatrist. Neither the trial
court nor the appellate court considered whether the
disclosure, designed to prevent a future harm, should be
admissible in a subsequent criminal prosecution.

California has an evidentiary rule permitting this
type of disclosure, which has led to psychiatrists and
psychologists being called to give evidence of aggrava-
tion in capital sentencing hearings after making a Tara-
soff warning that ultimately failed to protect a victim.
The prosecutor was interested in showing long-stand-
ing hostility and premeditation by use of this testi-
mony. Other state courts, without this rule of evidence,
have refused to let such testimony into evidence.

Other exceptions to confidentiality include reporting
laws, such as those relating to communicable diseases;
child abuse and neglect; chronic health problems affect-
ing safety to drive; disabled physicians; elderly abuse;
and mentally retarded abuse. Most states also permit
disclosures, without patient consent, when therapists
wish to consult with other professionals for the purpose
of diagnosis and treatment, when decisions need to be
made regarding hospitalization of the patient, or when
the patient poses a risk of harm to self or others.
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There are also special rules that come into effect when
the work setting or facility has developed specific guide-
lines. For example, correctional institutions, employee
assistance programs, and the military all have additional
exceptions to confidentiality. Prison wardens generally
require, as a work rule, that any information regarding
escapes or escape plans are not confidential and require
disclosure to security staff. In employee assistance pro-
grams, some information concerning work performance
issues may be available to the employer. Commanding
officers in the military frequently must be told certain in-
formation that would be confidential in other settings.
Such special settings frequently require a therapist to
learn about and then inform the patient of any limita-
tions on confidentiality that may be applicable.

There have not been many cases brought against
psychotherapists for inappropriate breaches of confi-
dentiality reaching appellate levels of review. Many
explanations have been offered to account for this
small number. The standard of care is not as clearly
defined as in other areas of medicine, and causation
and damages are hard to prove. There is rarely a phys-
ical injury, and courts have been reluctant to make
awards for purely emotional damages. Patients may
also be reluctant to file cases and expose their mental
history in public. It is also possible that many cases
settle before reaching open court. Nonetheless a small
number of cases have reached public attention, and
some are instructive.

In 1986 Diane Wood Middlebrook was writing an
authorized biography of Anne Sexton, an American
poet. Although Sexton had left detailed instructions re-
garding most of her papers including some therapy
notebooks and a few tapes, her psychiatrist, Dr. Martin
Orne, released 300 tapes after obtaining the permission
of Sexton’s daughter and literary executor, Linda Gray
Sexton, to allow the biographer to review the tapes.
The release of the tapes evoked great consternation
from both literary and psychiatric circles. One profes-
sional called his actions a “betrayal of his patient and
profession.” Others felt the family’s wishes did not mat-
ter and that confidentiality should survive a patient’s
death. Dr. Orne believed that the patient would have
been eager to have the material reviewed. Eventually
charges of an ethics violation were brought against Dr.
Orne and adjudicated by the American Psychiatric As-
sociation. Ultimately a decision was reached that no
ethical violation occurred. Although no lawsuit was
filed, the situation illustrates the high sensitivity to
these issues as well as the vulnerability of psychothera-
pists to ethical complaints.

Some liability for disclosures has been founded upon
“breach of contract.” In Doe v. Roe a psychiatrist and
her psychologist husband wrote and published a book
about a wife and her late husband eight years after the
couple terminated psychotherapeutic treatment with
the psychiatrist. The book reported extensive details of
their lives with verbatim quotations on the feelings,
fantasies, and thoughts of both husband and wife con-
cerning the marriage that was breaking up. The thera-
pist claimed that she had obtained verbal consent
during the course of therapy. The suit was brought for
breach of contract and in tort, for a violation of the
confidentiality statute between physician and patient
and for invasion of privacy. The court held that the de-
fendant psychiatrist had entered into an agreement
with her patients to provide medical care, and although
not an express contract, the court stated that the physi-
cian impliedly covenants to keep in confidence all dis-
closures made by the patient concerning the patient’s
physical and mental condition “as well as all matters
discovered by the physician in the course of examina-
tion or treatment.” The court noted that patients would
bring out “all manner of socially unacceptable instincts
and urges, immature wishes, perverse sexual thoughts—
in short the unspeakable, the unthinkable, the re-
pressed.” The psychologist husband who was a
co-author was not in a contractual or physician–patient
relationship with the plaintiff but the court held him
equally liable as a co-violator.

The courts have used a similar means to hold non-
physician therapists to a standard of care encompassing
confidentiality. In Mississippi State Board of Psychologi-
cal Examiners vs. Hosford, a psychologist was sus-
pended from practice by the state board for revealing
confidential information about his patient. The patient
and her husband had sought a treatment for marital
difficulties. The psychologist voluntarily and unilater-
ally revealed information about the wife in a subse-
quent divorce and custody action to the husband’s
attorney and signed an affidavit attesting that the wife
was not a competent parent. This disclosure was made
without a court order requiring disclosure. The Missis-
sippi Supreme Court reviewed the American Psycho-
logical Association’s Ethical Principles, the psychologist
patient privilege, and a “public imperative that the psy-
chology profession as a whole enjoy a impeccable repu-
tation for respecting patient confidences” when the
psychologist appealed the decision of the licensure
board. The suspension was upheld.

The complexity of the psychotherapist–patient privi-
lege and the Fifth Amendment were illustrated in a case
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that arose on an Indian reservation and thus was heard
in federal court. D. F. was a troubled 13-year-old ado-
lescent who was admitted to a residential treatment
program at a county mental health center. Over the
course of 6 months she received very conflicting mes-
sages about the confidentiality of her statements made
to center staff. She was suspected of harming two in-
fant cousins who had died within a short time of each
other. While at the center she was repeatedly encour-
aged by staff to write and discuss her abuse of young
children to gain better ward privileges. At the same
time some of the staff were in close communication
with Protective Services and the FBI. The staff could
never reach consensus about their role and responsi-
bilities. Finally, after more than 6 months on the unit,
she confessed. She was arrested and charged with sec-
ond-degree murder. When the government attempted
to introduce her confession, the defense argued that it
was not voluntary. The admission into evidence of a
confession that was not voluntary, within the legal
meaning of the word, violates due process. The court
found that the therapists were acting more like “state
actors” (police) than they were therapists as they were
directly communicating with law enforcement, and
thus the confession was determined to be coerced and
inadmissible. The staff never clearly defined their role
as caregivers with a duty to look after the patient’s best
interests. Had they done so they would have thought
of suggesting that she have a lawyer appointed to at-
tend to her legal problems as well as obtaining legal
guidance for the staff.

II. ACCESS TO ONE’S OWN 
MEDICAL RECORDS

Traditionally, medical records were considered the
property of the physician or therapist and thus were
under his or her full control. As recently as 1975 a
woman, who had signed a contract to write a book
about her own experiences as a patient, wished to read
her psychiatric records. The New York court, at that
time, had no difficulty in upholding the hospital’s right
to refuse such access. This rule has been altered as the
vast majority of states have passed right-of-access laws
permitting patient access to their own medical records.
Generally, however, these laws allow therapists a lim-
ited ability to restrict access where there are reasonable
grounds for a judgment that access would be harmful
to the patient.

III. “DUTIES TO THIRD PARTIES”
OR WHEN CAN VICTIMS OF A

PATIENT’S VIOLENT BEHAVIOR
HOLD THE PSYCHOTHERAPIST

ACCOUNTABLE?

Prior to the mid-1970s psychotherapists had little
exposure to lawsuits from individuals who were in-
jured by their patients. This generally was limited to
cases of (a) harm by a patient to other patients on an
inpatient unit, or (b) negligent discharge from inpa-
tient facilities that resulted in harm to families or
strangers within a short period of time from the dis-
charge. This was based on a common-law principal that
imposed a duty on the person having custody of an-
other to control the conduct of that person. This com-
mon law principle is stated in Restatement of the Law,
Second, Torts § 320

one who is required by law to take or who voluntarily
takes the custody of another under circumstances such
as to deprive the other of his normal power of self-pro-
tection or is subject him to association with persons
likely to harm him, is under a duty to exercise reason-
able care so to control the conduct of third persons as
to prevent them from intentionally harming the other
or so conducting themselves as to create an unreason-
able risk of harm to him, if the actor

1. Knows or has reason to know that he has the ability
to control the conduct of the third persons, and

2. Knows or should know of the necessity and oppor-
tunity for exercising such control.

As written this would not seem to apply to outpa-
tients in psychotherapy.

A. The Tarasoff Case

In 1969 a case arose in California that substantially
expanded the duty of care for psychotherapists. The
facts are interesting, and although a jury (because of a
settlement prior to trial) never heard the case, it has
become a landmark case for psychotherapists. Pros-
enit Poddar was a 25-year-old Bengalese Indian stu-
dent at the University of California in Berkeley when
he murdered another student, 19-year-old Tatiana
Tarasoff. Why he killed this young woman he “loved,”
but barely knew, gradually emerged. Poddar had risen
with amazing success through the Indian educational
system. In the 1960s he was one of a small number of
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Indian students chosen because of his intellectual
abilities to pursue graduate-level study in United
States in the field of electronics and naval architec-
ture. He grew up in a tiny village in a remote area of
India. His upbrining was so the distant from that of
Western society that when he first attended the Uni-
versity in India, his friend Farrokgh Mistree had to
teach him how to eat with a knife, fork, and spoon
and had to explain plates to him. He was a member of
the lowest caste in India, the so-called untouchables.
During his first year in the United States he did quite
well academically. His friend Mistree then joined him
in the states but was able to adapt much more quickly
to U.S. culture. In the fall of 1968, during his second
year, Poddar met Tatiana Tarasoff at an International
Students’ Organization folk dance. She talked,
danced, and flirted with him. She told him of her
background, being born in Shanghai of Russian par-
ents, moving to Brazil and then the United States. She
was studying languages at a local college and liked to
practice at the International House where Poddar was
living. She was outgoing and friendly with many of
the foreign students but gradually Poddar’s interest in
her increased, and he told his friend Mistree of his
powerful attraction. He did not understand how her
behavior, that seemed more than friendly to him, was
compatible with spending time with other male stu-
dents. His friend explained that he thought her inter-
est was genuine but probably only casual.

At a New Years Eve party, he was alone with her in an
elevator. It was a festive occasion, and people had been
drinking. Impulsively she kissed him for the New Year.
He was stunned, as he had never had physical contact
with a woman other than his relatives. He almost imme-
diately fled to tell his friend of the new development. In
the months that followed he became increasingly upset
by her inconsistent behavior. He installed microphones
in his room to record their conversations both on the
phone and in person. His friend suggested that he end
the relationship because it was interfering with his
work. He did so, but a month later she called and said
she missed him. Within a month he was again uncer-
tain, and in an effort to clarify the situation, he pro-
posed marriage. She did not accept but also did not
clearly refuse. Shortly afterward he again confided to his
friend that Tatiana’s friends were now laughing at him.
“Even you, Mistree,” he said, “laugh at my state. But I
am like an animal, I could do anything, I could kill her.
If I killed her, what would you do?” He began to stay
in his room for days. He told fellow students that he
would like to blow up the house where she lived with

her brother and parents. They persuaded him that it was
not possible but did not say anything to warn anyone or
call the police.

In June, Tatiana returned to Brazil for the summer,
but nothing changed for Poddar. His friend suggested
that he see a doctor, set up the appointment, and ac-
companied him. After the initial interview the psychia-
trist placed him on antipsychotic medication and set up
weekly appointments with a psychologist. During the
summer months Poddar became friendly with Tatiana’s
brother, Alex, spent time with him, and planned to
share an apartment with him in the fall. He began to
fantasize about rescuing Tatiana from a contrived situa-
tion so she would understand the depth of his affection
for her. When he told his friend Mistree that he
planned to buy a gun to effect this plan, Mistree called
the therapist and told him that Poddar planned to stop
therapy and buy a gun. The psychologist consulted
with the psychiatrist, and they decided that Poddar
needed to be hospitalized. Because of peculiarities in
California commitment law the psychologist wrote a
letter to the University police requesting their assis-
tance in hospitalizing Poddar. Shortly thereafter the
Berkeley campus police found Poddar in his new apart-
ment with Alex and interviewed him there. Poddar de-
nied he had a weapon and denied any specific threats
although he acknowledged that there had been a diffi-
cult relationship between him and the young woman.
The police warned him to stay away from her and left
without taking any other action. Tatiana’s brother Alex
was present during interview and knew that the threats
were related to his sister but he did not take them seri-
ously and did not report them to his family. When the
head of the clinic reviewed the case, he ordered the
therapist to destroy the letter to the campus police re-
questing hospitalization.

Tatiana returned in September, and Poddar over-
heard her recounting a summer affair to her friends. He
began to follow her around. He then purchased a gun,
perhaps to carry out his plan of rescuing her from a dis-
aster situation. He consulted with Alex about what
would be the best way to approach his sister but Alex
recommended that he stay away from her and that it
was all over and best forgotten. Poddar insisted that he
must talk with her, but Alex told him not to go over to
his parent’s house, as his father was quite hot tempered.
Poddar then made several efforts to see Tatiana at the
house. After her mother turned him away, he returned
in midafternoon before anyone else came home. As he
left his apartment, he slipped a kitchen knife as well as
the gun into his pocket as protection against her angry
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father. When she answered the door he tried to explain
his need to talk with her and forced his way past the
closing door. Tatiana screamed, pushed him away, and
started to run away. He fired at her scream and followed
her. He took the knife from his pocket as they plunged
together through the kitchen door. Within minutes he
dialed the phone number of the Berkeley City Police
stating that he thought he had killed someone. Poddar
was charged with first-degree murder. He pled insanity
and diminished capacity. Although all experts agreed
with the diagnosis of paranoid schizophrenia, the jury
found Poddar guilty of second-degree murder. He was
sent to California state prison. Five years after he had
begun serving a sentence, the California Supreme
Court issued its decision; overturning the jury verdict
on the grounds the trial judge had given inadequate in-
structions on diminished capacity to the jury. Rather
than retry him, a deal was struck. Because he had al-
ready served 5 years, if the state would agree to release
Poddar from prison; his attorney personally guaranteed
that Poddar would return immediately to India and
would never come back to the United States.

Alongside the criminal case, Tarasoff v. Regents of the
University of California also ended with a settlement.
Tatiana’s parents sued the University of California and
the therapists for the wrongful death of Tatiana. They
included a complaint that the psychiatrist’s failure to
warn them or Tatiana of the danger that Poddar posed
to the family was a legal cause of action. Because the
trial court dismissed the causes of action as groundless
it was appealed to the California Supreme Court on
their legal adequacy. After the Court rendered its first
decision holding that psychotherapists had a duty to
warn potential victims of their patient’s threats and that
the campus police could be found liable for a failure to
warn Tanya, a rehearing was requested although such
requests are almost never granted, it was in this case.
The second decision reaffirmed but modified the origi-
nal decision. It required therapists to “protect” in-
tended victims, rather than just “warn” them and
absolved the police from any liability. Although the
Court expressed concern about the confidentially is-
sues raised by psychiatrists and other mental health
professionals, they concluded in both decisions “The
protective privilege ends when the public peril begins.”
The major holding of the case was that the therapists
could not escape liability on the grounds that Tatiana
was not their patient. The Court held:

When a therapist determines, or pursuant to the stan-
dards of his profession should determine, that his pa-
tient presents a serious danger of violence to another, he

incurs an obligation to use reasonable care to protect the
intended victim against such danger. The discharge of
this duty may require the therapist to take one or more
of various steps, depending upon the nature of the case.
Thus it may call for him to warn the intended victim or
others likely to apprise the victim of the danger, to no-
tify the police, or to take whatever other steps are rea-
sonably necessary under the circumstances.

Justice Mosk, in a concurring opinion (meaning that
he agreed with the holding but not the legal reasoning),
agreed that under the limited circumstances of this par-
ticular case, Poddar’s therapists had a duty to warn Ta-
tiana. Although Mosk believed the therapists’ duty had
been satisfied by warning the campus police, he consid-
ered this a factual matter to be raised by the defense on
remand and did not dissent on this basis. He dissented
from the majority’s use of the term “standards of the
profession.” What standards? Psychiatric opinions of
future violence were inherently unreliable. “The major-
ity’s expansion of that rule will take us from the world of
reality into the wonderland of clairvoyance.”

Justice Clark, in dissent, was concerned about the
pressure on psychiatrists to protect themselves.

Now, confronted by the majority’s new duty, the psy-
chiatrist must instantaneously calculate potential vio-
lence from each patient on each visit. The difficulties
researchers have encountered in accurately predicting
violence will be heightened for the practicing psychia-
trist dealing for brief periods in his office with hereto-
fore nonviolent patients. And, given the decision not to
warn or commit must always be made at the psychia-
trist’s civil peril, one can expect most doubts will be re-
solved in favor of the psychiatrist protecting himself.”

Because the case settled prior to trial, there was no
discussion or expert opinion of what warnings or pro-
tective action were possible or appropriate in the above
circumstances.

Although California went on to clarify the meaning of
the principle in later decisions to cover only identifiable
victims, other jurisdictions disagreed and expanded the
scope of the decision. The broadest interpretation oc-
curred in 1980 in the case of Lipari v. Sears Roebuck &
Co. There, a patient fired a shotgun in a crowded night-
club, blinding a woman and killing her husband. There
were no advance warnings to his therapists, and he never
threatened any specific person. He did make clear that
he was unhappy with his treatment. While still in treat-
ment at the V.A. day care center he purchased a shotgun
at Sears, but told no one on his treatment team. He ter-
minated treatment 3 weeks later. One month after the
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termination he entered the nightclub. The Nebraska Dis-
trict Court allowed the plaintiffs to proceed in their law-
suit against the hospital. The court held it was for the
jury to decide whether the therapist knew or should
have known of the patient’s dangerous propensity. It did
not matter that the victims were not identifiable. The
Court rejected the limitation to identifiable victims and
focused on the foreseeability of the act.

A Vermont case extended the liability to situations
where only damage to property was involved. In that
case a patient informed his master’s-level counselor
that he intended to burn down another person’s barn.

The duty has also expanded in some jurisdictions to
the area of a patient’s erratic driving. In one case a man
diagnosed with paranoid schizophrenia, and with an
extensive history of depression, self-mutilation, and
noncompliance with neuroleptic regimens, was con-
fined following his excision of his left testicle. One day
prior to the expiration of his commitment he was ob-
served driving dangerously on the hospital grounds.
His commitment was not renewed, and he was re-
leased to outpatient follow-up. He promptly threw
away his medication and resumed use of street drugs.
Five days later he ran a red light at excessive speed and
hit a vehicle, injuring the driver. She filed a suit, charg-
ing the state with negligent treatment by failing to
recommit him or releasing information, regarding his
violation of probation conditions. The court adopted
the foreseeability standard from Lipari to hold that a
psychiatrist has a duty to take reasonable precautions
to protect anyone who might foreseeably be injured by
the patient’s drug-related problems. This line of cases
requires therapists to protect victims from their pa-
tients’ negligent behavior rather than just intentional
harmful acts.

An interesting variant occurred in another California
case where the question arose as to whether a therapist
has to make a warning if the potential victim is already
aware of the danger. In Jablonski v. U.S. the victim was
the defendant’s common-law wife, Melissa Kimball. Ms.
Kimball was fully aware of her husband’s violent ten-
dencies in view of his prior beatings of her and his at-
tempted rape of her mother. His more recent behavior
included threatening the mother-in-law again. His psy-
chiatrist recommended a voluntary hospitalization,
which he refused. Prior psychiatric records from the
V.A. were not obtained that would have revealed homi-
cidal ideations toward his former wife. His wife brought
him back for a second visit but the physicians felt that
although he was potentially dangerous due to his anti-
social personality he was not presently committable.

Two days later he attacked and murdered his common-
law wife. The victim’s daughter claimed the psychia-
trists were negligent by failing to warn her mother of
her husband’s foreseeable danger. The court agreed.
“Warning Kimball would have posed no difficulty for
the doctors, especially since she twice expressed her
fear of Jablonski directly to them. Neither can it be said
… that direct and precise warnings would have had lit-
tle effect.” The reasoning of the Court seemed to be
that, even though others had suggested she stay away
from him, a warning from a doctor carries greater
weight and might have influenced the victim.

Almost all jurisdictions have adopted some form of
the Tarasoff duty, either through case law or by statute.
Some courts have reasoned that this duty to protect
third parties should be imposed because of the thera-
pist’s control over the patient, while others have taken a
modified approach by broadening the therapist’s duty
to warn all foreseeable victims. Some have limited lia-
bility to specific identifiable victims or to a class of
identifiable victims (e.g., children). A minority of juris-
dictions has declined to recognize the obligation alto-
gether, especially for outpatient therapists (Florida,
Virginia, and Texas). The American Psychiatric Associ-
ation has proposed model legislation to better define
the nature of the liability as well as what actions are
sufficient to fulfill the duty. They suggest language to
include “actual” or “real” threats as well as identifiable
victims. They also suggest that hospitalizing the patient
or making reasonable attempts to notify the victim and
calling the police is sufficient to satisfy the duty. This
model statute was adopted in some 22 states with vari-
ations in wording.

There were many concerns that this decision would
have dire effects on the psychotherapeutic relationship.
Some felt that psychotherapists would be deterred from
treating potentially violent patients or that patients
would be deterred from seeking therapy. Others
thought that patients would be less likely to share vio-
lent fantasies or that once a warning was issued the
therapy would end as in the Tarasoff case. Subsequent
studies and experience, however, have failed to confirm
these fears. Psychotherapists have and should increase
their use of consultation in potential Tarasoff cases,
which is a useful step in planning carefully as well as
averting liability.

Tarasoff and subsequent cases have defined and ex-
panded the psychotherapist’s obligations to victims of
their patient’s actions if they are deemed foreseeable.
The challenge is how to maintain trust with patients
while carefully assessing and evaluating risk of violence
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to third parties. Therapists must then consider how
best to protect potential victims as well as their patients
by considering increased contact, medication, hospital-
ization, warnings, or other protective actions. Problems
have arisen when past medical records have not been
reviewed or past therapists have not been contacted.

By contrast when patients reveal information about
past crimes most confidentiality statutes (except for child
abuse reporting) do not permit disclosure by the thera-
pist. Yet therapists, unlike attorneys who hear such infor-
mation are generally more uncomfortable keeping such
information confidential, especially if the crime is seri-
ous, and often wish to call law enforcement authorities.
They are concerned that patients are using psychother-
apy to “get away with a crime.” But for an expectation of
confidentiality, patients would not disclose such informa-
tion to therapists. In such circumstances a consultation
with an attorney or knowledgeable colleague may be use-
ful in reviewing duties and obligations.

IV. FEDERAL LAW AND
REGULATIONS REGARDING

CONFIDENTIALITY

Aside from comprehensive regulations regarding
treatment of substance abusers in facilities receiving fed-
eral funding, the federal government has generally left
confidentiality protections of medical information to the
states. In 1996, however, Congress passed the Health In-
surance Portability and Accountability Act (HIPAA).
Concerns about the fact that more and more health care
providers and plans are using electronic means of stor-
ing and transmitting health information caused Con-
gress to attempt to develop privacy rules and to ask the
Department of Health and Human Services (HHS) to
provide regulations if there was no congressional action
by August 1999. Congress did not act, and regulations
were developed by HHS and went into effect in April
2001. Compliance is required by 2003. This Act covers
all health care providers who have engaged in at least
one standard electronic transaction or providers that use
billing services that utilize electronic transactions as
well as health plans. The Act distinguishes between con-
sent and authorization. Consent must be obtained to re-
lease information for “treatment, payment, and health
care operations” (TPO). Consent, in this context, is a
general document that gives health care providers, who
have a direct treatment relationship with a patient, per-
mission to use and disclose all health information for
TPO. Authorization is required for more specific re-
leases of information. An authorization is a more cus-

tomized document that gives providers permission to
use specified protected health information (PHI) for
specified purposes, which are generally other than TPO,
or to disclose PHI to a third party specified by the indi-
vidual. Psychotherapy notes have received some special
protections if they are kept separate from the rest of the
medical record and are for the use of the therapist only.
In general, disclosures of information will be limited to
the “minimum necessary” for the purpose of the disclo-
sure. This provision does not apply to the disclosure of
medical records for treatment purposes because physi-
cians, specialists, and other providers need access to the
full record to provide quality care.

States that have more stringent confidentiality protec-
tions under local state laws (like those covering mental
health, HIV infection, and AIDS information) are not
preempted by HIPAA. These confidentiality protections
are seen as setting a national “floor” of privacy standards.
This law was not designed to resolve disputes between
insurers and providers nor prevent subpoenas of records
for court-related issues. HHS is beginning to issue “guid-
ances” so that practitioners will be able to understand
the regulations and their requirements.

V. BOUNDARY VIOLATIONS:
PSYCHOTHERAPIST–PATIENT

SEXUAL CONTACT

The boundaries of any relationship define how the
parties ought to behave toward each other in their re-
spective roles. In the psychotherapist–patient relation-
ship, these boundaries are derived from professional
ethical guidelines, cultural morality, and jurisprudence.
Generally, boundaries include agreements relating to
scheduled sessions; fee agreements; establishing “treat-
ment goals” that are modified through negotiation; ther-
apy sessions focused entirely on the client; an
understanding regarding confidentiality and any limita-
tions; and finally, no sexual contact or even social con-
tact with patients, except when “overlapping [social]
circles” render such contact unavoidable. The purpose of
these limits is to create an atmosphere of safety and pre-
dictability within which the treatment can proceed.
These guidelines have evolved from the psychoanalytic
method of treatment. They have not been codified or up-
dated to include current modes of treatment especially
involving treatment of the seriously and chronically
mentally ill in the public sector. This work does involve
professionals in their clients’ lives especially when they
live in supervised housing or are being delivered and ad-
ministered medications in their homes or apartments.
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Many of these patients or clients are also supervised and
at times accompanied by staff to aid in shopping for food
or clothes as well as helping with money management
programs. Many of these behaviors have been deemed
unethical when they have occurred in psychoanalytic-
type treatment settings. Even within psychotherapeutic
approaches, it has not been possible to articulate defini-
tive guidelines, as most clinicians would agree that
guidelines should be tailored to the particular require-
ments of the individual patient.

The fiduciary nature of the physician–patient rela-
tionship is fundamental to boundary setting and cre-
ates a covenant that controls the imbalance of power to
ensure a safe and trusting relationship based on the pa-
tient’s needs. In essence, the physician guarantees that,
within the therapeutic relationship, the patient can feel
comfortable revealing intimate personal information
without fear of exploitation.

Not all boundary crossings are equivalent to mal-
practice or substandard care. Many do not harm the pa-
tient or threaten the treatment. Helping a patient who
has fallen or consoling a patient who has just been in-
formed that a close relative has died are humane re-
sponses that should not be discouraged. There are
situations where some behaviors may be inappropriate
in some contexts but not in others, for example some
touching of terminally ill, geriatric patients or HIV-in-
fected patients. Both culture and context are important
factors to consider in reviewing behavior.

Any sexual contact, however, has been increasingly
viewed as an egregious violation of patient trust. Here,
psychotherapists are seen as allowing personal interests
to supercede those of the patient in a manner that may
cause significant harm.

In cases involving breaches of confidentiality courts
have been more willing to look at physicians’ ethical
guidelines and fiduciary duties, than they have in cases
involving physician–patient sexual contact. The courts’
inconsistency in applying the ethical standards and fi-
duciary aspects of the psychotherapist–patient relation-
ship to sexual conduct remains unclear. Judicial
unfamiliarity with the medical professions standards
may reflect the inconsistent statements made by differ-
ent professional organizations and the relatively late re-
sponse of the American Medical Association to develop
specific standards.

Like confidentiality standards, the ethical proscrip-
tions against sexual contact between physicians and
patients are long standing and were emphasized in the
Hippocratic Oath that was codified around 460 BCE: “In
every house where I come I will enter only for the good
of my patients, keeping myself far from all intentional

ill-doing and all seduction, and especially from the
pleasures of love with women or with men.”

Prior to 1990, the AMA recognized the potential for
power abuse in the physician–patient relationships and
declared “sexual misconduct” in the practice of medi-
cine to be unethical. However, the code did not define
“misconduct” and thus did not clarify what type of sex-
ual conduct was proscribed. Today the code expressly
provides that sexual contact that occurs concurrently
with the physician–patient relationship constitutes sex-
ual misconduct. Sexual relationships that predate the
physician–patient relationship, such as sexual contact
with a spouse, are an exception to this general rule. In
most other cases the AMA has explained that sexual con-
tact between a physician and patient is almost always
detrimental to the patient and is unethical because the
physician’s self-interest inappropriately becomes part of
the professional relationship. Because a fiduciary rela-
tionship exists between a patient and a physician, physi-
cians have obligations to act solely for the welfare of
patients and refrain from engaging in sexual activity.

The American Psychiatric Association, in its annota-
tions to the AMA Code for psychiatrists much earlier
specified the possibility for exploitation of patients
(1973–first edition of the Principles of Medical Ethics
with “Annotations Especially Applicable to Psychiatry”):
“The necessary intensity of the therapeutic relationship
may tend to activate sexual and other needs and fan-
tasies on the part of both patient and psychiatrist, while
weakening the objectivity necessary for control. Sexual
activity with a patient is unethical.” This policy was
promulgated in the 1970s along with the suggestion that
if therapy was ended but the subsequent relationship
was exploiting the patient it too was unethical.

Other psychotherapeutic disciplines have similar
codes. The ethical code for psychologists states that “Sex-
ual intimacies with clients are unethical.” Likewise for
social workers, “The social worker should under no cir-
cumstances engage in sexual activities with clients.” Sim-
ilarly the ethical code for marriage and family therapists
maintains, “Sexual intimacy with clients is prohibited.”

In one survey of psychiatrists in the 1980s, 7.1% of
male and 3.1% of female psychiatrists admitted sexual
contact with patients. In three surveys of psychologists,
between 1977 and 1986, 12.1% of male psychologists
and 2.6% of female psychologists reported sexual con-
tact with patients. There are several indications that the
incidence of sexual contact may be higher than admit-
ted by therapists. For example, there were low return
rates in some of the surveys, and some states have
felony criminal penalties for such behavior. In one
study, 63% of psychiatrists surveyed reported treating
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at least one patient who had experienced sexual con-
tact with another physician. In another study, 50% of
psychologists reported treating at least one patient who
had been sexually involved with a previous therapist.

Indeed, between 1976 and 1986, sexual misconduct
was the most frequent cause of lawsuits against psy-
chologists insured under American Psychological Asso-
ciation policies, accounting for 44.8% of all moneys
($7,019,165.00) paid in claims. There is nothing to
suggest that the incidence among the different mental
health professionals differs greatly. In response to simi-
lar concerns, the American Psychiatric Association ex-
tended the prohibition from current patients to both
current and former patients in 1993.

Problems abound in the implementation of remedies
for victims of such misconduct and unethical behavior.
There are now generally four avenues of redress and
complaints can be filed simultaneously:

1. Traditional malpractice claim
2. Complaint to the state medical or professional 

licensing board
3. Criminal complaint
4. Ethical complaint to the professional association

A. Traditional Malpractice Claim

Health care professionals—including dentists, gyne-
cologists, physicians, psychiatrists, psychologists, ther-
apists, and medical technicians—spend millions of
dollars purchasing medical-malpractice insurance from
state, regional, and national liability insurers. For exam-
ple, the St. Paul Fire & Marine Insurance Company, the
largest medical-liability company in the nation, sells
and renews thousands of medical-malpractice policies
each year. The language appearing in St. Paul’s medical-
liability contracts is very similar to that appearing in
legal-malpractice policies. Typically, the coverage provi-
sion states: “This agreement provides protection against
professional liability claims which might be brought
against you in your practice as a physician or surgeon.
… Your professional liability protection covers you for
damages resulting from … your providing or withhold-
ing of professional services.”

For at least 30 years, St. Paul—as well as those pro-
fessionals who were insured—has asked state and fed-
eral courts to decide whether St. Paul must defend
professionals who allegedly seduced, battered, sexually
assaulted, or molested their patients. As expected, St.
Paul’s defense has been consistent: These intentional
injuries do not “arise out of” or “result from rendering
professional services.” The medical-liability carrier,

however, has not prevailed in every case, even though
the third-party patients’ allegations involved allegedly
intentional acts excluded by St. Paul’s insurance con-
tracts. State courts have either refused, or failed to em-
ploy, various legal doctrines to help determine whether
“deviant” physicians and medical technicians are “ren-
dering professional services.” Instead, these tribunals
have permitted some generalized notion of public pol-
icy to influence whether some insurers must defend
their insureds in cases involving sexual assault.

In one early case in 1977, Hartogs v. Employer Mutual
Liability Insurance Company, Dr. Hartogs was a practic-
ing psychiatrist. Under the guise of medical treatment,
Dr. Hartogs administered “fornication therapy” to cure
his patient’s lesbianism. The patient received judgment
for $15,000.00 and Dr. Hartogs’s insurer refused to pay
the judgment on the grounds that the treatment did not
constitute medical malpractice. They argued that sex-
ual relations could not be considered a medical treat-
ment. Dr. Hartogs brought an action against the insurer
to recover his costs and expenses in defending the ac-
tion, as well as the expenses incurred by him when he
filed for bankruptcy to protect his property. As part of
his argument for compensation, Dr. Hartogs noted that
the jury had specifically found medical malpractice.

The court ruled that the insurer was not obligated to
indemnify Dr. Hartogs for two reasons. First, the court
held that a distinction should be drawn between med-
ical malpractice in the mind of the patient, and med-
ical malpractice in the mind of the doctor. The patient
believed at the time that appropriate medical therapy
was being administered. On the other hand, the doctor
administering this treatment knew at all times that
what he was doing was in no way pursuant to the doc-
tor–patient relationship. As such, as between Dr. Har-
togs and his insurer, his actions could not constitute
medical malpractice.

Second, as a matter of public policy, the court would
not allow itself to be used to enforce illicit or immoral
or unconscionable purposes. The court held that to
allow judgment in this type of case would be to indem-
nify immorality and pay the expenses of prurience. The
Court did not deal with the question of how the plain-
tiff would collect judgment given that Dr. Hartogs had
filed for bankruptcy.

On the other side of the same question, the issue of
protecting the victim was focused on by the 1982
Michigan decision, Vigilant Insurance Company v. Kam-
bly. In that case, Vigilant Insurance Company filed an
action for relief, absolving it from liability under a pro-
fessional insurance policy issued to a psychiatrist. The
court’s decision denied relief. In that case, Dr. Kambly
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had induced his patient to engage in sexual intercourse
under the guise of treatment. In its judgment, the court
stated that there was no reason for distinguishing be-
tween this type of malpractice and others. The court
noted that in each situation, the essence of the claim is
the doctor’s departure from proper standards of medical
practice. In addition, the court found that allowing in-
surance coverage would benefit the patient, not the
physician. Therefore, Dr. Kambly would not unjustly
benefit from the determination that coverage existed.

The court further held that it was unlikely that the
insured was induced to engage in unlawful conduct by
relying on the insurability of any claims. Therefore, al-
lowing insurance coverage would not induce future
similar unlawful conduct by practitioners. In addition,
the policy was not obtained in contemplation of a vio-
lation of the law. Finally, the court noted that there was
a great public interest in protecting the interests of the
injured party.

A number of insurers in the United States provide
funding for a defense in sexual abuse cases but do not
pay a judgment on a finding of liability. There is a prob-
lem throughout the lawsuit, however, that any settle-
ment negotiations are complicated and restricted by the
fact that the organization providing the defense is not
ultimately responsible for paying the judgment. Many
policies now either exclude or place liability limits
(e.g., $25,000) on policies for behavior or malpractice
that stems from sexual interest or contacts.

The ethical guidelines in this area have also become
the legal standard of care. Nonetheless, posttermination
contacts continue to evoke much discussion in the clin-
ical literature. Many allegations of abuse are based on
allegations that transference continues after therapy
ends. Transference, however, remains a complicated
construct with multiple definitions. Freud initially used
the concept to explain some of the irrational behavior of
patients in treatment by the idea that feelings and other
aspects of earlier relationships were “transferred” to the
analyst who came to represent, often unconsciously, fig-
ures from the patient’s past. Some therapists and treat-
ment modalities do not accept or use the concept, while
others believe that it exists in all therapies. Some
psychoanalysts believe transference never ends and
therefore taints any consent for posttermination rela-
tionships. This has led to conclusions that both former
patients and patients are not capable of providing
legally informed consent, even in the absence of a spe-
cific evaluation. A popular view of transference is that it
refers to all feelings that arise between a patient and
therapist. Others extend the concept to include all rela-
tionships, for example, a young woman falling in love

with an older man. Given this uncertainty, it is not sur-
prising that courts have frequently misunderstood the
concept. Even for those adopting a transference para-
digm, there is a need to assess what role it may be play-
ing. Patients continue to make many decisions while in
treatment and posttreatment, and there is no literature
to support global incapacity to do so just as a result of
being in treatment.

B. Complaint to State 
Licensing Board

Another option available to victims is to file a com-
plaint with the state licensing board regulating the of-
fending therapist. Virtually all jurisdictions have
licensure laws and codes of ethics that prohibit thera-
pist–patient sexual contact and specify that such con-
tact is grounds for discipline. The primary purpose of
licensure laws is to protect the public from incompe-
tent and unscrupulous therapists. As a general rule,
state licensing boards are responsible for establishing
and enforcing codes of ethics for the professions they
regulate. In addition, most licensing statutes give the
boards authority to refuse to grant a license to a ther-
apist who has committed sexual misconduct or been
found guilty of a felony involving moral turpitude.
Furthermore, licensing boards also have authority to
investigate ethical complaints and impose disciplinary
sanctions.

Therapists accused of sexual misconduct are entitled
to a hearing before disciplinary action is taken. Most
complaints, however, are resolved without hearings
through the use of negotiated settlements. If the com-
plaint is not settled informally, and an administrative
hearing becomes necessary, the burden of proof is low,
a preponderance of the evidence (the standard of proof
required in civil cases), and the rules of evidence are re-
laxed. In addition, although licensing board hearings
are not as private and confidential as those of profes-
sional associations, they do provide less public expo-
sure than civil trials.

From the victim’s perspective, licensing board regula-
tion has several positive aspects. First, most licensing
boards do not impose a statute of limitations on the fil-
ing of complaints. In many cases, the statute of limita-
tions is 2 to 3 years for a civil malpractice action.
Therefore, disciplinary action by the licensing board
may be the victim’s only available remedy. Second, state
licensing boards have a range of sanctions available to
them. Most boards are authorized to discipline by warn-
ing, reprimand, censure, or probation. They may also
suspend or revoke a license to practice.
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C. Criminal Complaints

Several factors have led to the enactment of specific
statutes criminalizing psychotherapist sexual miscon-
duct. First, although some mental health professionals
feel that the intensity of the therapist–patient relationship
impairs the patient’s ability to consent to a sexual rela-
tionship with the therapist, courts have been reluctant to
recognize this in criminal cases making it impossible to
prosecute offending therapists under traditional sexual
assault statutes. The second and more significant factor
has been the public outcry and demand for specific legis-
lation. In 1984, Wisconsin became the first state to enact
a specific statute criminalizing psychotherapist sexual
misconduct. At least 15 states have enacted some form of
criminal penalty for psychotherapist or physician sexual
misconduct, and most of these statutes have withstood
constitutional challenges. The majority of these statutes
impose criminal sanctions on therapists engaging in sex-
ual contact while performing psychotherapy, defining
those terms broadly enough to bring physicians within
the scope of the statutes. Ten of the 15 statutes cover sex-
ual contact both within and outside actual treatment ses-
sions during an ongoing professional relationship. Two
statutes apply to sexual contact outside the treatment set-
ting only if the patient is emotionally dependent on the
therapist, and two apply only to contact during therapy
sessions or medical treatment or examination. All but
one of the statutes applies a strict liability standard, ex-
pressly excluding consent as an affirmative defense.

Some private interest groups have argued that consent
should not be eliminated as a defense in such cases be-
cause to do so “treats any person who consults a mental
health professional as a child.” Eliminating consent as a
defense, however, does not treat the patient as a child
but merely recognizes that “competent individuals may
be unduly influenced in special relationships.” Further-
more, as one commentator indicates, “patient consent to
sex … is not the issue.” Rather, “it is the breach of fidu-
ciary trust by the therapist who engages the patient in
sex that is the appropriate focus of wrongdoing.”

Proponents of criminalization point to its deterrent
and retributive value, its function as an alternative form
of redress for patients inadequately served by civil or dis-
ciplinary avenues, and its potential for raising money via
fines for both victim treatment and prevention programs.
In reality, however, very few people file charges under
these criminal statutes, suggesting that the disadvantages
of criminal controls far outweigh the advantages.

Furthermore, prosecution is completely dependent
on the victim’s willingness to come forward, and vic-

tims of physician sexual misconduct will be hesitant
given the fact that a criminal conviction generally
yields no monetary award, and the prosecutor, rather
than the victim’s own legal advocate, maintains control
over the case. In addition, the threat of criminal sanc-
tions may have a chilling effect on both colleague re-
ports and patient complaints, masking the significance
of the problem and limiting the effectiveness of other
controls. Moreover most malpractice insurance cover-
age excludes coverage for criminal acts, eliminating ac-
cess to civil damages to cover the costs of necessary
subsequent treatment.

Criminalization may, indeed, make it more difficult
for the victim to prevail or negotiate settlements in civil
suits, in that admissions will be less likely, and thera-
pist assertions of Fifth Amendment rights may delay
discovery in civil and administrative actions, pending
completion of the criminal trial. In addition, criminal
conviction offers little or no opportunity for rehabilita-
tion. Finally, prosecutors face the higher reasonable
doubt burden of proof and the limitations of strict rules
of evidence. Given these barriers to prosecution, it is
clear that criminal statutes, like civil actions, are inade-
quate in and of themselves to deal effectively with the
problem of physician sexual misconduct.

D. Ethics Complaints to the
Professional Association

Although many professional groups use professional
licensing boards to adjudicate ethical violations, some
professional organizations like the American Psychi-
atric Association (and the American Psychological As-
sociation and National Association of Social Workers)
have procedures to adjudicate ethical complaints di-
rectly. If a complaint of unethical conduct against a
member is sustained, that person can receive sanctions
ranging from reprimand to expulsion from the associa-
tion. A formal complaint has to be made in writing, and
the ethics committee of the local district branch has the
ability to appoint an ad hoc investigating committee to
conduct an investigation and to render a decision. Due
process requires that the accused member will be noti-
fied of a hearing by certified mail at least 30 days in ad-
vance. The notice includes the day, time, and place of
the hearing. In addition, it includes a list of witnesses
expected to testify, notification of the member’s right to
representation by legal counsel (or another individual
of the member’s choice), as well as notification of the
member’s right to appeal any adverse decision to the
ABA Ethics Appeals Board. In addition to sanctions the
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district branch may also, but is not required to, impose
certain conditions such as educational or supervisory
requirements on a suspended member.

Patients are sometimes reluctant to file complaints,
because they do not want any publicity of the details of
their lives to become fodder for the press. But after
years of what was termed a “conspiracy of silence,” sev-
eral factors have changed the dynamics of reporting.
First, as a result of both patient and women’s rights
movements, patients feel less protective of and less in-
timidated by physicians and other professionals and are
more willing to speak out. Increased awareness of sex-
ual abuse, child abuse, date rape, clergy abuse, and
therapist–patient exploitation has resulted in an in-
creased focus on the healing professions. Professional
organizations have also spoken out against these trans-
gressions, developed training programs, and treatment
programs for impaired professionals.

This section highlights a few of the major themes
that have come under scrutiny over the past few
decades. The factors that influence the practice of men-
tal health professionals are an algorithm of a profes-
sional’s ethical, moral, and legal duties to provide
competent care to patients. These duties are modified
over time to reflect changing science, practice, and
legal regulations as promulgated by courts, legislatures,
professional organizations, and agencies that regulate
professional practice. The mental health professional
must learn to analyze clinical situations so as to know

how to balance sometimes conflicting values and rules
so that proper care can be rendered to a patient.
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GLOSSARY

dereflection A logotherapeutic technique to redirect clients’
attention away from their problems to more positive as-
pects of their lives. It is built on the human capacity for
self-distancing and self-transcendence.

existential analysis Developed by Viktor Frankl, it refers to
therapeutic techniques that bring the hidden meaning of
existence into consciousness.

logotherapy Developed by Viktor Frankl, it refers to a spiri-
tually, existentially oriented therapy that seeks to achieve
healing and health through meaning.

meaning-centered counseling and therapy Developed by Paul
T. P. Wong, it focuses on the transformation of cognitive
meanings as well as life’s purposes. It integrates both cog-
nitive-behavioral and narrative processes.

paradoxical intention A logotherapeutic technique to encour-
age the patient to do or wish to happen what the patient
fears. It is built on the human capacity for self-detachment.

I. INTRODUCTION

This article will present an overview of Viktor Frankl’s
(1905–1997) logotherapy and existential analysis.

Known as the “Third Viennese School of Psychother-
apy,” logotherapy was developed in the 1930s because of
Frankl’s dissatisfaction with both Freud and Adler.

Frankl accepts Sigmund Freud’s concept of uncon-
sciousness but considers the will to meaning as more
fundamental than the will to pleasure. Existential
analysis is designed to bring to consciousness the “hid-
den” meaning or spiritual dimension of the client.

Frankl received training in individual psychology
from Adler. He differs from Adler because he focuses
on the will to meaning, while Adler emphasizes social
interest and the will to power. However, some of the
basic concepts of logotherapy, such as freedom and re-
sponsibility, bear the imprint of Adler’s influence.

A major difference between logotherapy and psycho-
analysis is that both Freud and Adler focus on the past,
while logotherapy focuses rather on the future—on the
meanings to be fulfilled.

Although logotherapy and existential analysis tend
to be used interchangeably or together as a single label,
it may be helpful to recognize the following difference
between these two terms:

Logotherapy means therapy through meaning, and it
refers to Frankl’s spiritually oriented approach to psy-
chotherapy. Existential analysis, on the other hand, refers
to the analytical therapeutic process involved in address-
ing the patient’s spiritual, existential needs. To the extent
that logotherapy makes the patient aware of the hidden
meaning of existence, it is an analytical process.

Logotherapy is a distinct branch of existential–hu-
manistic school psychotherapy, because of its focus on
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the human spirit and “the meaning of human exis-
tence as well as on man’s search for such a meaning.”
What sets Frankl apart from North America’s existen-
tial psychotherapy is his unconditional affirmation of
life’s meaning. The main objective of logotherapy was
to facilitate clients’ quest for meaning and empower
them to live meaningfully, responsibly, regardless of
their life circumstances.

Logotherapy was put to severe test in a very personal
way between 1942 and 1945, when Frankl was commit-
ted to Nazi concentration camps. His experience in
these camps was recorded in his best-selling book Man’s
Search for Meaning. His personal triumph over unimag-
inable trauma has been the most compelling testimony
to logotherapy. There are no other psychotherapists
whose life and work are as inseperable as Frankl’s. He is
logotherapy, and vice versa.

II. THE SPIRITUAL DIMENSION

It is not possible to practice logotherapy without un-
derstanding the human spirit or the spiritual dimension
of human existence. According to Frankl’s dimensional
ontology, human beings exist in three dimensions—
somatic, mental, and spiritual. Spirituality is the uniquely
human dimension. However, these different dimensions
must be understood in their totality because a person is a
unity in complexity.

A. The Defiant Power 
of the Human Spirit

One of the prepositions of logotherapy is that the
human spirit is our healthy core. The human spirit may
be blocked by biological or psychological sickness, but it
will remain intact. The human spirit does not get sick,
even when the psychobiological organism is injured.

According to Frankl, part of the human spirit is un-
conscious. When the human spirit is blocked or re-
pressed, one experiences existential vacuum or
neurosis. Existential analysis seeks to remove the block
and brings to consciousness the will to meaning.

According to Joseph Fabry, the noetic dimension of
the human spirit is the “medicine chest” of logother-
apy; it contains love, the will to meaning, purpose, cre-
ativity, conscience, the capacity for choice,
responsibility, sense of humor, and so forth.

The defiant power of the human spirit refers to peo-
ple’s capacity to tap into the spiritual part of the self
and rise about the negative effects of situations, illness

or the past. Paul T. P. Wong proposes that it may be
more helpful for scientific and therapeutic purposes to
conceptualize the human spirit as inner resources,
which can come to one’s aid in coping with life stress.

B. Logotherapy and Religion

Frankl differentiates between spirit, spirituality, and
religion. Spirit refers to one of the dimensions of hu-
manity. Spirituality is manifest in a person’s quest for
meaning. Religion encompasses the ultimate meaning,
super meaning, as well as God. He clearly recognizes
the importance of religion but is reluctant to be con-
sidered religious. He equates authentic religion with
deep spirituality.

In an interview with Matthew Scully in 1995, when
Frankl was already 90, he seemed to be more explicit
about the important role of religion and faith in lo-
gotherapy. Frankl said:

I have come to define religion as an expression, a
manifestation, of not only man’s will to meaning, but of
man’s longing for ultimate meaning, that is to say a
meaning that is so comprehensive that it is no longer
comprehensible … But it becomes a matter of believing
rather than thinking, of faith rather than intellect. The
positing of a super-meaning that evades mere rational
grasp is one of the main tenets of logotherapy, after all.
And a religious person may identify Supermeaning as
something paralleling a Superbeing, and this Superbe-
ing we would call God.

III. THE MEANING OF MEANING

The Greek word logos represents the word, the will of
God, the controlling principles of the universe, or
meaning. Dr. Frankl translates logos as meaning. There-
fore, logotherapy means healing and health through
meaning. But what is meaning?

A. Specific versus Ultimate Meaning

According to Frankl, there are two levels of meaning:
(a) the present meaning, or meaning of the moment,
and (b) the ultimate meaning or super-meaning. Dr.
Frankl believes that it is more productive to address
specific meaning of the moment, of the situation,
rather than talking about meaning of life in general, be-
cause ultimate meanings exist in the supra-human
dimension, which is “hidden” from us. He cautions
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against addressing ultimate meanings in therapy, unless
the client is openly religious.

Each individual must discover the specific meanings
of the moment. Only the individual knows the right
meaning specific to the moment. The therapist can also
facilitate the quest and guide the client to those areas in
which meanings can be found.

B. Meaning versus Value
In his earlier writings, Frankl often used meaning

and value interchangeable. Fabry has clarified the dif-
ference between meaning and value:

We create unique relationships and accept unique
tasks, face unique sufferings, experience unique guilt
feelings and die a unique death. The search for mean-
ing is highly personal and distinct. But millions of peo-
ple have gone through situations that were similar
enough so they could react in a similar way. They
found what was meaningful in standard situations.
They found universal meanings, which is the way
Frankl defines values: “meaning universals.”

Therefore, values are abstract meanings based on the
meaning experiences of many, many individuals. Frankl
believes that these values can guide our search for mean-
ing and simplify decision making. For example, life can
be made meaningful if we realize three categories of val-
ues—experiential, creative and attitudinal.

Traditional values are the examples of the accumula-
tion of meaning experiences of many individuals over a
long period of time. However, these values are threat-
ened by modernization. Frankl believes that “Even if all
universal values disappeared, life would remain mean-
ingful, since the unique meanings remain untouched by
the loss of traditions.”

Implicit in all his writings, Frankl gives the impres-
sion that values, like Kant’s categorical imperatives, are
somehow universal, from which specific meanings
flow. Thus, every experience of meaning involves the
realization of some values. But these values may lie la-
tent and need to be awakened or cultivated through ex-
istential analysis. This kind of reasoning may explain
why Frankl insists: “The meaning of our existence is
not invented by ourselves, but rather detected.”

IV. BASIC TENETS

The logotherapeutic credo consists of freedom of will,
will to meaning, and the meaning of life. These are the
cornerstones of logotherapy and existential analysis.

A. Freedom of Will
Frankl realizes that “Human freedom is finite free-

dom. Man is not free from conditions. But he is free to
take a stand in regard to them. The conditions do not
completely condition him.” Although our existence is
influenced by instincts, inherited disposition, and en-
vironment, an area of freedom is always available to
us. “Everything can be taken from a man, but … the
last of the human freedoms—to choose one’s attitude
in any a given set of circumstances, to choose one’s
own way.” Therefore, we always have the freedom to
take a stand toward the restrictive conditions and
transcend our fate.

Freedom of will is possible because of the human ca-
pacity for self-distancing or self-detachment: “By virtue
of this capacity man is capable of detaching himself not
only from a situation, but also from himself. He is capa-
ble of choosing his attitude toward himself.”

B. Responsibility 
and Responsibleness

With freedom comes responsibility. Joseph Fabry
once said responsibility without freedom is tyranny,
and freedom without responsibility leads to anarchy,
which can lead to “boredom, anxiety, and neurosis.”
Frankl points out that we are responsible not only to
something but also to Someone, not only to the task,
but to the Taskmaster.

Frankl differentiatess between responsibility and re-
sponsibleness. The former comes from possessing the
freedom of will. The later refers to exercising our free-
dom to make the right decisions in meeting the de-
mands of each situation. “Existential analysis aims at
nothing more and nothing less than leading men to
consciousness of their responsibility.”

C. Will to Meaning
Frankl considers the will to meaning as “the basic

striving of man to find and meaning and purpose.” The
will to meaning is possible because of the human ca-
pacity to transcend immediate circumstances. “Being
human is being always directed, and pointing to, some-
thing or someone other than oneself: to a meaning to
fulfil or another human being to encounter, a cause to
serve or a person to love.”

Self-transcendence often makes use of the power of
imagination and optimism. Self-transcendence is es-
sential for finding happiness, which is not the end, but
the by-product of trying to forget oneself. “Only to the
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extent to which man fulfils a meaning out there in the
world, does he fulfil himself.”

D. Meaning of Life

Every meaning is unique to each person, and each
one has to individually discover the meaning of each
particular situation. The therapist can only challenge
and guide the patient to potential areas of meaning:
creative, experiential, and attitudinal values.

According to logotherapy, we can discover this mean-
ing in life in three different ways: (1) by creating a work
or doing a deed; (2) by experiencing something or en-
countering someone; and (3) by the attitude we take to-
ward unavoidable suffering.

Attitudinal values are especially important in situa-
tions of unavoidable suffering. Frankl claims: “This is
why life never ceases to hold meaning, for even a per-
son who is deprived of both creative and experiential
values is still challenged by a meaning to fulfil, that is,
by the meaning inherent in the right, in an upright way
of suffering.”

V. EXISTENTIAL FRUSTRATION
AND NOOGENIC NEUROSIS

Existential frustration is a universal human experience
because the will to meaning can be blocked by external
circumstances and internal hindrances. Existential frus-
tration leads to noogenic neurosis or existential vacuum.
According to Frankl, “Noogenic neuroses have their ori-
gin not in the psychological but rather in the ‘noological’
(from the Greek noos meaning mind) dimension of
human existence.” Therefore, logotherapy is uniquely
appropriate in dealing with existential neuroses.

Existential vacuum refers to general sense of meaning-
lessness or emptiness, as evidenced by a state of bore-
dom. It is a widespread phenomenon of the twentieth
century, as a result of industrialization, the loss of tradi-
tional values, and dehumanization of individuals. People
may experience existential vacuum without developing
existential neurosis. Many feel that life has no purpose,
no challenge, no obligation, and they try to fill their exis-
tential vacuum with materials things, pleasure, sex, or
power, busy work, but they are misguided. Frankl
believes that “The feeling of meaninglessness not only
underlies the mass neurotic triad of today, i.e., depres-
sion-addiction-aggression, but also may eventuate in
what we logotherapists call a ‘noogenic neurosis.’”

Suffering is not a necessary condition for meaning,
but it tends to trigger the quest for meaning. Frankl has

observed that people are willing to endure any suffering,
if they are convinced that this suffering has meaning.
However, suffering without meaning leads to despair.

Logotherapists do not ask for the reason for suffer-
ing, but guide their clients toward the realization of
concrete meanings, and choose the right attitudes.
Often, logotherapists appeal to their clients to take a
heroic stand toward suffering, by suggesting that un-
avoidable suffering gives them the opportunity to bear
witness to the human potential and dignity.

Search for meaning is more likely to be occasioned
by three negative facets of human existence: pain, guilt,
and death. Pain refers to human suffering, guilt to the
awareness of our fallibility, and death to our awareness
of the transitoriness of life. These negative experiences
make us more aware of our needs for meaning and spir-
itual aspiration. Neuroses are more likely to originate
from our attempt to obscure the reality of pain, guilt,
and death as existential facts. Logotherapy provides an
answer to the tragic triad through attitudinal values
and tragic optimism.

VI. LOGOTHERAPEUTIC
TECHNIQUES AND APPLICATIONS

Frankl considers noogenic neurosis as the collective
neurosis of contemporary Western society. The goal of
logotherapy is to enable patients to discover their
unique meanings and consider their own areas of free-
dom. In cases of psychogenic or individual neurosis,
which may be treated by traditional psychotherapy or
medication, logotherapy serves as a supplement and
helps break the vicious cycles of neurosis.

According to E. Lukas, the four main logotherapeu-
tic techniques are paradoxical intention, dereflection,
modification of attitudes, and appealing techniques.

A. Paradoxical Intention

Frankl defines paradoxical intention as follows: “The
patient is encouraged to do, or to wish to happen, the
very things he fears (the former applying to the phobic
patient, the latter to the obsessive-compulsive).”

This technique builds on the human capacity for
self-detachment to break the vicious cycle, which traps
people in psychogenic neuroses, such as phobia, anxi-
ety, and obsessive—compulsive behaviour. Self-attach-
ment enables to patient to adopt a new attitude, to
stand back or laugh at the situation or self. In applying
paradoxical intention, the therapist tries “to mobilize
and utilize exclusive human capacity for humor.”
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For the phobic patient, he has a “fearful expectation”
that a particular symptom might occur, and his fear cre-
ates “anticipatory anxiety, which in turn brings about
what the patient fears to happen. Thus “fear of fear”
creates a “vicious cycle.” The most common reaction to
“fear of fear” is “flight from fear,” and the phobic pat-
tern is maintained by excessive avoidance. This vicious
cycle is broken when “the pathogenic fear is replaced
by a paradoxical wish.” As a result, the patient no
longer avoids situations that create anxiety.

With phobic patient, paradoxical intention typically
begins with self-detachment (often after invitation and
persuasion). The second step is to ask the patient to de-
velop a new attitude of not fearing but welcoming the
symptoms. This typically results in a reduction of
symptom, which allows therapist to work toward en-
hancing meaningful living.

In the case of obsessive–compulsive disorder, the pa-
tient fights against the obsessions or compulsions.
However, the more he fights against these symptoms,
the stronger they become. Again, a vicious cycle is cre-
ated. To break this vicious cycle, the patient with com-
pulsive hand washing because of fear of infection
would be told to tell himself “I can’t get enough bacte-
ria, I want to become as dirty as possible.”

According to D. Guttmann, paradoxical intention
has been used with increasing frequency with good re-
sults especially in treating clients who suffer from pho-
bias and obsessive–compulsive disorder.

B. Dereflection

Frankl developed dereflection to counteract hyper-
intention (trying too hard) and hyperreflection
(thinking too hard). Examples of hyperintention in-
clude trying very hard to fall asleep, excessively pur-
suing pleasure, happiness, or power. Addiction is a
form of hyperintention.

Hyperreflection involves excessively monitoring
one’s performance, and becoming very anxious about
failure. Hyperreflection may turn everyday minor prob-
lem into catastrophes, and small obstacles into insur-
mountable hurdles.

This technique is built on the human capacity of self-
distancing and self-transcendence. The clients are
asked to redirect their attention away from their prob-
lems to more positive aspects of their lives. For exam-
ple, instead of worrying about not being able to fall
asleep, the client is asked to use the time to read a book
or watch TV. Typically, the first step is to help clients to
put some distance between themselves and their symp-
toms. Then, they are invited to use their defiant power

of the human spirit to transcend their present condi-
tions and move toward positive activities. This will re-
sult in a reduction of symptom.

Joseph Fabry points out that by immersing ourselves
in work or by choosing the right attitude, we can tran-
scend not only external conditions but also ourselves.
The goal of dereflection is to help clients transcend them-
selves and move toward creative and experiential values.

C. Modification of Attitudes

It is used for noogenic neuroses, depression, and ad-
diction by promoting the will to meaning. It can also
be used in coping with suffering related to circum-
stances, fate or illness. Generally, the emphasis is on
reframing attitudes from negative to positive. For ex-
ample, the client may be asked: “Is there anything pos-
itive about the situation?” or “What freedom is still
available to you in this situation?”

D. The Appealing Technique

These three logotherapeutic techniques are more
likely to be effective, when the therapist appeals to the
client’s defiant power of the human spirit. The therapist
makes use of the power of suggestion and directly ap-
peals to the client to change for the better, regardless of
the client’s current circumstances, and physical–emo-
tional condition. The therapist expresses trust in the
client’s dignity, freedom, responsibility, meaning orien-
tation, and potential for positive change.

Frankl claims that “Logotherapy is neither teaching
nor preaching. It is far removed from logical reasoning
as it is from moral exhortation.” However, appealing
often involves exhortation on the value of taking a
heroic stand against suffering. For example, a nurse
suffered from an inoperable tumor and experienced
despair because of her incapacity to work. Frankl tried
to appeal to her sense of pride and moral obligation to
her patients:

I tried to explain to her that to work eight or ten
hours per day is no great thing—many people can do
that But to be as eager to work as, and so incapable of
work, and yet not be despair—that would be as
achievement few could attain. And then I asked her:
“Are you not being unfair to all those sick people to
whom you have dedicated your life; are you not being
unfair to act now as if the life of an invalid were with-
out meaning? If you behave as if the meaning of our
life consisted in being able to work so many hours a
day, you take away from all sick people the right to live
and the justification for their existence.
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E. The Socratic Dialogue

In Socratic dialogue, the therapist facilitates the
client’s discovery of meaning, freedom, and responsibil-
ity by challenging and questioning. The dialogue may
begin with a struggle between client and therapist but
should never become negative.

According to Paul Welter: “Socratic questions need to
be asked that stretch the thinking of the client. This re-
quires careful listening to find the circumference of the
client’s thought.” Another consideration is that counsel-
lors need to know the moment when silence is more cur-
ative. Often silence occurs when the clients reflect on the
deeper meanings of words from the counsellors.

F. Family Logotherapy

J. Lantz has applied logotherapy to help the client
family discover the meaning of opportunities within
the family through social skills training, Socratic ques-
tioning, and existential reflection. According to E.
Lukas, meaning-centered family therapy helps the fam-
ily focus on meaningful goals rather than the obstacles;
consequently, family members learn to overcome the
obstacles to pursue meaningful goals.

G. The Therapist–Client
Relationship in Logotherapy

Frankl tends to emphasize partnership between thera-
pist and client in the quest for meaning. According to
Lantz, logotherapeutic practice is based on the following
assumptions: (a) commitment to authentic communica-
tion by the therapist, (b) the therapists’ communication
of essential humanness, and c) the therapist’s ultimate
concern being similar to that of the clients.

VII. RECENT DEVELOPMENTS

In the past 15 years, Dr. Frankl’s classic logotherapy
has been elaborated and extended by Alfried Langle
and the International Association of Logotherapy and
Existential Analysis (Gesellschaft fur Logotherapie und
Existenzanalyse). This Viennese society (GLE-Wien) is
parallel to Viktor-Frankl-Institut–Scientific Society for
Logothrapy and Existential Analysis (Wissenschaftliche
fur Logotherapie und Existenzanalyse), also in Vienna.

According to A. Langle, existential analysis is now a
full-fledged psychotherapeutic method, of which Dr.
Frankl’s logotherapy is considered its subsidiary branch.

Langle has applied existential analysis to cases of psy-
chosocial, psychosomatic, and psychogenic disturbances.

Langle recognizes four fundamental preconditions
for meaningful existence: (a) accept the situation, (b)
find some positive value in the situation, (c) respond
according to one’s own conscience, and (d) recognize
the specific demands of the situation.

He also postulates four types of fundamental human
motivations:

1. The question of existence: I am, but can I become a
“whole” person? Do I have the necessary space,
support, and protection?

2. The question of life: I am alive, but do I enjoy it?
Do I find it fulfilling? Do I experience a sense of
abundance, love, and realization of values?

3. The question of the person: I am myself, but am I
free to be myself? Do I experience validation, re-
spect, and recognization of my own worth?

4. The question of existential meaning: I am here, but
for what purpose, for what good?

Langle has developed additional methods, such as
the biographical method of using phenomenological
analysis to overcome unresolved past issues and the
project analysis to elucidate areas that have proved to
be a hindrance to one’s life.

Joseph Fabry was largely responsible for introducing
logotherapy to North America. Under his guidance and
encouragement, Paul T. P. Wong has developed the in-
tegrative meaning-centred conselling and therapy
(MCCT). It focuses on both the transformation of cog-
nitive meanings as well as the discovery of new pur-
poses in life. As an integrative existential therapy, it
incorporates cognitive-behavioral interventions and
narrative therapy with logotherapy.

See Also the Following Articles
Alderian Psychotherapy � Biblical Behavior Modification �

Existential Psychotherapy � Humanistic Psychotherapy �

Paradoxical Intention
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GLOSSARY

behavior therapy Application of interventions based on an
understanding of learning principles.

effectiveness The degree to which a treatment produces posi-
tive outcomes in the context in which treatment most
often is sought (i.e., “real world”).

efficacy Demonstrations that an intervention improves
psychological status in well-controlled, experimental
studies.

functional analysis of behavior Isolation of proximate,
contextual causes of problematic behavior and the tailoring
of therapy protocols to reverse these causes once identified.

multicomponent treatment strategies Therapies that contain
treatment elements that are based on behavioral and cogni-
tive-affective processes.

treatment integrity Degree to which the implementation of a
specific treatment matches the way it was conceptualized
and intended to be employed.

treatment manuals Written materials that identify key con-
cepts, procedures, and tactics for the delivery of a clinical
intervention.

I. DESCRIPTION OF MANUALIZED
BEHAVIOR THERAPY

A. Treatment Manual Description

In general, treatment manuals for psychological dis-
orders are written materials that identify key concepts,
procedures, and tactics for the delivery of a clinical in-
tervention. Accordingly, treatment manuals are de-
signed to help modify the variables and processes
believed to produce, maintain, or increase the magni-
tude or frequency of problematic behavior. As is typical
of treatment methods in general, there is considerable
diversity in regard to the level of specification in a par-
ticular manualized therapy, which is contingent, at
least in part, on the treatment strategy being employed.
Despite this diversity, all manualized therapies provide
rules and statements pertaining to how therapists are
to prepare for treatment, describe what they should do
during the session itself, and characterize how the
process of therapy is to proceed over time. In the case
of behavior therapy, which reflects the application of
interventions largely based on an understanding of
psychological learning principles, manuals serve to
characterize the treatment process for persons with an
identified psychological disorder.

At least initially, the primary aim of developing and
implementing manualized behavior therapies was to
improve the evaluation of particular treatment strategies
and entire treatment programs. Within this context,
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manuals served to specify (in abbreviated form) the na-
ture of the treatment, and articulate (in detail) how it
was to be delivered. In this way, researchers would have
available a precise and standardized clinical methodol-
ogy that could easily be used in the evaluation of a
particular treatment’s efficacy. In addition, manuals pro-
vided researchers with the opportunity to standardize
training in a specific treatment to increase the chance
that the therapy would be delivered in the manner des-
ignated by and consistent with the theoretical underpin-
nings of the approach. Today, the development and
utilization of manualized behavior therapies reflect an
important breakthrough in the larger history of devel-
oping and evaluating psychosocial treatments for be-
havior disorders.

B. Reasons for Treatment Manuals
in Mental Health Work

With the advantage of hindsight, it is quite easy to
identify a number of key reasons why manualized
therapies originally emerged in the mid to late 1970s.
Prior to having standardized treatment methods and
procedures, researchers often were left “in the dark” in
regard to how a particular treatment was delivered. In
the best-case scenario, questions about the effects of a
clinical trial could be directed at how well a particular
treatment was delivered. In the worst-case scenario, it
was possible to question whether a particular treat-
ment was really delivered at all, or at least whether the
key components of that therapy were implemented.
Other types of common concerns were aimed at such
issues as whether the therapy under investigation was
delivered in a consistent fashion across study partici-
pants. Still other concerns were aimed at how well the
results could be replicated across independent re-
search sites. All the questions, and others similar to
them, essentially reflect questions of treatment in-
tegrity. A prerequisite for adequately addressing ques-
tions of treatment integrity from a scientific standpoint
is to have a methodology that identifies the treatment
of interest, and guides one in a step-by-step manner in
regard to how it should be delivered.

In more recent years, the development and utiliza-
tion of manualized behavior therapies have exceeded
the boundaries of research circles. Indeed, the use of
manuals in clinical contexts with no clear research
objectives has been spurred on by health care policy
changes demanding that psychological services fol-
low guidelines for relatively brief treatments that
have an empirical basis for outcome. Thus, despite

the fact that manuals have helped to improve the
quality of large-scale clinical trials in accordance with
their original intended purpose, it is perhaps not sur-
prising that they increasingly have been the subject of
controversy and intense debate. In fact, the use of
treatment manuals has called attention to clinical is-
sues that strike at the very heart of what treatment
should be considered clinically useful and in what
contexts it should be implemented (e.g., controlled or
real world settings).

II. THEORETICAL BASES 
OF MANUALIZED 

BEHAVIOR THERAPY

A. General History

At the time of inception of behavior therapy, the
prevailing paradigm in clinical psychology was psy-
chodynamic. Since that time there has arguably been a
major paradigmatic shift from psychoanalytic ap-
proaches to behavioral approaches. This transition
was based, at least in part, on the observation that psy-
choanalytic methods for treating behavioral disorders
have not been consistently demonstrated to be supe-
rior to no treatment, placebo, or other treatment con-
ditions. In contrast, investigations of behavior therapy
have emphasized empirical scrutiny and quantifiable
behavior change. As a consequence, behavior therapy
applications have been widely recognized as being
very successful for treating a wide variety of behav-
ioral problems, ranging from anxiety disorders to de-
velopmental disabilities.

B. Function Oriented

Behavior therapy differs from other forms of psy-
chological therapies in regard to its commitment to
basic research and link with behavior theory. Specifi-
cally, behavior therapy is aimed at determining envi-
ronment–behavior relations that either can explain the
cause or maintenance of maladaptive behaviors indi-
viduals typically seek treatment for in clinical settings.
Elucidation of these environment–behavior relations
has emerged from behavioral research, most notably
operant and classical conditioning. Congruent with
the laboratory research on which it is based, behavior
therapy focuses on the function rather than the struc-
ture of behavior. In the most general sense, structural
analyses focus on how people behave (e.g., form of a
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particular response), whereas functional analyses
focus on why people behave (e.g., purpose of a partic-
ular response).

In a functional approach, behavior therapists at-
tempt to explicate the relation between observable be-
havior and the contextual variables of the environment,
particularly focusing on observable antecedents and
consequences of behavioral responses. For example, if
a child’s recurrent tantruming in a school classroom is
routinely followed by attention from the teacher, a be-
havior therapist might encourage the teacher to praise
the child when the child is not tantruming and ignore
the child when a tantrum occurs. Thus, tantruming be-
havior aimed at receiving attention is not reinforced,
thereby changing the function of such responding. This
process of assessment, called a functional analysis of
behavior, is the core of behavior therapy approaches.

C. Idiographic Oriented

The other major theoretical component of behavior
therapies is that they have historically been idiographic
(i.e., individual) rather than nomothetic (i.e., group)
approaches to assessing and changing behavior. Nomo-
thetic approaches, by definition, focus on the identifi-
cation of the commonalities and differences among
traits and dispositions that occur within and between
groups of people. Idiographic approaches, on the other
hand, focus on variability in the behavior of a person
over time and across situations. As such, a second aim
of the functional analysis is to identify consistent
sources of variance for a particular person presenting to
the clinic with a specific behavioral problem.

Despite the uniformity among behavior therapists
commonly perceived by the public, it is important to
note that not all behavior therapists are alike. Indeed,
there are different behavioral approaches, differing in
specific aspects of their clinical approach and the focus
of treatment. This diversity is reflected in the numer-
ous terms that have been employed to describe this
general therapeutic approach (e.g., applied behavior
analysis, behavior modification, cognitive-behavior
therapy). Although these various terminologies cap-
ture relative differences in one’s specific approach, be-
haviorally oriented therapists are all committed to
changing maladaptive behavior through a functional,
idiographic-based assessment of specified target be-
haviors. Thus, even in the case of standardized treat-
ment manuals that identify the major processes
functionally related to a particular disorder, treatments
are tailored to the individual—at least at the level of

practical implementation. Through this identification
of the controlling variables, it has been possible to de-
velop standardized treatment strategies that are based
on behavior principles to alter problematic behavior.
To achieve these goals, behavior therapists attempt to
provide their patients with a new set of learning expe-
riences that are in accord with positive behavior
change within the patients’ value system.

III. APPLICATIONS 
AND EXCLUSIONS

A. Empirically Supported Therapies
and the Use of Treatment Manuals

There have a number of important developments
within the behavioral health care that have come to
shape the application of manualized behavior thera-
pies. Perhaps most influential has been the push to es-
tablish empirically supported therapies for a variety of
recognized psychological disorders. This movement
has been at least partially in response to cost-contain-
ment efforts in the health care system in general and
funding-related restrictions for behavioral health serv-
ices specifically. For example, health care policy
changes have strongly recommended, and in certain
cases demanded, that psychological services follow
guidelines for relatively brief treatments that have an
empirical basis for positive outcome.

The movement to develop lists of empirically sup-
ported therapies for target populations defined by di-
agnostic categories has been pioneered by the Division
12 Task Force on Promotion and Dissemination of
Psychological Procedures. The function of the task
force has been to critically review the existing empiri-
cal psychological treatment literature in an effort to
identify those psychosocial interventions that have
shown promise in alleviating specific types of psycho-
logical distress. Once potential treatments are identi-
fied and agreed on, the task force communicates this
information to the behavioral health community. The
task of charting efficacious treatments is an ongoing
process, as researchers are continuously examining
therapies, refining their components, and assessing
their utility across different populations, sites, and
time periods (see Section IV). In all cases, the thera-
pies that are evaluated by the task force have been
manualized to facilitate the understanding and evalua-
tion of the treatment’s key concepts, procedures, and
delivery tactics.
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B. Behavior Therapy’s 
Contributions to Standardization 

of Psychosocial Treatments

As behavior therapy always has been committed to
empirical evaluation and time-efficient strategies, it is
not surprising behavior therapists have been at the fore-
front of the major developments in the movement
toward empirically supported treatments. In fact, behav-
ioral and cognitive-behavioral therapies overwhelmingly
top the list of empirically supported therapeutic inter-
ventions for a wide variety of disorders. In an illustrative
example, the majority of empirically supported treat-
ments can be considered behavioral in their theoretical
foundations, content, and implementation procedures.
For example, of the “well-established treatments,” 93%
are considered “behavioral” in content and procedures.

Whereas behavioral interventions were largely based
on operant and classical conditioning principles
through the late 1970s, cognitive treatment strategies
have been increasingly added to these therapies from the
1970s through the 1990s. This evolution of behavior
therapy reflects the growing recognition that internal
processes such as thoughts and language characterize
many important aspects of psychological dysfunctions.
As an extension, many clinicians believe that by directly
targeting cognitive-affective processes, they can facili-
tate positive behavior change along a greater number of
different response domains. Thus, it is not surprising
contemporary behavioral interventions can be best de-
scribed as multicomponent strategies that contain treat-
ment elements that are based on both basic learning
principles and more recent developments in experimen-
tal cognitive psychology (e.g., research on memory bi-
ases). Hence, most behavior therapies are now described
as cognitive-behavioral treatments and compiled in mul-
tiple component treatment manuals. Although it is not
entirely clear at this juncture to what extent specific
therapy components contribute to treatment outcome
and maintenance, available evidence suggests that both
cognitive and behavioral components contribute to the
overall positive outcome achieved by cognitive-behav-
ioral treatment protocols.

C. Contemporary Issues Related to
the Potential Limitations of Manuals

There have been a number of controversies surround-
ing the use of manualized treatments (e.g., flexibility of
therapist in treatment delivery, creativity of therapist,
reification of treatment to a fixed manner). All these in-

tensely debated topics differ in content but essentially
rest on questions concerning the relative utility of manu-
alized treatments as applied to “real-world” behavior
problems. For the purposes of this article, only two of
the most common concerns will be described.

1. Manuals as Standardized 
Treatment Strategies

Some scholars have suggested that manualized be-
havior therapy undermines and restricts clinical judg-
ment of individual therapists in the practice setting.
Manualizing treatments could be problematic because
most clinicians are highly sensitive to the individual
needs and characteristics of their patients. Further-
more, greater degrees of flexibility often are need to de-
liver treatment in the “real world” relative to when the
treatments are developed and initially tested in clinical
trials conducted in research settings.

Yet, these concerns must be weighed against the
background of a large body of evidence that suggests
personal biases typically are worse or at the very least
not better than statistical prediction based on scientific
analyses of persons with the same or similar type of
problem. Thus, manualized treatments, which gener-
ally are based on scientific testing of groups of people,
guide therapists in implementing what research rather
than clinical judgment suggests is the most clinically
appropriate thing to do. It is becoming increasingly ev-
ident that the “truth” lies somewhere between a strict
individually tailored relative to a strict manualized ap-
proach. Indeed, insofar as a clinician can modify a
manualized treatment to help identify and target as-
pects of an individual’s behavior that might interfere
with the successful implementation of a proven man-
ual, success rates should continue to improve.

2. Manuals as Treatment Strategies 
for Comorbidity

Another concern raised about manualized therapies
is that they often are developed from studies involving
patients with a homogenous diagnostic profile yet are
implemented clinically on patients with multiple be-
havior problems (i.e., diagnostic heterogeneity). Re-
cent research in such areas as the anxiety disorders has
seriously challenged this concern, as in the vast major-
ity of clinical trials using manuals, patients have high
rates of psychiatric comorbidity. In addition, many of
these patients have not responded to alternative treat-
ment strategies in the past, and in this respect, can be
considered “treatment refractory” or at least “treatment
resistant.” Of further interest has been the finding that
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some manualized behavior therapies have been found
to produce clinical improvement in other not specifi-
cally targeted behavior problems.

Taken together, then, it may be more appropriate to
suggest that the clinical effectiveness of manualized
treatment will be partially a function of presenting
problem, nature of comorbidity, and the specific treat-
ment being employed. With the recognition that this is
a complex problem in need of further systematic study,
it will be critically important for future research to ad-
dress the generalizability of manualized behavior thera-
pies across different clinical populations and settings.
Along these lines, increased attention to questions of
effectiveness will assume an increasingly critical role in
determining the relative clinical utility and generaliz-
ability of particular psychosocial treatments.

IV. EMPIRICAL STUDIES

A. General Treatment Development
and Evaluation Model

Psychosocial treatment development and dissemina-
tion is based on the stage model used by the Food and
Drug Administration for the approval of drugs. Briefly,
there are three primary units, each reflecting different
stages in treatment development. Stage 1 reflects tech-
nological refinement and pilot research aimed at devel-
oping theoretically based treatment strategies that can
usefully be applied to a specific type of psychopathol-
ogy. Stage 2 is concerned with demonstrating that a
particular treatment can produce positive behavior
change in a controlled evaluation. In addition, in Stage
2, research can be aimed at ascertaining the mecha-
nisms of action for a particular treatment (i.e., how it
works). Stage 3 is field research involving larger sam-
ples of patients for the evaluation of treatments that al-
ready have shown initial success in Stage 2.

B. Empirically Supported 
Treatment Manuals

The empirically supported treatment task force evalu-
ates all manualized therapies according to their efficacy;
that is, demonstrations that an intervention improves
psychological status in well-controlled, experimental
studies. This research differs slightly from questions of
effectiveness, defined as the relative degree of utility of a
treatment to produce positive outcomes in the context in
which treatment most often is sought. Typically, large-

scale clinical trials are used to evaluate and demonstrate
the efficacy of psychological interventions. Such evalua-
tions are outcome oriented, that is, they typically are an
evaluation of a particular type of therapy compared to
some type of control group (e.g., placebo, other form of
therapy), although a variety of different evaluation for-
mats exist (e.g., series of single case studies).

The criteria for demonstrating efficacy are categorized
as either “well-established treatments” or “probably effi-
cacious treatments.” Although it is not possible to review
the criteria for each of these domains in their entirety,
well-established therapies generally have demonstrated
superior outcome compared to a control condition (e.g.,
placebo) or another treatment on two separate occasions
by independent investigators. In contrast, probably effi-
cacious treatments generally indicate that a treatment is
superior to persons who desire psychological treatment
but are on a waiting list for such treatment.

In all cases, the evaluation process involves persons
with a particular type of psychological disorder being
randomly assigned to a specified treatment condition.
For example, patients with panic disorder may either
be randomly assigned to receive an “active” psycho-
logical treatment or separate treatments such as a
medical drug or a placebo pill. In these trials, patients
are then evaluated in a standardized manner over the
same amount of time using the same types of clinically
relevant outcome measures. Overall, these efforts
allow one to determine whether a therapy can reduce
psychological distress in both a statistically and clini-
cally useful way.

V. CASE ILLUSTRATION

For purposes of this article, a clinical case presenta-
tion of an individual with panic disorder may help il-
lustrate the use of a multicomponent treatment manual
that is prototypical for other treatment manuals used
for the majority of psychological dysfunctions.

A. Case Description

Sam is a 33-year-old married white male with a 10-
month history of recurrent panic attacks. His panic at-
tacks occur in an unpredictable and uncontrollable
manner and last for approximately 2 to 15 min. Sam in-
dicated that his panic attacks occur at least once every
other day and involve chest pain, difficulty breathing,
racing and pounding heart, increased sweating, and
lightheadedness. As a result of these symptoms, Sam
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believed he had cardiac disease. Due to the worry about
the panic attacks, Sam had begun to avoid socializing
with friends and family and declined professional oppor-
tunities to travel for his job as a computer programmer.
After a thorough medical exam that found no indication
of cardiac or other medical problems, Sam was referred
to an anxiety disorders treatment center at a university
hospital. After a psychiatric interview and testing, it was
determined Sam suffers from panic disorder.

B. Manualized Therapy 
for Panic Disorder

We now discuss how Sam might be treated with a
current well-established therapy for panic disorder and
agoragaphoba termed panic control therapy (PCT).
This multicomponent cognitive-behavioral interven-
tion is guided by the use of a treatment manual entitled
Mastery of Your Anxiety and Panic–II (MAP–II) that ar-
ticulates the procedures for PCT in a step-by-step fash-
ion. Manual-based therapies like the MAP–II also
include self-report and behavioral assessment tracking
instruments that can be readily employed to evaluate
treatment progress of individual patients across differ-
ent time frames.

MAP–II contains a number of key components, in-
cluding exposure to bodily and environmental situa-
tions associated with fear and panic, relaxation, and
breathing retraining, as well as cognitive interventions.
Briefly, exposure to interoceptive bodily events is
achieved through exercises that produce somatic sensa-
tions that are similar to panic (e.g., head spinning,
breathing through a straw). Situational exposure in-
volves contacting feared environmental stimuli without
escaping from them if panic symptoms occur. For in-
stance, a person with panic disorder with agoraphobia
who fears crowds might be asked to go to a shopping
center and stay there for a specified period of time or
until potentially high levels of anxiety have subsided.
Relaxation training refers to exercises that serve to de-
crease base levels of autonomic arousal, as this de-
creases the likelihood of future panic attacks. Breathing
retraining refers to having patients breathe diaphrag-
matically at a normal rate in an effort to optimize the
balance between oxygen and carbon dioxide in the pa-
tient’s blood. Cognitive strategies typically are aimed at
(a) correcting misappraisals of bodily sensations as
threatening, (b) helping patients to predict more accu-
rately the future likelihood of panic attacks, and (c)
helping patients to predict more accurately and ration-
ally the likely consequences of panic attacks.

C. Treatment Process with Manual

Sam’s treatment would most likely be conducted in
an individual setting over a period of about 2 months.
As is the case for most psychosocial interventions, the
MAP–II first provides Sam with educational information
about the nature, origin, and course of panic disorder
prior to the application of specific intervention strate-
gies. This information helps patients realize that they
are “not alone” and communicates that professionals
understand their specific type of problem. The second
and ongoing step in Sam’s MAP–II treatment would be
to have him monitor both negative emotional experi-
ences and stressful life events to facilitate the recogni-
tion and identification of environmental events that
contribute to the occurrence of recurrent panic attacks.
Identifying such negative life events makes the potential
occurrence of panic attacks more predictable and per-
haps controllable, thereby lessening their aversiveness.

Third, the therapist would train Sam in relaxation and
breathing exercises and have him practice these exercises
until he has acquired the skill of reducing and controlling
bodily arousal. Throughout MAP–II therapy, the therapist
is instructed to guide Sam in correcting maladaptive cog-
nitive errors related to worry about the negative conse-
quences of panic attacks. For example, during cognitive
restructuring, Sam would be taught to reconceptualize
his panic attacks as harmless events that occur in re-
sponse to “natural” stressors. Finally, Sam would partici-
pate in repeated trials of interoceptive exposure, and if
necessary, exteroceptive exposure exercises in both the
clinical setting and his natural environment. Such exer-
cises would be continued until such stimuli no longer
elicit significant levels of anxiety. Therapy would be dis-
continued when Sam’s condition improved to a level that
he can adequately perform his life tasks and his psycho-
logical status has returned to a healthy level.

VI. SUMMARY

In summary, treatment manuals are written materials
that identify key concepts, procedures, and tactics for
the delivery of a clinical intervention. In this manner,
treatment manuals are designed to help modify clini-
cally relevant variables and processes involved with
problematic behavior. Although manuals can be quite
diverse, all provide rules and statements pertaining to
how the therapist is to prepare for treatment, describe
what they should do during the session itself, and char-
acterize how the process of therapy is to proceed over
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time. Manuals have greatly helped in efforts to improve
the evaluation of particular treatment strategies by spec-
ifying the nature of the treatment and articulate how it
is to be delivered. More recent, manualized behavior
therapies have become apparent in clinical service con-
texts, calling attention to clinical issues that strike at the
very heart of what treatment should be considered
“clinically useful” and in what contexts it should be im-
plemented (e.g., controlled or real-world settings).

An extension of the treatment utility issue has been
the development of empirically supported therapies for
target populations pioneered by the Division 12 Task
Force on Promotion and Dissemination of Psychologi-
cal Procedures. Testifying to the established place of
manuals in contemporary clinical care, all therapies that
are evaluated by the task force have been manualized so
as to facilitate the understanding and evaluation of the
treatment’s key concepts, procedures, and delivery tac-
tics. Perhaps because behavior therapy has always been
committed to empirical evaluation and time-efficient
strategies, it is not surprising the majority of empirically
supported treatments can be considered behavioral in
their theoretical foundations, content, and implementa-
tion procedures. Although the use of manuals has been
controversial in a number of respects, few would chal-
lenge the contention that they likely will retain in an
important and influential role in continued evolution of
psychological treatment in upcoming years.
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GLOSSARY

alcoholism Alcoholism (also referred to as alcohol depend-
ency) is an addictive disorder diagnosed by a series of spe-
cific DSM defined criteria such as, progressive loss of
control over drinking, tolerance, withdrawal symptoms,
continued drinking despite adverse consequences, narrow-
ing of usual activities in favor of alcohol seeking.

clinical trial A clinical trial is a prospective experiment in
which therapeutic interventions are evaluated. Desirable
features which increase the rigor of the experiment include
random assignment to treatment group, masking of clini-
cian, research assessor and patient with respect to treat-
ment assignment, and in the case of pharmacologic
studies, use of matched placebo.

matching factors Matching factors are patient characteristics
that affect outcomes differentially when two or more treat-
ments are compared.

outcome predictors Outcome predictors are characteristics
that influence the outcome of treatment across the board
but do not have differential effects depending upon the
type of treatment.

Patient-treatment matching is the concept that partic-
ular treatments may work better for some patients than

others and that, in clinical practice, treatment outcomes
can be improved by matching subgroups of patients with
the therapy most suited to their particular needs using
matching rules derived from previous experience.

I. DESCRIPTION OF TREATMENT

Patient-treatment matching occurs when treatment is
prescribed based on the needs of the individual patient,
as contrasted with providing the same therapy to all pa-
tients with the same diagnosis. It has been suggested that
triaging clients to treatments based on their particular
needs and characteristics might significantly improve
outcome. The potential of the matching hypothesis has
been of particular interest in the treatment of alcohol use
disorders, prompting researchers and clinicians to search
for assignment rules to individualize selection of psy-
chosocial treatments. The literature in this area spans
several decades and includes small-scale studies, reports
from a large multisite clinical trial, and examinations of
underlying theory and clinical practice implications. It
provides a useful example to illustrate the rationale and
implementation of the matching hypothesis and is used
as the model here. Although the focus here is alcohol de-
pendency as the target for patient treatment matching
interventions, the concept is relevant to other disorders
and has been used to varying extents in numerous med-
ical, psychiatric, and educational contexts.

In its most basic form, matching is done informally
by providers when, based on their clinical judgment,
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they provide treatment “tailored” to specific features of
the patient and the patient’s disorder. Patients may also
practice “self-matching” when they contribute to vary-
ing degrees to treatment decisions based on, for exam-
ple, their beliefs about various treatments and what will
benefit them, or other influences, such as availability of
resources, advice from others, and so on.

However, the formal practice of matching in clinical
and research settings is based on validated rules that
link particular patient characteristics with certain treat-
ments. Typical steps in the matching process are: (a)
systematic assessment of patient characteristics and
needs, (b) availability of specific matching rules, and
(c) consistent assignment of patients to well-defined
treatment in accordance with the specified matching
rules. Ideally, the guidelines should be based on vali-
dated research, and patient outcomes should be moni-
tored to determine the extent of improvement and if
modifications are necessary.

In addition to matching patients with treatments,
matching of patients to therapists has also been of in-
terest and is reviewed by the Project MATCH Re-
search Group in 1998 who concluded that therapist
effects on treatment outcome may contribute more
toward explaining the variance in outcomes than
either specific treatments employed or baseline pa-
tient characteristics. Reporting on a study of thera-
pist influence on treatment outcome conducted as a
part of the multisite Project MATCH, they found that
therapist effects did indeed exert an effect on treat-
ment outcome as well as patient satisfaction with
treatment. Interestingly though, most of the observed
effects were due to “outlier” therapists whose clients
tended to show poorer outcomes. They advise that
future studies take into account the potential effect of
“outlier” therapists.

Until relatively recently, matching to treatments for
alcohol dependence has involved interventions of a
verbal nature, such as behavioral therapies, counseling,
and psychotherapy. Beginning in the 1990s, the devel-
opment of medications that target neurochemical sys-
tems implicated in the addictive process have brought a
new and promising approach to treatment of alco-
holism. In addition to clinical trials evaluating the effi-
cacy of these drugs, (both alone and in combination
with verbal therapies) matching hypotheses have also
been tested. As knowledge emerges on the neurochem-
ical and neurogenetic determinants of alcohol addic-
tion, the rationale is strengthened for hypothesizing
that outcome may be improved when particular neu-
roactive medications are linked to certain patient char-
acteristics of known biological basis.

II. THEORETICAL BASES

Interactions differ from predictors in that predictors
affect the outcome of treatments in a similar way (Fig-
ure 1A). In contrast, interactions arise when the patient
characteristic of interest has a differential effect on the
treatments being compared (Figure 1B and 1C). Thus,
the main effects of different treatments may suggest
that they have similar benefits, however, analyses that
examine the interactions between certain patient and
treatment types may make differential benefits evident.

The idea of matching is not new, having first been
proposed in the alcohol treatment area in 1941 by K.
Bowman and E. Jellinek and is common to other fields
such as psychiatry, medicine, and education. R. E. Snow
in 1991 discussed aptitude-treatment interactions as
derived from the educational psychology literature as
a framework for research on individual differences in
psychotherapy.

Matching came to be of interest to alcoholism treat-
ment researchers when despite decades of outcome re-
search no clearly and generally superior treatment(s)
that could be considered the “magic bullet” of alco-
holism treatment emerged. In parallel, thinking con-
cerning the nature of alcoholism diversified and a view
of the disorder as the end result of a complex interac-
tion of factors—environmental, personal, interpersonal,
and biological—competed with the predominant med-
ical model of alcoholism as a unidimensional disease. It
was suggested that perhaps the “one-size-fits-all” ap-
proach was inappropriate for alcoholism treatment. The
notion that perhaps the missing ingredient in the treat-
ment selection process was the matching of patient to
treatment began to evolve.

The hypothesis was that perhaps the addition of
matching could enhance outcomes above and beyond
what could be accomplished by simply choosing gener-
ally effective treatments and paying attention to generic
curative elements such as support, rapport, and com-
munication from the therapist. This concept was fos-
tered by about 40 studies published in from the 1970s
through the 1990s suggesting that a variety of patient
features—demographic, drinking relating factors, in-
trapersonal characteristics, and interpersonal factors—
appeared to “match” with particular treatments.

III. EMPIRICAL STUDIES

A. Early Studies

Development of the experimental database pertain-
ing to the patient-treatment matching hypothesis may
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be roughly divided into two eras. The first era consists
of about 40 studies from the 1970s through the early to
mid-1990s. These were mostly smaller scale, single-site
studies. Some of the studies from the earlier portion of
this period had methodological shortcomings, such as
lack of a priori hypotheses; differing, less well docu-
mented therapies, and varying outcome measures that
detracted from the studies and made comparisons
across studies difficult. Nevertheless, the accumulating
body of knowledge was viewed as promising not only
for improving patient outcomes but also for making
more effective use of ever-decreasing resources as reim-
bursement polices and other economic forces began to
change the face of additions treatment in this country.

During the 1980s and early 1990s, methodologic ad-
vances occurred in addictions clinical research and nu-
merous more sophisticated matching studies were
reported, further strengthening the hope for matching
as a clinical tool. An important catalyst were two re-
ports from the Institute of Medicine in 1989 and 1990

calling for additional definitive and systematic research
on this question. The matching hypothesis had become
part of the national research agenda.

B. Project MATCH

The second era of matching studies was marked by
the 1989 launch of a multisite clinical trial, Project
MATCH, by the National Institute of Alcohol Abuse
and Alcoholism (NIAAA) the principal sponsor of re-
search on alcohol disorders in the United States. It was
conceived of as the largest, most statistically powerful
and most methodologically rigorous psychotherapy
trial ever undertaken. The stated objective was to sub-
ject the matching hypothesis to its most rigorous test to
date. Its research questions were based largely on the
previous body of published studies and the latest
knowledge of treatments believed to be generally effec-
tive and suitable for delivery both in a multisite clinical
trial and in actual clinical practice.
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Outcome

Less Effective

A. Outcome Predictor B. Ordinal Matching Effect C. Disordinal Matching

Low                High Low                High Low                High

Patient Characteristic
(e.g., motivation)

Patient Characteristic
(e.g., depression)

Patient Characteristic
(e.g., psychopathology)

Treatment 1 Treatment 2

FIGURE 1 Three hypothetical examples of the relation of patient characteristics to treatment success are presented. The X axis
(horizontal line) of each graph reflects the degree to which a patient has a certain characteristic. It may be a continuous variable
(i.e., a patient may lie anywhere along a spectrum of characteristic levels varying from low to high), such as the degree of a patient’s
motivation, or a dichotomous variable, such as the presence or absence of a family history of alcoholism (not shown). The Y axis
(vertical line) is a measure of treatment outcome (e.g., the percentage of days in a given period that the patient consumed alcohol).
The relationship between the two lines that represent the two treatments being compared reveals information about the effects of
varying levels of patient characteristics on outcome. (A) The relationship between an outcome predictor and two treatment types is
shown. For example, how does a client’s motivation affect the outcome of two different treatments? The outcome of treatment with
both therapies is related to the patient’s characteristic (i.e., the higher the motivation, the better the outcome for both treatments,
although Treatment 1 appears a bit more beneficial than Treatment 2). The fact that the lines are parallel indicates that the effect of
the patient’s motivation is similar for both treatments. Therefore, the characteristic factor is an outcome predictor that does not af-
fect the treatments differentially. (B) An ordinal matching effect is shown. Patients with low levels of the characteristic of interest,
such as depression, appear to have about the same success regardless of the treatment they receive. For patients with higher levels
of depression, the results diverge, and there is a definite advantage in choosing Treatment 1. (C) Disordinal matching is shown. Pa-
tients with low levels of a characteristic, such as psychopathology, have better success when receiving Treatment 2 than Treatment
1. For patients with high levels of psychopathology, the opposite occurs: Treatment 1 is more effective than Treatment 2.



1. Project MATCH Design
The details of the rationale and design of Project

MATCH are described in a publication of the Project
MATCH Research Group in 1993 and by D. Donovan
and M. E. Mattson in a 1994 monograph. The study
tested promising patient-treatment combinations in-
volving 21 patient characteristics and three treatments:
twelve-step facilitation (TSF), motivational enhance-
ment therapy (MET), and cognitive-behavioral therapy
(CBT). After determination of eligibility and an exten-
sive baseline assessment, 1,726 patients were randomly
assigned to one of the three treatments. The treatments
were administered during a 12-week period by trained
therapists following standardized manuals. Therapist
supervision continued during the trial to ensure fidelity
to the treatment protocol across all sites. The treat-
ments are described in three therapists manuals written
by their developers and published by the National In-
stitute of Alcohol Abuse and Alcoholism as part of the
eight-volume Project MATCH Monograph Series.

Drinking outcomes and other indicators of function
were assessed at the end of treatment (3 months) and
thereafter at 6, 9, 12, and 15 months. A subset (outpa-
tients only) were recontracted 39 months after treatment.
The two primary drinking outcome measures were per-
centage days abstinent and drinks per drinking day.

2. Project MATCH Sample
Patients were treated at nine locations in the United

States. Five sites functioned as outpatient clinics, and
five sites delivered Project MATCH treatments as after-
care following an episode of inpatient treatment or in-
tensive day hospital. (One site had both an outpatient
and aftercare capacity.) Treatment-seeking clients at the
9 locations were recruited from a total of 27 treatment
facilities. Individuals with concurrent drug dependence
diagnoses (other than marijuana) were excluded from
the trial. The participants were almost exclusively alco-
hol dependent (as opposed to alcohol abuse only) and
had an average of six (out of a possible nine) DSM-
III–R dependence symptoms, and drank on average 25
days per month, with an average of 15 drinks per
drinking day. Over one half had a history of prior treat-
ment for alcoholism, approximately 75% were male,
and almost all showed chronic effects of alcohol con-
sumption on various areas of life functioning.

3. Project MATCH Hypotheses
Based upon previous research, a series of client char-

acteristics were identified and tested as potential treat-
ment-matching variables. The matching variables and
the measures used to operationalize them are described

in several publications authored by the Project MATCH
Research Group. The patient-matching characteristics
were alcohol involvement (i.e., severity of alcohol prob-
lems), cognitive impairment, conceptual level (a meas-
ure of abstraction ability), gender, meaning seeking
(i.e., desire to find greater purpose in life), motivation
(i.e., readiness to change), psychiatric severity, sociopa-
thy, social support for drinking, alcoholic subtype,
severity of alcohol dependence, psychiatric diagnosis
(Axis I disorder), antisocial personality, anger, self-effi-
cacy, social functioning, prior engagement in Alcoholics
Anonymous, religiosity, treatment readiness, autonomy,
and problem recognition. Hypothesized interactions be-
tween each of these client characteristics and the Project
MATCH treatments were specified at the beginning of
the trial. The matching hypotheses were a priori, that is
specified in advance, and were not revealed during the
trial to therapists and research assistants to maintain ob-
jectivity in treatment and assessment.

4. Project MATCH Results
In the following section, we consider how results of

Project MATCH answered two questions: (a) How did
patients fare in the different treatment conditions?
and (b) Were any treatments particularly effective in
subgroups of patients defined by the characteristics
listed above?

a. Results: Main Effects. Patients in all three treat-
ment conditions demonstrated major improvements in
drinking, as well as other areas of functioning such as
depression, use of illicit drugs, and liver enzyme status.
Overall, MATCH clients were abstaining over 85% of
the days throughout the year following treatment, and
alcohol consumption decreased fivefold. Even those
not successful in maintaining abstinence who contin-
ued to drink experienced a substantial reduction in al-
cohol consumption. In general, effects for the three
treatments were similar, with the exception that 10%
more of the outpatients receiving TSF attained com-
plete abstinence over the 1-year follow-up period com-
pared to the other two treatments. In addition, more
aftercare patients were able to sustain complete absti-
nence throughout the year after treatment than the out-
patients, despite the fact that the aftercare patients
entered the study with more alcohol dependence symp-
toms.

b. Results: Matching Interactions. The findings of
Project MATCH surprised many and challenged the be-
lief that patient-treatment matching was critical in the
treatment of alcoholism. Contrary to the expectations
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generated by the supporting literature, large and uni-
form effects for matches between single-patient charac-
teristics did not emerge. Many hypothesized matches
were not supported, and those found were, for the most
part, of rather modest magnitude and often varied over
time, between arms of the trial, and for the two primary
outcome measures.

Of the 21 patient variables studied, the four with
matching effects deemed more plausible were those in-
volving, in the outpatient arm: psychiatric severity,
client anger, and social network support for drinking,
and, in the aftercare arm, alcohol dependence. These
are briefly described.

Patients in the outpatient arm with low psychiatric
severity treated with TSF had more abstinent days as
compared to those treated with CBT, a differential as
high as 10% for several months during the follow-up
period. The largest difference occurred 6 months after
the end of treatment, when clients without concomi-
tant psychopathology had 87% days abstinent in TSF
versus 73% in CBT.

Motivational enhancement therapy was postulated to
be more effective for clients with higher anger scores
presumably because of its non-confrontive nature. MET
clients in the outpatient study who were high in anger
were abstinent more often than clients receiving the
other treatments (a differential of 9%, i.e., 85% vs. 76%)
and drank less intensely when they did drink. Clients
with low anger fared better in CBT and in TSF as com-
pared to MET. The effect persisted throughout the 1 year
after treatment and was also present at the 39 months
follow-up. This finding was the most consistent match-
ing result across time.

As predicted, clients having a social network support-
ive of drinking did better in TSF than in MET. This dif-
ference was not apparent in the first year after treatment,
emerging among the outpatients at the 3-year follow-up.
TSF patients reported abstinence on 83% of days versus
66% for the MET patients. This difference of 17 percent-
age points was largest size effect observed in Project
MATCH. The effects appear due to a steady decline
among clients with high drinking support in the MET
group after the end of treatment, whereas the TSF group
maintained their gains. An influential factor may be dif-
ferences in levels of AA attendance, with attendance lev-
els higher in the TSF group than in the MET group.

It had been hypothesized that clients high in alcohol
dependence would do better in TSF whereas those
lower in that trait would benefit more from CBT. Be-
cause TSF is a treatment that puts greater emphasis on
total abstinence, it was postulated to be more effective
with highly dependent clients than either CBT (which

taught skills to deal with “slips”) or MET (which fo-
cused on clients’ own decision making to motivate
them to become abstinent). Aftercare clients low in al-
cohol dependence had better outcomes when treated
with CBT than TSF, (i.e., abstinence on 96% of post-
treatment days vs. 89%). However, at higher levels of
dependence, the better treatment choice was TSF, (i.e.,
94 vs. 84% days abstinent). The effect was consistent
for the posttreatment period of 15 months.

c. Results: Clinical Implications. The clinical impli-
cations of Project MATCH were described by the inves-
tigators in a 1998 publication as follows:

In summary, the results of testing the a priori match-
ing hypotheses showed several matches of modest-to-
moderate magnitude, often with variability over time,
outcome measures and arm of the study. These results
suggest that matching clients on several of the attrib-
utes tested in Project MATCH to one of the three treat-
ments appears to enhance outcomes to a modest
degree, with the most robust of the confirmed effects
constituting a moderate difference of 17 percentage
points in abstinent days.

The Project MATCH Research group concluded that
viewpoints differ on how clinically important these sin-
gle characteristic effects are, although, overall, the find-
ings do not suggest that major changes in triaging
procedures are warranted. R. Longabaugh and P. Wirtz
have extensively analyzed the mechanisms and “active
ingredients” involved in the matching hypotheses and
have discussed possible reasons for the failure to find a
greater number of matches.

C. Medications as Matching Targets

The literature on pharmacological agents in the
treatment of alcoholism have been reviewed exten-
sively and point to the increasing potential of pharma-
cologic agents as aids in treatment of alcoholism.

In the early 1990s interest in the opiate antagonist
naltrexone as an adjunct in the treatment of alcohol de-
pendence was illustrated by key studies from two
groups in 1992, that of O’Malley and colleagues and
Volpicelli and colleagues. Previously used as a treatment
for opiate dependence, naltrexone was approved for
treatment of alcoholism by the FDA in 1994. Previously,
the only approved drug for this purpose was disulfiram
(Antabuse). Disulfiram functions as a deterrent to
drinking by producing an aversive effect if alcohol is
consumed through inhibition of aldehyde dehydroge-
nase, an enzyme involved in the metabolism of alcohol.
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Data from studies of the efficacy of naltrexone were
subjected to subsequent post hoc analyses by A. J. Jaffe
and associates in 1996. These results illustrate the pos-
sibility of matching subgroups of patients to drug/psy-
chosocial combinations. The question examined was
“Do patients with certain baseline characteristics re-
spond more positively to the drug/psychosocial combi-
nations than those without these characteristics?” The
authors concluded that naltrexone appears more bene-
ficial for alcoholics with high craving and poorer cogni-
tive functioning.

Research by Mason and colleagues in 1996 suggested
that the use of the antidepressant desipramine may re-
duce the risk of relapse in depressed alcoholics, but not
in the nondepressed. In 1994, H. R. Kranzler and others
found that buspirone appeared more helpful to anxious
alcoholics although the same had not been observed in a
previous 1992 study by Malcom and colleagues. In 2000,
two studies on the agent ondansetron, a 5-HT3 antago-
nist, suggested it differentially affected drinking in early
versus later-onset alcoholics. Early-onset alcoholics were
defined as those who showed drinking problems earlier
in life, had antisocial characteristics, and a family history
of the disorder in first-degree relatives. They found that
ondansetron reduced drinking preferentially in the
early-onset group. In a small pilot study also in 2000 the
same investigators combined ondansetron with naltrex-
one and found that the combination reduced alcohol
consumption in the early-onset group to a larger degree
than either of the two medications alone.

Based on preliminary studies such as these, it is
tempting to speculate that perhaps new and better
matching algorithms may be found when matches are
based on pairing of pharmacologic treatments with bio-
logically based patient characteristics. Much additional
research remains to determine if intriguing, but prelim-
inary, results can be replicated and extended. Needed
are future studies with larger samples in multiple sites
and settings, and greater understanding of the neuro-
chemical mechanisms underlying clinical observations.
The future of matching patients to pharmacologic
treatments remains open pending further investigation.

IV. SUMMARY

Although many alcoholics indeed benefit from treat-
ment, no single treatment has been shown to be effec-
tive for all those diagnosed with the disorder. For many
decades it was suggested that assigning alcoholic pa-
tients to treatments based on their particular needs and
characteristics might improve treatment outcomes. In-

terest in matching accelerated during the 1970s and
1980s as supporting evidence accumulated in the liter-
ature. However, these studies were small scale, and
replication was required before specific recommenda-
tions for clinical practice could be advanced. In late
1989 NIAAA launched a multisite clinical trial, Project
MATCH, with the goal of learning whether different al-
coholics respond selectively to particular treatments.
The study tested a promising set of patient-treatment
combinations in 1,726 patients randomly assigned to
three well-defined psychosocial treatments.

Patients in all three treatment conditions demon-
strated major improvements in drinking, as well as
other areas of functioning such as depression, use of il-
licit drugs, and liver enzyme status. However, in terms
of matching the findings of Project MATCH challenged
the popular belief that matching patients to treatment
was needed to significantly improve outcome. Of the
21 patient characteristics evaluated, only four statisti-
cally significant matches with potential clinical impli-
cations were identified. These matches involved
psychiatric severity, anger, social support for drinking,
and alcohol dependence.

Viewpoints differ on how clinically significant these
single characteristic matches are, given their overall
variability over time and the rather modest size of most
of the effects. The Project MATCH investigators in
1998 concluded that

matching clients to particular treatment, at least based
on the attributes and treatment studied in Project
MATCH, is not the compelling requirement for treat-
ment success as previously believed. The matches
found, however, are reasonable considerations for cli-
nicians to use as starting points in the treatment plan-
ning process.

It may be that other patient characteristics, or other
treatments, or settings not studied in this large project
may have matching potential. For example, continued
future work involving matches of patient characteris-
tics with pharmacological treatments that target the
neurochemical pathways involved in addiction will as-
sess the robustness of preliminary findings on this vari-
ant on the matching theme. Until such validation is
forthcoming, no clinical guidelines can be made with
reasonable certainty.
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GLOSSARY

countertransference The therapist’s partly unconscious or
conscious emotional reactions to the patient.

psychodynamics The systematized knowledge and theory of
human behavior and its motivation, the study of which de-
pends largely on the functional significance of emotion.
Psychodynamics recognizes the role of unconscious moti-
vation in human behavior. The science of psychodynamics
assumes that one’s behavior is determined by past experi-
ence, genetic endowment, and current reality.

psychoeducation Information in which the content is psy-
chological or psychiatric in nature.

somatization The unconscious manifestation of psychologi-
cal conflicts, either fully or in part, as somatic or body
symptoms.

transference The unconscious assignment to others of feel-
ings and attitudes that were originally associated with im-
portant figures in one’s early life.

In this article, we highlight the complex relationship
between medical illness and emotional or psychological
distress and present options for psychotherapy treat-

ment. This task is complex because of the variety of
medical illnesses that individuals experience (e.g., from
seasonal allergies to life-threatening forms of cancer),
the unique psychological composition and reaction of
each individual, and the many available treatment op-
tions that have been determined as efficacious.

Is there an association between medical illness and
emotional distress? Among many patients, there ap-
pears to be. For example, 10 to 15% of individuals with
medical illnesses suffer from depression, and among
those with chronic illness, the prevalence of mood dis-
orders increases up to 25 to 50%. It has been estimated
that up to 25% of cancer patients suffer from depres-
sion, and that cancer treatment, itself, results in emo-
tional distress for 40 to 60% of patients. Among
patients with active medical illness, depression is one
of the most common psychiatric complications in med-
ical treatment and outcome. Surprisingly, not all pa-
tients with medical illness suffer from emotional
distress, but no one knows exactly why this is.

Does emotional distress truly influence medical
treatment and outcome? Among patients with similar
types and severity of illness, those with depression re-
mained in hospital for longer periods of time (up to 10
days). Depression among diabetic patients is associated
with poor treatment compliance and an increased risk
for vascular complications. Among cardiac rehabilita-
tion patients, those who received treatment for depres-
sion had lower rehospitalization rates. Finally,
following the hospitalization of one family member,
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studies indicate that there is an increase in the health
care utilization of the remaining family members dur-
ing the subsequent 3 years. These examples underscore
that psychological factors appear to have an effect on
one’s response to medical illness and treatment.

In examining that effect, it is clear that medical ill-
ness is associated with some form of loss. Whether the
loss is functional (e.g., use of one’s legs), economic
(e.g., inability to sustain employment), relational (e.g.,
loss of significant other, friends, or family), and/or self-
esteem, a variety of factors affect how illness will be ex-
perienced. For example, there may be factors that
predate the medical illness, such as early developmen-
tal psychodynamics, major psychiatric disorders,
and/or personality traits or disorders, that affect the
subsequent experience of illness. In addition, the ar-
rival of medical illness may precipitate major psychi-
atric disorders as well as psychodynamic issues related
to the illness experience.

I. DESCRIPTION OF 
THE TREATMENT

A. Assessment

1. Patient Reactions to Psychological Referral
Patients may be self-referred or referred by the treat-

ing clinician or family for psychological treatment. The
patient’s perception of the referral for psychological in-
tervention may affect the entry into the treatment
process. For example, negative reactions may result in
failed appointments and, thus, prolonged psychologi-
cal distress.

Referrals for psychological assessment and treatment
may precipitate a variety of patient concerns. These
may include social stigmatization (e.g., “Others will
think I’m crazy!”) as well as damage to self-esteem (i.e.,
“I can’t do this on my own?”). Psychological referrals
may be confusing to the patient who does not under-
stand the relationship between emotions and medical
illness. In addition, the patient may resist psychological
referral if the recommendation is misinterpreted as an
abandonment by the physician.

2. Selection Criteria for 
Psychotherapy Treatment

The selection criteria for entry into psychotherapy
treatment vary from therapist to therapist. In general,
the patient must be sufficiently intact on a cognitive
level to enable participation in treatment. Among pa-

tients with medical illness, common concerns are the
cognitive effects of drug treatment as well as delirium.
Patients must be able to verbally interact (e.g., exclu-
sions include aphasic patients) and reasonably able to re-
late to others (e.g., exclusions include severe personality
disorders such as schizoid or antisocial personalities).

The ideal patient has a healthy and mature relational
capacity. H. Levenson and R. E. Hales note the impor-
tance of the patient’s ability to view issues in psycho-
logical terms, respond to a therapeutic experience in a
positive manner, and make adaptations through per-
sonal strengths. These authors indicate that psycholog-
ical pain may actually function as a potent motivation
for treatment and emotional growth.

3. Contributory Factors to Psychological
Distress among the Medically Ill

In the psychological assessment of the patient with
medical illness, the psychotherapist must consider var-
ious contributory factors that might account for emo-
tional distress. These factors, which become focal
points in the subsequent development of a treatment
plan, are described later and noted in Figure 1.

a. Early Developmental Issues Early developmental
issues can temper the present-day experience of medical
illness. Areas that might be explored with the patient in-
clude: (1) the relationship with parents, particularly
parental effectiveness as caretakers (i.e., based on past
experience, can the patient reasonably trust others to
take care of him/her?); (2) the family philosophy of and
approach to illness (e.g., acceptability, response patterns
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FIGURE 1 Contributory factors to emotional distress in pa-
tients with medical illness
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to ill members, support and involvement; did parents
effectively address, discredit, or dramatize illness in
family members?); (3) prior personal experience with
illness including illness among family members and
friends; and (4) personal tolerability of dependency. It is
also important to explore any cultural context or mean-
ing of illness (e.g., the interpretation of hallucinations
during delirium as a spiritual visitation from ancestors),
and the expected response to illness within a specific
culture, if applicable.

b. Preexisting Psychiatric Disorders Some of the
current emotional distress may have actually predated
the medical illness (i.e., the patient may have a preex-
isting psychiatric disorder). This possibility is based on
the expected prevalence rates of major psychiatric dis-
orders in the general population. For example, accord-
ing to the National Comorbidity Survey, the lifetime
prevalence of any depressive disorder is nearly 20%,
anxiety disorder 25%, and substance abuse 27%. There-
fore, it is worthwhile to explore for preexisting psychi-
atric disorders, particularly acute depression (major
depression), chronic depression (dysthymic disorder),
and substance abuse. These disorders may presently be
comorbid, or co-exist, with the medical illness.

In addition to preexisting major psychiatric disor-
ders, some adult patients also suffer from personality
disorders. With their onsets in childhood, personality
disorders result in long-standing and consistent devia-
tions in cognition, behavior, and interpersonal relation-
ships—all of which may influence the course and
management of medical illness (e.g., medication com-
pliance, appointment attendance, cooperation with
treatment and medical personnel, reaction to illness,
ability to elicit support from others). As an example of
personality disturbance affecting illness, we have empir-
ically determined that at least 7% of patients actively
sabotage their medical care and that medically self-sab-
otaging behavior is typically associated with personality
pathology, specifically borderline personality disorder.

Personality disorders can be difficult to diagnose
during an initial evaluation, particularly if the patient is
relatively high functioning and well educated. Often-
times, diagnosis evolves with continuing or ongoing
contact with the patient. However, health care person-
nel and family members may provide important histor-
ical information that suggests personality pathology,
which is usually manifest in interpersonal functioning.

c. New-Onset Psychiatric Disorders After the onset
of illness, patients may experience new-onset, or sec-

ondary, psychiatric disorders, most frequently either
depression and/or anxiety. It appears that depression is
particularly frequent among sufferers of neurological or
cardiovascular disease. According to D. Spiegel and C.
Classen, up to 50% of cancer patients experience clini-
cal depression or anxiety, and the rate of depression in
oncology patients is four times the prevalence found in
the general population. Spiegel and Classen report that
nearly 90% of these clinical syndromes are either man-
ifestations of or reactions to illness or its treatment
(i.e., secondary).

In addition to other factors, secondary mood disor-
ders may be caused by a variety of medications admin-
istered to patients with medical illness. S. M. Valente
and colleagues outline an extensive list of these med-
ications (see “Further Reading”) that include specific
anti-inflammatory drugs and analgesics (e.g., ibupro-
fen, baclofen, opiates), anticonvulsants, antihista-
mines, particular anticancer drugs, caffeine, and
propranolol. As with preexisting psychiatric disorders,
these secondary mood disorders have the same poten-
tial to interfere with treatment by reducing compliance,
optimism, and cooperation.

d. Medical Illness Psychodynamics There are well-
known psychodynamics that are outgrowths of medical
illness (see Table 1). Many of these psychodynamics
center on the patient’s experience of loss.

In addition to the themes relating to loss, D. Spiegel
and C. Classen emphasize the importance of the pa-
tient’s reaction to the disease, itself. For example, with
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TABLE 1
Psychodynamics That May Be 

Associated with Medical Illness

• Greater helplessness and increased dependency on others
• Need for social support
• Loss and mourning (e.g., disability, disfigurement, employ-

ability)
• Significant changes in usual activities, routines, life patterns
• Increased responsibility for own care (e.g., medication

regimens, follow-up visits)
• Need to reexamine life priorities
• Feelings of alienation from others
• Threat of premature death
• Unpredictable course of illness
• Symptom control
• Secondary gain (e.g., nurturance needs, deserved

punishment)



regard to cancer, some patients attempt to overly con-
trol their feelings in an effort to literally control the can-
cer. Some patients believe that maintaining a positive
attitude, even at the cost of dealing with and sorting
through by-product issues, is a means of curing cancer.
These beliefs may result in the patient’s unrealistic
needs to remain strong and in control. Patients may also
struggle to maintain a self-perception of being “normal”
which can cause unrealistic overextensions of self.

Following diagnosis, the psychological demands on
patients continue. For example, D. Spiegel and C.
Classen describe cancer as a series of stressors, from be-
ginning treatment protocols to the changes in the social
and physical environment to fears of death. The com-
plex demands of illness, as well as the stigma of illness,
may result in social isolation and breaches in social
support. In our experience, it appears that genuine
support can be maintained in most families for about a
year, but gradually, family members may lose their
stamina and resilience.

4. Use of Psychological Measures 
in Medically Ill Patients

a. Mood Assessment Mood and anxiety disorders,
the most common psychiatric disorders among the
medically ill, may be assessed in a variety of ways.
However, sometimes the direct approach is the best ap-
proach. In support of this, a group of investigators re-
ported that, among a group of patients with terminal
illness, asking the direct question, “Are you de-
pressed?” was more valid than three sophisticated psy-
chological assessments for depression.

b. Psychological Measures of Illness Experience
Psychological measures specific to the illness experi-
ence have not been broadly utilized in clinical settings.
However, examples of general measures include the
Millon Behavioral Health Inventory; the Psychological
Adjustment to Illness scale; and the Illness Behavior
Questionnaire. The latter measure contains seven
scales including general hypochondriasis, disease con-
viction, psychological versus somatic concern, affective
inhibition, affective disturbance or dysphoria, denial,
and irritability. Examples of illness-specific psychologi-
cal measures, which are uncommon, include the Men-
tal Adjustment to Cancer scale.

c. Psychological Measures of Health-Related Quality
of Life Of the measures available, the Medical Out-
comes Study 36-Item Short Form, or SF-36, is probably
the most commonly used measure of health-related

quality of life. This 36-item questionnaire, with known
reliability and validity, contains eight subscales and
measures health status, general functioning, and well-
being. It has been used among broad samples of pa-
tients as a measure of outcome.

B. Treatment

Following assessment, the psychotherapist will
hopefully have sufficient information to determine the
initial foci of therapeutic work. These foci function as
the basis for developing an eclectic and individualized
treatment approach. Given the possible short duration
of anticipated treatment, the therapist must, according
to H. Levenson and R. E. Hales, select the symptoms,
behaviors, or conflicts most amenable to treatment.

1. Timing of Psychotherapy Treatment
An important consideration for the therapist and pa-

tient is the timing of psychotherapy treatment. Coping
strategies are ideally taught to the patient and family
when motivation and physical stamina are relatively
high (i.e., the early phases of illness), whereas treatment
in the later phases of medical illness may limit efficacy.

2. Establishing the Therapeutic Relationship
a. The Paradox of Empathy Although most thera-

pists have an understanding of what it feels like to be
depressed or anxious, to suffer the loss of a relation-
ship, or to mourn a death, far fewer have experienced
the unique types of compromises precipitated by med-
ical illness. This potential difference poses unique con-
straints with empathy in the therapeutic relationship
because most of us do not understand what it is like to
be burned beyond recognition or to deal with a disfig-
uring surgery. In this regard, we believe that it is impor-
tant, when applicable, for therapists to actively
acknowledge their lack of personal experience with a
particular medical process, and the feelings associated
with it, in an effort to promote a candid and sincere
need to understand the patient. Likewise, therapists
can explain their familiarity with a specific disease
process and/or the illness experience from work with
other patients.

b. Engagement with Emotional Boundaries Because
of the potential devastation of medical illness and the
resulting biological and psychological regression that
occurs, the therapist needs to be sensitive to the exten-
sive support needs of these patients. Spontaneity, gen-
uineness, warmth, and the candid expression of support

134 Medically Ill Patient: Psychotherapy 



are important qualities in the building of rapport. At the
same time, realistic internal emotional boundaries need
to be established within the therapist to avoid emotional
overinvolvement.

c. Transference As the treatment relationship un-
folds, various types of transferences may evolve. A
transference is the patient’s unconscious assignment to
others of thoughts and feelings that were originally as-
sociated with important figures in one’s early life
(American Psychiatric Association’s Psychiatric Glos-
sary). As an example, the patient may have been aban-
doned by parents as a child and now unconsciously
expects that the treatment team will also abandon him
or her. Examples of more subtle transferences might be
the patient’s unconscious resentment about the health
and well-being of the therapist. Differences in age, gen-
der, professional backgrounds, and level of education
may cause breaches in the therapeutic relationship
based on early issues. Finally, the early relationship
with caretakers may affect the patient’s reaction to
being helped and supported by the treatment team as
well as accepting the natural and expected dependency
that occurs in a treatment relationship.

d. Countertransference Countertransferences may
also develop. Countertransference is the therapist’s
partly unconscious or conscious emotional reactions
to the patient (American Psychiatric Association’s
Psychiatric Glossary). As examples, the therapist may
not feel comfortable working with patients who are
going to die, due to earlier unresolved experiences
with death as well as our cultural discomfort with
death. The therapist may also be concerned about the
patient’s medical illness prohibiting an orderly explo-
ration of issues. Likewise, the therapist’s own prior
experience of illness may affect his or her perception
of the patient. As a final example, the therapist may
feel uncomfortable with the medical overlay associ-
ated with the care of the patient (e.g., hospital setting,
liaison with medical personnel, medical communica-
tion or jargon, uncertainty about the treatment
process or outcome), which may be a reflection of an
early sense of helplessness in undefined or over-
whelming situations.

Beyond transference and countertransference issues,
other relationship dynamics may emerge. For example,
as therapy progresses, a mutual denial regarding the
severity of illness may develop between the patient and
the therapist. This dynamic may function to protect the
continuity of the therapeutic relationship.

e. The Therapist with Medical Illness One final
issue involving the therapeutic relationship needs to be
considered—that of the therapist who suffers from
medical illness. In these circumstances, the therapist
may experience prominent defenses against his or her
own illness including denial, omnipotence, and reac-
tion formation (i.e., the latter being an unconscious de-
fense mechanism in which the individual adopts
thoughts and behaviors that are the opposite of what he
or she is really experiencing). Reaction formation may
be in response to dependency and debilitation. Medical
illness may also result in empathic failure in the treat-
ment relationship because of the therapist’s emotional
preoccupation and subsequent withdrawal from the pa-
tient. For therapists with medical illness, there is also
the delicate issue of disclosure to patients about the ill-
ness, particularly its course and prognosis.

3. Psychotherapy Treatment Components
In the remainder of this section, we discuss psy-

chotherapy treatment from a general perspective in an
effort to accommodate the most generic patient with
medical illness. We wish to emphasize that most effec-
tive therapies with patients with medical illness incor-
porate an eclectic and individualized approach. Several
common components will be discussed (i.e., psychoed-
ucation, acute problem solving, cognitive-behavioral
techniques, psychodynamic psychotherapy, family in-
tervention). The resulting treatment structure, includ-
ing the various treatment components, is not limited to
an individual-therapy format but may be incorporated
into a group format as well. In addition, different treat-
ment providers may captain the individual components.

a. Psychoeducation Psychoeducation is typically an
ongoing process during treatment. Psychoeducation
may occur while describing the process of psychother-
apy, when inviting the mutual sharing of medical infor-
mation (e.g., disease effects, prognosis, necessary
medical intervention), and while validating key psy-
chodynamic issues such as loss. In this regard, thera-
pists who treat patients with medical illness need to
understand the natural course and treatment of the ill-
ness, if such information is available.

b. Acute Problem Solving A variety of practical life
issues may need to be addressed with the patient. These
may include inexpensive resources for medical sup-
plies, financial aid, child care, transportation, sexual
functioning, and cosmetic concerns (e.g., hair loss with
chemotherapy). The therapist plays an active role in
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triaging problems to appropriate adjunctive health care
personnel (e.g., social work) and community resources
(e.g., wig salons) as well as addressing issues relevant
to psychotherapy treatment (e.g., telling a spouse the
prognosis).

Acute problem solving may also be addressed in brief
psychotherapy treatment models. H. Levenson and R.
E. Hales describe two examples of specific models of
brief, dynamic psychotherapy for medically ill patients.
One model is Time-Limited Dynamic Therapy that is
an interpersonal therapy approach based on the prem-
ise that present relational difficulties were learned in
childhood. The preceding investigators report that this
model is particularly applicable to patients with med-
ical illness because chronic illness may initiate a pat-
tern of disturbed interpersonal relationships. A second
example of a brief psychotherapy model is Short-Term
Dynamic Therapy of Stress Response Syndromes, a 12-
session treatment developed by M. Horowitz in 1976.
This model focuses on the alleviation of an immediate
stressor and is intrapsychic, rather than interpersonal,
in format.

c. Cognitive-Behavioral Techniques Cognitive-be-
havioral interventions can be very helpful for patients
with medical illness by modifying thoughts, emotions,
and behaviors. Cognitive-behavioral treatment focuses
on the elicitation and “correction” of unintentional
thinking errors or cognitive distortions that precede
the exacerbation of emotional discomfort. Illogical
thoughts (e.g., “I’ll never feel better”) are systemati-
cally elicited and processed to determine their nature
(are they, for example, a result of magnifying or mini-
mizing situations?). These thoughts, which are actively
linked with emotional discomfort (i.e., “notice that
when you think this, you feel like this”), are ultimately
reformed, relabeled, or replaced (“you don’t feel good
now; you will feel better, later”).

d. Psychodynamic Psychotherapy Although not ap-
plicable to all patients, many have early developmental
issues, particularly parents’ responses to caretaking and
illness as well as the patient’s experience of depend-
ency, which relate to and affect the current medical ill-
ness. In working with the patient, the therapist needs
to maintain an active mental checklist of prominent
current issues with the intent of threading these back
into the developmental history to explore for any for-
mer issues that might be affecting the current medical
experience. We are fairly candid with patients about
the purpose of this historical information (e.g., “I need

to understand your childhood background to deter-
mine its possible influences on your illness.”). When
present, an understanding of the association between
past and present relationships may help resolve exces-
sive fears and address defenses such as denial.

Psychodynamic psychotherapy can assist patients by
alleviating the complex issues related to loss and
changing social and family roles. As an example, the
therapist needs to explore and clarify the meaning of
illness to the patient in terms of possible role reversal
(i.e., being cared for by one’s children). Other common
psychodynamic themes are listed in Table 1.

Terminal illness is a particular challenge in the treat-
ment process, in part because of the therapist’s task of
ascertaining the meaning and value of defense mecha-
nisms such as avoidance and denial. For example,
dying patients may avoid the disclosure of the extent of
their disease to loved ones. Patients may even avoid
asking the treatment team about the prognosis so as
not to confirm a negative one. Denial may limit the pa-
tient’s reality of being finite as well as sabotage personal
closure needs. On the other hand, some of these de-
fenses may be the psychological substance of immedi-
ate survival. Therefore, the therapist must delicately
explore the function of these dynamics and determine
their adaptability. Again, these defenses are not always
pathological or problematic.

Another challenging issue in the treatment of patients
with medical illness is the patient’s personal determin-
ism with regard to his or her own death. Although be-
yond the scope of this article, the patient’s desire to end
pain, suffering, family stress, and financial exhaustion
may precipitate the contemplation of suicide. Unques-
tionably, there are a variety of complex social, spiritual,
religious, moral, and legal dilemmas entailed in this
issue. However, the immediate clinical dilemma is the
intended meaning of the patient’s disclosure of suicidal
thinking. Is the disclosure a “cry for help” or is it the
need to explore a difficult decision with another human
being? Is the therapist’s contemplation of intervention
an overt need to rescue the patient or avoid legal prose-
cution for inaction, or the therapist’s intolerance of the
patient’s decision? What are the legal risks of not inter-
vening with such a disclosure, particularly if the family
supports the patient’s decision to suicide? Finally, is the
decision to suicide a rational one or a decision driven by
fear or untreated depression, and does it matter? As a
general guideline for therapists, at this juncture, it is
particularly important to reassess and treat (or alter
treatment of) mood disorders as such intervention may
result in the resolution of suicidal ideation.
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e. Family Intervention Although most therapists do
not undertake intensive family therapy work in the
treatment of patients with medical illness, it is usually
helpful to meet with the family. The family may provide
additional background information, require individual
professional support (e.g., the spouse who is depressed
and needs antidepressant medication), and/or require a
liaison between the patient and/or hospital personnel.
In addition, families may require education about spe-
cific psychological issues (e.g., the role of depression,
emergence of delirium secondary to the treatment) as
well as some reframing about their loved one’s behavior
(e.g., the patient’s low frustration tolerance, fear, confu-
sion, inability to make decisions).

f. Group Therapy As noted previously, all the pre-
ceding treatment components may be undertaken in
group format. The psychological advantages of group
treatment of patients with medical illness include the
ability to emphasize the universality of experiences,
deal with disability on a mutual level, engage in emo-
tional sharing, sort out relationships with family, and
acknowledge and attempt to resolve grief and loss.

In working with cancer patients, D. Spiegel and C.
Classen describe the goals of group therapy, many of
which apply to all group treatments. These investigators
emphasize the goals of building social bonds, using the
group experience as a working lab to practice and ex-
press emotions, processing feelings about death and
dying, redefining life goals, increasing social support,
comparing health information, improving one’s rela-
tionship with the health care team, and improving cop-
ing skills. With regard to the latter, a group experience
is an excellent way to discover how others have dealt
with and resolved specific issues or problems (e.g., hav-
ing sexual relations while wearing a colostomy bag).

Group treatment is determined by the patient’s indi-
vidual needs (e.g., social comfort with groups, level of
debilitation, type of medical illness), the available re-
sources, and the availability of sufficient fellow patients
(usually 7–10) who meet the group’s criteria for entry
(e.g., HIV infection). Some groups are very structured
including an explicit number of sessions, while others
are open-ended and continue as long as the need per-
sists. In addition to patient groups, some therapists
provide group intervention to families.

Group treatment is potentially more cost effective
than individual treatment. However, potential difficul-
ties in initiating group treatment include establishing
the proper working group size, defining entry criteria
(e.g., type of illness, stage of illness, age, sex), solicita-

tion of members (e.g., bulletin board advertisements,
physician referral only), duration of the group both per
session and total duration, and whether the group is
open to new members or not. Other potential problems
include reimbursement, establishing and maintaining
confidentiality, and leadership. Unlike typical psy-
chotherapy groups, members may have to be prepared
for the inevitable death of some participants, depend-
ing on the composition of the group.

4. Treatment Strategies for 
Major Psychiatric Disorders

a. Preexisting and Current Mood Disorders As
noted previously, patients commonly develop depres-
sion and anxiety disorders, either prior to the onset of
illness or during it. Mood and anxiety disorders are usu-
ally treated in a traditional fashion with antidepressant
or antianxiety medications as well as the consideration
of psychotherapy. Certain types of antidepressants, the
selective serotonin reuptake inhibitors (SSRIs), are fa-
vored because of their ability to treat both depression
and anxiety, and their minimal side effects, particularly
the lack of cognitive and cardiovascular effects. With
one exception (citalopram), these drugs tend to be very
safe in single-drug overdoses.

b. Somatoform Disorders Somatoform disorders
consist of a collection of psychiatric disorders that in-
clude somatization disorder (i.e., the presence of multi-
ple physical complaints involving multiple body areas
or body systems); conversion disorder (the presence of
a symptom complex that is under unintentional but
voluntary control and whose onset relates temporally
to stress or conflict); pain disorder (pain symptoms in
which psychological factors contribute in an uninten-
tional way); and hypochondriasis (nondelusional, but
persistent preoccupation with one’s body or symptoms
with regard to disease). These disorders may be associ-
ated with other types of psychiatric disorders, particu-
larly mood and anxiety disorders. Because of the
patient’s focus on physical symptoms and the often-
times unintentional generation of symptoms, there may
be little interest in mental health support. However,
symptoms may be reduced in some patients with sup-
portive psychotherapy geared to stressors and interper-
sonal conflicts, frequent appointments with the
primary care physician, conservative medical interven-
tion, and the treatment of comorbid conditions such as
mood and anxiety disorders with antidepressants. With
regard to the latter, those antidepressants which exert
an antiobsessive effect (e.g., SSRIs) may be particularly
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helpful in some patients. Among this group of patients,
there is a great deal of heterogeneity and in some cases,
more sophisticated types of psychotherapy may be uti-
lized in particular patients as well as more complicated
combinations of psychotropic medications. Some of
these patients may even benefit from hypnosis (e.g.,
conversion disorder).

5. Treatment Strategies for Patients 
with Personality Disorders

We believe that the presence of a personality disor-
der is one of the most difficult issues in the treatment of
patients with medical illness. Because of their long-
standing nature, personality disorders tend to be tena-
cious and difficult to change. Most theorists believe
that long-term treatment is required and the outcome
or prognosis may be limited. In addition, there are few
studies that clarify the efficacy of treatment for person-
ality disorders. Indeed, some disorders, such as antiso-
cial personality disorder, have questionable responses
to treatment. The interplay of medical illness and per-
sonality disorder can be exasperating for the clinician
as well as the family and health care team. For example,
the management of diabetes may be extremely difficult
among patients who sabotage their administration of
insulin, resulting in repeated hospitalizations and med-
ical complications.

It is important to emphasize that the presence of per-
sonality disorder is not always a meaningful issue in
treatment. For example, in cancer victims with poor
prognoses, personality disorder treatment is neither re-
alistic nor appropriate. In these latter cases, the thera-
pist may limit treatment to minimizing the impact and
effects of the personality-disordered behavior on family,
medical staff, and other patients.

II. THEORETICAL BASES

It is difficult, at times, to accurately measure and de-
scribe the psychotherapy process and why it works. Per-
haps it is the psychological intimacy that provides
immeasurable support. Perhaps it is the revelation of
fear, anger, disappointment, and shame—all the feelings
that incarcerate the spirit. It may also be establishing
new conceptual paradigms to replace the previous ones
that no longer work. Whatever the growth-promoting
elements of psychotherapy treatment are, they certainly
apply to the treatment of those with medical illness. The
modifications in psychotherapy treatment of this popu-
lation primarily center on the additional knowledge

base required in working with a medical illness, the bio-
logical stress of the illness, and the ever-prominent issue
of death. Although suicide is always a concern in work-
ing with patients with nonmedical illness, it remains an
issue with the patient with medical illness as well, in ad-
dition to the threat of death from illness.

III. EMPIRICAL STUDIES

In a 1994 review of the literature, H. R. Conte re-
ported that there were few controlled empirical studies,
and only occasional case reports, exploring the efficacy
of supportive psychotherapy for patients with medical
illness. Results indicated beneficial effects, in general.
Although it is impossible to compare outcome studies
because of differing patient populations, therapeutic
interventions, treatment settings, and types of medical
illness, we present some highlights from the literature.

A. Psychoeducation

Among patients with chronical illness, researchers
found that classroom as well as home psychoeducation
(e.g., instruction on mind–body relationships, relax-
ation training, and communication skills) resulted in
improvements with pain, sleep disturbance, mood, and
anxiety. Formalized psychoeducation has also been un-
dertaken with cancer patients and found to enhance
both cognitive and behavioral coping skills.

B. General Psychological
Intervention

In a group of patients with atopic dermatitis, those
who entered into a psychological treatment demon-
strated a greater improvement in their skin condition
than did those patients in standard medical treatment.
In a review of outcomes among those with chronic
heart failure, it has been reported that psychological
and behavioral interventions have the potential to sub-
stantially enhance treatment outcomes. Among pa-
tients undergoing coronary artery bypass surgery, those
who participated in daily supportive psychotherapy
had fewer medical complications and shorter lengths of
hospitalization, compared with controls. Through
meta-analysis, the efficacy of psychological interven-
tions among both children and adolescents with
chronic medical illness has been explored; despite a
host of limitations, results support the overall efficacy
of psychological intervention.
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C. Cognitive-Behavioral
Interventions

Cognitive-behavioral intervention has been found to
improve depression among patients with chronic ill-
ness. Multicomponent behavioral therapy among pa-
tients with irritable bowel syndrome resulted in greater
symptom reduction compared with controls.

D. Group Therapy

In examining the sense of well-being as an outcome
measure for patients with serious medical illness in time-
limited (12 sessions) group therapy, researchers found
that although somatic concern remained sustained, all
patients noted an improvement in their sense of well-
being. Likewise, among cancer patients receiving radia-
tion therapy, there were significant decreases in both
physical and emotional symptoms for those who partici-
pated in 10 group therapy sessions of 90 min each.
Through multicenter evaluation, group therapy with
breast cancer patients has been empirically assessed and
resulted in improved mood, fewer maladaptive coping re-
sponses, and improved support. Finally, group therapy
(six sessions) among patients with malignant melanoma
resulted in decreased stress, greater use of coping skills,
and effective changes in the lymphoid cell system.

E. Cost Effectiveness 
of Psychotherapy

Researchers have found that psychotherapy can be cost
effective among certain medical patients with concomi-
tant psychiatric illness. In addition, there is evidence that
psychiatric consultation-liaison services for medical pa-
tients reduces the overall cost of care. Studies indicate
that psychiatric illness, notably depression, usually pro-
longs hospital stays for medical patients and intervention
reduces cost. In summary, it appears that reducing psy-
chiatric morbidity among medical patients also has the
potential to reduce their overall cost of medical care.

F. Caveats

Although many studies clearly support the efficacy of
psychological intervention in patients with medical ill-
ness, there are studies that do not. For example, the pro-
vision of group therapy for the relatives of patients with
chronic aphasia was appreciated but did not lead to
measurable improvements in participants’ perceptions of
personal, social, or family burdens. Among patients with

testicular cancer, psychotherapy did not affect outcome
when compared with controls. In examining the impact
of treating depression among hospitalized veterans and
the effect on participants’ preferences for life-sustaining
therapy, surprisingly, these preferences did not change,
regardless of the improvement in depression.

IV. SUMMARY

The psychotherapy of patients with medical illness must
be individualized to the needs of each patient. Treatment
components may include psychoeducation, acute problem
solving, cognitive-behavioral techniques, psychodynamic
psychotherapy, family intervention, and group therapy.
The unique aspects of medical illness temper the psycho-
dynamics of the issues in the treatment process. The thera-
pist must integrate both the knowledge of psychology and
biological disease to effect an outcome. Although most
studies underscore the effectiveness of psychological inter-
ventions in the medical patient, the documented limita-
tions of psychological intervention in some populations
underscores the importance of further investigation.
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GLOSSARY

minimal therapist contact treatments (MCT) Rely heavily on
out-of-clinic interventions. Often it is referred to as a
“home-based” treatment.

cost-effectiveness Percentage improvement per minute of
clinician contact.

Minimal therapist contact is a term used to describe
psychological interventions that utilize alternative forms
of instruction and treatment administration (e.g., written
materials, computer programs, videotapes, audiotapes,
and portable biofeedback equipment) to reduce profes-
sional contact time without compromising treatment in-
tensity. Because minimal therapist contact treatment
(MCT) relies heavily on out-of-clinic interventions, it is
often referred to as a “home-based” treatment.

I. TREATMENT DESCRIPTION

For the purposes of definition, it is important to dis-
tinguish between other forms of intervention that uti-
lize alternative delivery methods and MCT treatments.
These other forms of intervention, including certain
types of bibliotherapy and many self-help interventions,
effectively reduce the amount of contact time, but they
accomplish this by decreasing the intensity of the inter-
vention. For example, efficiency may be improved
solely by decreasing the number of sessions in the inter-
vention, limiting the patient–therapist interaction to a
one-time, informational exchange, or eliminating the
patient–therapist relationship altogether (e.g., pure self-
help). MCTs on the other hand, seek to deliver an inter-
vention of equal intensity and duration to standard
clinic-based treatments (SCT) while maintaining ongo-
ing (although less frequent) patient–therapist contact.

MCTs offer many potential advantages over SCTs.
First, at-home skill acquisition and practice eliminates
the need for frequent, lengthy clinic visits, improving
access to care for many patients. Specifically for pa-
tients living in rural areas who must travel significant
distances for care, a decrease in clinic visits makes ob-
taining treatment more feasible due to a reduction in
transportation costs and lost work time. A reduction in
clinic visits, however, will likely improve access to care
for all patients, not just those living in rural areas. For
example, recent treatment utilization data suggest that
80% of patients attend fewer than six treatment ses-
sions, suggesting the length of standard interventions
may be a barrier to patient care in general.
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Second, MCTs reduce the total amount of therapist
contact time that results in decreased provider cost per
patient treated. Cost-effectiveness, defined as percent-
age improvement per minute of clinician contact, has
been shown to be as high as five times greater in MCTs
as compared to SCTs. This characteristic of MCTs fits in
well with the prevailing method of health care funding
and delivery: managed care. Health maintenance organ-
izations (HMOs) are concerned with treatment cost,
treatment quality, and patient access to care. As a
method of cost containment, many HMOs limit the
number of preapproved clinic visits. MCTs respond to
this need to balance cost containment and patient care
by decreasing cost without sacrificing treatment efficacy.

Compared to efficiency-enhancing methods that rely
solely on reducing or eliminating therapist contact
time, MCTs offer the potential benefit of greater patient
involvement and skill acquisition without the loss of
intervention and monitoring by a trained therapist. In
addition, this utilization of alternative mediums of in-
struction and delivery allows the therapist to focus on
tailoring interventions to specific patients and to re-
spond to factors and circumstances that arise during
treatment. MCTs are also flexible and can often incor-
porate the beneficial aspects of other efficiency-en-
hancing formats. For example, the first author has
designed a group administered MCT protocol for the
treatment of chronic headaches (HA). Finally, MCT’s
use of extensive at-home skill acquisition and practice
theoretically may facilitate skill generalization and in-
ternal attributions for change. However, no studies
have examined differences in generalization.

Some potential disadvantages may also exist for
MCTs. The first author’s experience with MCTs sug-
gests they may require a higher level of motivation or
cognitive ability than SCTs, although no studies have
investigated such a requirement. In addition, the in-
creased reliance on patient self-administration presents
the potential for reduced adherence, although poor ad-
herence has not been reported in the existing literature.

II. THEORETICAL BASES

The term “minimal contact” implies a form of treat-
ment administration and delivery that is not limited to a
particular theory. This represents a significant advantage
for MCTs because they can potentially be applied to any
type of intervention that is translatable into a standard
protocol, regardless of clinical orientation. However, the
MCTs described in the literature have, almost entirely,
been developed from treatments based in cognitive-be-

havioral theory. This trend is not a random occurrence
but is due primarily to the nature and developmental
stage of cognitive-behavioral interventions that make
them especially suitable for MCT methods.

First, cognitive-behavioral interventions rely heavily
on education and exposure to new experiences for treat-
ment efficacy. Both of these treatment components lend
themselves to home-based interventions that utilize al-
ternative mediums to communicate information. Sec-
ond, treatment efficacies of many cognitive-behavioral
interventions for a variety of disorders have received
significant empirical support. Once an intervention has
been established and its efficacy empirically supported,
the amount of additional clinical improvement gained
by modifying the content of the intervention will even-
tually plateau. Cognitive-behavioral interventions for
chronic headaches reached such a plateau, leading re-
searchers to look toward enhancements in treatment
delivery for further improvement of the interventions.
MCT methods provide one means by which the effi-
ciency of established interventions can be enhanced
while the treatment content, intensity and efficacy re-
main intact.

III. LITERATURE REVIEW

Research exists to support various forms of MCT for
adult patients with both physical and psychological
disorders, including migraine and tension HA, hyper-
tension, and panic disorder. In addition, research sup-
ports the use of MCT for HA and enuresis in children.

The literature on MCT of HAs in adults consistently
finds MCT to be equally as effective as the more inten-
sive SCTs. Results of a recent meta-analysis of 20 con-
trolled clinical outcome trials suggest MCTs, on average,
are more cost-effective and require substantially less
professional contact time, as well as, fewer clinic visits.
In addition, MCTs produced similar or significantly
better outcomes than SCTs requiring more professional
contact.

More specifically, a 1996 review article including eight
studies of MCTs for tension-type HA found MCTs to be
equally as effective as SCTs for the reduction of HA activ-
ity. MCT for tension-type HA has also been compared to
prophylactic, pharmacological intervention (Amitripty-
line HCL). The results suggest MCTs are similarly effica-
cious in terms of decreasing HA frequency and intensity.
However, compared to the medication group, additional
benefits were realized in the MCT group, such as more
internalized locus of control, fewer general somatic com-
plaints, and fewer side effects. Although long-term fol-
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low-up studies of these interventions have been some-
what lacking, existing data have consistently shown good
maintenance of effects throughout follow-up periods
ranging from 3 months to 2 years.

Similar results have been reported for migraine HA.
Three investigations comparing the efficacy of MCT
and SCT relaxation/thermal biofeedback interventions
suggest MCT is equally as effective as SCT for the re-
duction of migraine HA. One study to date has investi-
gated the efficacy of MCTs as compared to abortive
medication (ergotamine tartrate) for the reduction of
migraine HA. The results found MCT to be equally as
effective as this abortive intervention, although pa-
tients treated with medication experienced improve-
ments more rapidly than those treated with MCT.

No research to date has been conducted comparing
MCT to treatment with prophylactic medication. How-
ever, one study compared MCT alone to MCT plus pro-
pranolol (the most commonly used prophylactic agent
for migraine HA). The results indicate that, although
both interventions were effective, the addition of the
prophylactic agent yielded significant enhancements in
HA reduction.

MCT methods have also been used in the treatment
of essential hypertension with equivocal results. One
study investigated the efficacy of a 5-session, thermal
biofeedback MCT for adults with essential hyperten-
sion who required at least two drugs for hemodynamic
control. This intervention was compared to a standard,
16-session, thermal biofeedback SCT. The results sug-
gest that patients in the MCT did significantly poorer
controlling their blood pressures without medication
than those in the SCT. However, a previous investiga-
tion comparing a 9-session thermal biofeedback MCT
to a 20-session SCT found equivalent reductions in
blood pressure and antihypertensive medication use.
Methodological limitations, such as small sample size,
suggest that more research is needed in the area of
MCTs for hypertension.

A recent study also supports the efficacy of MCT
methods in the administration of cognitive-behavioral
treatment of panic disorder. When compared to a stan-
dard, 10-session cognitive-behavioral intervention for
panic disorder, a minimal contact approach involving 5
sessions and supported by self-help materials yielded
similar improvements both immediately posttreatment
and at 12-month follow-up. In addition to applying
minimal contact methods, this particular intervention
also reduced the total length of therapy while maintain-
ing the efficacy of the longer, clinic-based intervention.

Data have also been reported that support MCTs in
pediatric populations. A review article including three

school-based and four home-based MCT interventions
concludes that MCT for pediatric and adolescent mi-
graine, regardless of setting, is equally as effective as
SCTs. The existing research on pediatric tension HA for
both SCTs and MCTs are more modest, however, with
the percentage of participants experiencing clinically
significant improvement (defined as > 50% reduction
in overall HA activity) being low, but similar, for both
types of intervention. In terms of mixed-type HA, a re-
cent treatment study of a home-based MCT for chil-
dren (ages 10–12) found the MCT to be as efficacious
as the SCT and over twice as cost-effective.

Similarly, data supporting the efficacy of MCTs for the
treatment of nocturnal enuresis in children have also
been reported. This treatment relied on the children’s
parents for the administration of the treatment. Al-
though some limitations may exist for the application of
MCTs with children, such as inability to read and the
need for significant parental involvement in treatment,
more research is needed on MCT in this population.

In general, research has fairly consistently shown
MCTs to be as effective as more costly SCT for the treat-
ment of a variety of disorders in both adult and child
populations. The extensive body of research demonstrat-
ing the efficacy of MCTs for chronic HA suggest MCTs
for HA are ready for widespread clinical application.
However, additional research is needed to verify MCTs
for the treatment of other disorders and to investigate
the potential advantages and disadvantages of minimal
contact methods beyond increased cost-effectiveness.

IV. TREATMENT ABSTRACT

Although MCT methodologies could result in many
different therapy formats, a prototype based on a typi-
cal intervention is presented here as an example.

A prototypical MCT might take an 8-session, 8-week
SCT and administer it utilizing three in-clinic sessions,
two telephone contacts, and a series of audiotapes and
manuals across the same 8 weeks. Table 1 compares a
typical minimal therapist contact treatment (MCT) to a
standard clinic-based treatment (SCT).

The first week of intervention looks almost identical
in the two forms of treatment except for the use of train-
ing materials. During Week 2, the SCT therapist meets
the patient for another 60-min session, while the MCT
therapist speaks with the patient briefly on the tele-
phone. During this telephone conversation, the MCT
therapist will ask general questions regarding treatment
progress, relaxation practice, and any behavior monitor-
ing/recording that was assigned during Week 1. The
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