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Introduction: How to Use This Instructor’s Resource Manual

Welcome to the world of counseling and psychotherapy theories and to the online instructor’s manual for Theories of Counseling and Psychotherapy in Context and Practice (3rd edition) by John and Rita Sommers-Flanagan. 

Whether you love or hate teaching theories, our goal is to make teaching theories just a little more enjoyable and a little easier. You may not end up loving to teach theories as much as we do, but we still hope to turn you into a theories teaching geek if we can.

This manual is divided into two sections, creatively named Section One and Section Two. 

Section One includes the following teaching aids:

· General tips for teaching theories

· A sample theories syllabus

· Sample course assignments

· Guidelines and procedures for designing, delivering, and grading an oral final examination
The purpose of Section One is to provide information and resources to help you design and teach a course on theories and techniques of counseling and psychotherapy.


Section Two of this instructor’s resource manual includes 14 chapters corresponding to the chapters in our text, Theories of Counseling and Psychotherapy in Context and Practice (3rd ed.). Each chapter includes the following material:
1. A student theories pretest (from the Study Guide)

2. Alternative lecture topics

3. Classroom learning activities

4. Glossary of key terms

This instructor’s manual includes many different interesting activities and ideas about teaching counseling and psychotherapy theories. However, activities and ideas grow old (right along with us). To help keep theories material fresh and exciting, we invite you to share your ideas with us. If you have favorite teaching strategies, classroom learning activities, an exemplary course syllabus, teaching resources, or just feedback about the textbook, student study guide, or this instructor’s manual, we’d love to hear from you. There are three main ways you can share your ideas: You can e-mail John at: john.sf@mso.umt.edu, or you can communicate your ideas through John’s blog at johnsommersflanagan.com, or you can start a conversation with John or Rita at a conference or workshop. We’re eager to hear your feedback on Counseling and Psychotherapy Theories in Context and Practice (2018) as well as all of its associated components. When possible, we’ll be happy to include your ideas (while giving you full credit), as we put together future editions of the textbook and this manual. 

Section I: General Information and Resources for Teaching 

Courses on Theories and Techniques of Counseling and Psychotherapy 

As noted in the introduction, this section of the instructor’s manual includes tips for teaching theories, a sample syllabus, sample course assignments, sample midterm and sample final examinations, and an alternative model for conducting an oral final examination.

Tips for Teaching Theories


At the University of Montana,
we teach theories in both large lecture sections and in smaller graduate seminars. Regardless of class size and venue, we find the following teaching strategies useful. 

1. Open the class with an engaging story about whichever theory, theorist, or approach you’ll be covering.

2. Alternatively, open class with a quick reflection on what students recall from the previous class period.

3. Then make a transition to a brief description or outline of what you intend to cover (generally we follow the outline of the chapter, but regularly make planned or spontaneous detours).

4. Focus on historical context and biographical information linked to the theory or theorist. We use a few of the powerful quotations available in the text and elsewhere for this and include quotations on the PowerPoint slides.

5. Transition to theoretical principles.

6. Every 15–20 minutes we weave in one of the following teaching strategies 

a. A story about the theory or theorist

b. A short “turn to your table or neighbor” discussion question; we generally allow 3–5 minutes for these activities

c. A short-answer question posed to the entire class

d. A video clip (this may include a YouTube video or a more professional video clip demonstrating a therapy technique)

e. A short interactive activity in which students turn to each other and try out specific counseling or psychotherapy techniques (e.g., we have students do a 90-second free association with each other—see Section Two of the Instructor’s Manual for more interactive, in-class activities organized by chapter)

f. A brief in-class demonstration of a technique with a class volunteer, followed by classroom debriefing and discussion

g. A story about a specific therapy case that illustrates how the theoretical perspective is applied

7. After reviewing the key theoretical principles, it’s time to focus on specific therapy process and specific therapy techniques associated with the theory. This is one place where we’re likely to do an in-class demonstration or a therapy video clip. However, our policy is to keep things moving by never going over 10 minutes of a demonstration or video without stopping the action and discussing student observations.

8. After reviewing specific therapy processes and techniques (including demonstrations), we move to briefly exploring the evidence-base or empirical support for the approach. We recognize that this is not a class that emphasizes research, but featuring a particular research study or reviewing meta-analytic data can help keep students oriented to the value and limits of research.

9. Although we try to integrate ethics and diversity issues into as many parts of our lecture and class presentation as possible, at the very least we take time to focus on these issues toward the end of class. For example, we pose questions to the class like (a) How do you think you could apply this approach (e.g., a family constellation interview) with a Native American client? or (b) What are some of the common ethical issues that might arise when doing Gestalt therapy?

10. At the end of each class we make a practice of asking students to do an informal homework assignment. For example, after the class on psychoanalytic theory and therapy we ask students to pay attention to the internal thoughts (or voice) in their head and to think about whether this inner voice is speaking nicely to them (e.g., supportive ego type inner speech) or harshly (e.g., more like a negative internalized object or harsh superego/conscience). The purpose of these informal assignments is not just to help students gain intellectual knowledge, but also to have them experience how the theoretical concepts can play out in their lives.

Perhaps the most important principle in teaching theories is to never let too much time pass without student-student or student-instructor interaction. The purpose of these interactions is not simply to keep the class moving and students engaged (although that’s important as well), but to consistently make counseling and psychotherapy theory and technique something that students are able to talk about and connect with their daily experiences. 
Chapter 1: Psychotherapy and Counseling Essentials: An Introduction


Chapter 1 is a broad overview or introduction of a number of key issues related to counseling and psychotherapy. The topics covered are not exhaustive. Depending on your teaching approach or professional interests, you may want to add a lecture or discussion on a number of alternative topics. This instructor’s manual includes (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms,
Alternative Lecture Topics

Lecture/Discussion Topic 1.1: It can be helpful to identify a supplementary lecture topic that draws together several of the topics or issues in Chapter 1. We have used two overarching topics for this, but there are many more options. Specifically, we often discuss research on the efficacy of antidepressant medications with children diagnosed with depression. This research domain includes many lessons about the challenges of conducting efficacy research and researcher bias. For more information on this topic see Sommers-Flanagan & Campbell (2009). 


Multiple relationships and roles constitute another useful topic that generally stimulates class discussion. Many scenarios can be developed (including A. Lazarus’s suggestion that it would be acceptable for a therapist to ask his or her client for a ride to the auto repair shop). Of course, when discussing multiple relationships it’s important to have students examine in greater depth the whole idea of having sexual relationships with clients. Although it’s tempting to simply state that sex with clients is unacceptable, unethical, or forbidden, exploring the specific damages and temptations within a therapy context can be illuminating for everyone. Similarly, a discussion on how therapists can cope with (and therefore not act on) their natural feelings of sexual attraction is helpful. 
Lecture/Discussion Topic 1.2: Defining Appropriate Relationship Boundaries
The following material was published in Clinical Interviewing (Sommers-Flanagan & Sommers-Flanagan, 2009, p. 20), but we believe it makes for a nice piece of lecture and discussion for a theories and techniques course. 

Although we don’t often stop to think about it, boundaries define most relationships.  Most boundary breaks have ethical implications.  Being familiar with role-related expectations, responsibilities, and limits is an important part of being a good interviewer. Consider the following professional relationship boundary “breaks.”  Have your class rate or evaluate the seriousness of each one.  Is it a minor, somewhat serious, or a very serious boundary violation? Use some or all of the examples below to stimulate discussion.

· Having a cup of coffee with the client at a coffee shop after the interview

· Asking your client for a ride to pick up your car

· Offering to take your client out to dinner sometime

· Accepting an offer to go to a concert with a client

· Asking your client (a math teacher) to help your children with their homework

· Borrowing money from a client

· Sharing a bit of gossip with a client about someone you both know

· Talking with one client about another client

· Fantasizing having sex with your client

· Giving your client a little spending money because you know your client faces a long week-end with no food

· Inviting your client to your church or synagogue or mosque

· Acting on a financial tip your client gave you by buying stock from your client’s stock broker

· Dating your client

· Giving your client’s name to a volunteer agency 

· Writing a letter of recommendation for your client’s job application

· Having your client write you a letter of recommendation for a job application
Classroom Activities

Activity 1.1: Exploring Natural Theoretical Orientations


The purpose of this activity is to help students explore their natural theoretical leanings. 

1. Begin the activity by having everyone stand up. Warn the class that you will be asking them to move around the room.

2. Ask students to raise their hand if they believe in the following statement: “It’s very important for clients to talk about significant events from their past when in therapy.” Then ask the students who hold this belief to gather in one group and students who do not hold this belief to gather in a separate group. Tell the class that people who value talking about the past in therapy are usually attracted to psychoanalytic, Jungian, Adlerian, and some forms of existentialist, humanistic, feminist, or constructivist theories. In contrast, those who don’t value talking about the past are more often attracted to the behavioral, cognitive, reality, solution-focused, and some existential-humanistic therapies.  

3. Next, have the class divide itself into two groups. One group that believes that spiritual, cultural, and gender issues are always a primary force in therapy and the other that believes that dealing with biology or individual psychopathology is the most central force in therapy. Again, have the students look at each other and speculate on what theoretical approaches would be most likely linked with each group.

4. Next, ask the class to divide itself into four categories, based on how they see the primary role of the therapist. Have students who believe therapists are primarily “teachers” gather in one corner of the room. The other corners should be filled with students who believe therapists are primarily “experts,” “collaborators,” and “mirrors.” While students stand in their respective corners, help them identify which theoretical orientations fit with which therapist role.

5. For the next (and final, although you could develop more) question, ask students to indicate how open they believe therapists should be with clients? Have them divide into four groups, based on the following categories: (1) the therapist is very open and honest . . . basically transparent; (2) the therapist is moderately open and disclosing; (3) the client really doesn’t need to know much about the counselor's background or thoughts and feelings; and (4) the therapist should not share any personal information with clients. Once again, discuss how this therapist value often determines, in part, which theoretical orientation they may eventually choose.  

Finally, have students return to their seats and emphasize that there are many more values and beliefs that guide theoretical orientation selection and that you hope they will be open to all the different perspectives throughout the semester. (Note: You can also do this activity by having students stand where they believe they fit along a continuum, instead of dividing themselves up into categorical groups.)
Activity 1.2: Getting to Know the Professor

This activity is an excellent icebreaker for small graduate-level counseling or psychology classes. It’s also described in the Instructor’s Manual for Clinical Interviewing (Sommers-Flanagan & Sommers-Flanagan, 2009), but we include it here because you may not have access to that manual and this particular activity is extremely well-liked by students because it gives them a chance to get to know their instructor. When using this activity, immediately after handing out the syllabus and describing course requirements, grading procedures, and so forth, we follow these procedural steps:

1. Instruct students to break into three or four groups for an initial experiential activity.  Group size ideally ranges from three to eight.

2. Explain that the course includes many experiential components and consequently, students are asked at various points to take risks within the class. Fears associated with risk taking may be briefly discussed. Usually, we end this discussion with a statement such as “I realize that for some students speaking up and participating in class will be very easy, while for others, it will be more difficult. I hope we can establish an environment in class that will encourage even those of you who don't usually speak up in classes to do so. Because I know it's hard to be open we’ll begin with an activity that lets you put me on the spot or in the hot seat.”

3. Tell students to make a plan that will allow them to find out as much about you as possible. Their goal is similar to one of the initial goals of an intake interview: To get to know who you are. The small groups are given 5–10 minutes to come up with their plans (depending upon class atmosphere and student personality styles, students may roar with laughter as they decide what types of questions and activities to impose on you).They’re informed that they can ask questions, have you engage in specific activities, and/or use whatever strategy they believe will provide them with important knowledge about you. Also, tell them that you’ll do your best to cooperate with their efforts, but that you will also reserve the right to decline answering certain questions or engaging in specific activities (just as they will have such rights when they are asked to participate in various experiential activities). Finally, explain that one reason for doing this activity is because you don’t want to expect anything from them that you don’t also expect from yourself.

4. After students have planned their strategies, ask which group would like to go first and how they would like to proceed.  Sometimes the groups will self-select a leader, and that specific person will ask a series of questions or request that you engage in particular activities. Obviously, avoid doing or saying anything that will humiliate you, but also try your best to be open with the class about who you are, your values, and your feelings. (As we’ve used this procedure over the years, with smaller class sizes, we’ve modified the procedure so that every student in the class gets a chance to come to the front of the room and ask the instructor a few questions. You’ll find that students are both nervous and excited for this opportunity.)
5. Often, students ask questions like: “How did you decide to become a college professor (or counselor or psychologist, or other career-oriented issues)?”  Other common questions include: “What’s been your greatest life success?” “What makes you really happy?” “Do you have children?” “Give an example of a very difficult client who you worked with.” “Tell us what you think makes a good marriage (or romantic partnership)?” The majority of student questions and requests are thoughtful and respectful.  In fact, only rarely have we had to exercise our right to decline answering a question.  (Also during this procedure you can make a point of commenting on student questioning strategies as they unfold.  You can make statements such as: “That's an excellent question” or “I see what you're after!”).

Following this activity, ask the class how they came up their particular assessment strategies. Because this is a class on theories, you might comment on how various assessment approaches fit, more or less, with traditional theoretical models (some students may ask about sex and aggression, while others may stay positive and have you reflect only on your successes).  A key point is to emphasize how much students are disclosing about themselves when they ask questions. This also can help you introduce a multicultural component to the activity. You may ask students, especially ethnically diverse students, to talk about how they usually get to know new people, and you can ask about their reactions to the procedures used by other students and about their reactions to your responses. 

Overall, this activity primarily serves as an icebreaker that allows students to see you as less mysterious and more personal. It’s a good springboard into other experiential activities that you may want to use throughout the semester.

Activity 1.3: Counseling and Psychotherapy Beliefs Pretest

The Counseling and Psychotherapy Beliefs Pretest and all the Pretests included in each of these 14 chapters are included in the Study Guide (Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012). In some cases, we’ve used these pre-tests every week with every theory. Because each test is worded to capture the theory and practice of each approach, just taking these tests is a learning experience for students. This first pretest focuses on counseling and psychotherapy in general, while all the following chapter-by-chapter tests focus on specific theories. 

This pretest assesses your current attitudes toward core counseling and psychotherapy issues. Read and briefly reflect on the following statements. Then, circle the number that best represents how much you agree or disagree with each statement. 
1. Understanding why people suffer, how they change, and how to help them live more satisfying and gratifying lives is a fascinating and important professional task.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

2. There are many different approaches to conducting counseling and psychotherapy.
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

3. Although approaches to conducting contemporary counseling and psychotherapy vary, all approaches involve clients talking and therapists listening in an effort to understand.
 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

4. Although approaches to conducting contemporary counseling and psychotherapy vary, all approaches involve some form of therapists teaching and clients learning.
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

5. Counseling/psychotherapy involves processes or procedures that are very effective; in other words, most individuals who come for therapy have positive outcomes and experience personal benefits.
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree
6. Professional practice in counseling or psychotherapy is guided by general ethical principles and specific ethics codes. 
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

7. Counselors and psychotherapists should have awareness, knowledge, skills, and motivation for working with ethnic minorities and clients with diversity characteristics (e.g., clients who are gay, lesbian, bisexual, or transgendered; as well as clients with physical disabilities, and so on). 
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

8. It’s always unethical for counselors or psychotherapists to have sex with their clients. 
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

9. Some therapy approaches or procedures can harm clients. 
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

10. To become an effective therapist it’s important to combine your own personal style with a deep understanding of different theoretical approaches and ethical guidelines governing counseling and psychotherapy practice. 
0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

Scoring and Application

To get your total score, add all circled numbers together. There are 10 statements. The highest possible score is 100. The lowest possible score is 0. Calculate your score now:


A score of 100 could mean you are or will be the perfect fit for a psychotherapy or counseling career. A score of 0 suggests that you should consider immediately closing this book and going to talk with your academic advisor about switching your career path. Seriously, you’d be better off in engineering, landscape design, or joining the professional bowling tour (although the last of these options might involve too much direct human contact).

Generally, higher scores indicate that your views are compatible with a counseling and psychotherapy career, and lower scores indicate that you either don’t understand or don’t value this particular profession. Of course, this is just a silly self-test, and as we’ll learn throughout the text and student study guide, you’re always the best expert on yourself. Also, your scores may change considerably as you learn more about counseling and psychotherapy. But for now, based on your Counseling and Psychotherapy Beliefs Pretest score, consider the following possibilities:

· If your score is high (75+), then you have a good initial understanding of counseling and psychotherapy, and your attitude toward the profession is positive.
· If you score in the mid-range (50–74), you may need some time and experience to get comfortable with this professional journey—partly because your attitude is more skeptical—which may affect your ability to embrace the learning required.
· If you scored below the 50 mark, your attitude toward and knowledge of the profession is more in the negative range. This could be for a number of different reasons. For example, you could be in a bad mood, you could be tired, or you could be feeling some mixed feelings about the counseling and psychotherapy professional track. Although we were kidding before when we said perhaps you should immediately close this book, if your views are significantly negative (below 25 or 30), you really may want to talk to your advisor about whether you’re on the right professional path. Of course, talking about your career plans with someone you trust is generally a good idea from time to time anyway.
Activity 1.4: What Helps People Change? (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)

Counseling and psychotherapy is all about helping people change in positive and healthy ways. A big question associated with this introductory chapter is What helps people change? Students can engage in this learning activity before, during, or after they read Chapter 1.

Different theories emphasize different change factors. If you peruse the theories summary table (Table 1.3 in the textbook), you’ll notice different ways of thinking about what helps people change. For now, your job is not to examine what helps people change from these different theoretical orientations. Instead, in keeping with exploring your personal viewpoints, we’d like you to explore what you think helps people change.

To do this assignment, contemplate this question: What helps people change? Think about it when you’re out shopping, while watching television or the movies, and while searching the Internet. Think about it when you visit or talk with your family and friends and colleagues. Ask people what they think helps people change for the better. Bring up the question for discussion in your classes. In other words, place this question in the front of your awareness, and wrangle with it for at least a week. And be sure to apply it to yourself. Think about a time in your life when you changed for the better. Below, if you like, write down a few of the main factors that helped you change for the better:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Activity 1.5: What Causes Clinical Depression: Four Alternative Perspectives (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)

In Chapter 1 of the text we identified four alternative historical-cultural realities or perspectives on human helping. These included:

1. The Biomedical Perspective

2. The Religious/Spiritual Perspective

3. The Psychosocial Perspective

4. The Feminist-Multicultural Perspective

To explore the distinctive nature of these four perspectives respond to the following questions:


From the biomedical perspective: What causes clinical depression, and how should it be treated?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________


From the religious/spiritual perspective: What causes clinical depression, and how should it be treated?

_______________________________________________________________________

______________________________________________________________________

________________________________________________________________________


From the psychosocial perspective: What causes clinical depression, and how should it be treated?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________


From the feminist-multicultural perspective: What causes clinical depression, and how should it be treated?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________


Now, if you haven’t already, recognize that these four perspectives are not mutually exclusive. Then, write a couple of sentences about how they might work together to cause clinical depression and how they might work together as a means of helping individuals who are suffering from clinical depression.

_______________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Chapter 1: Glossary of Key Introductory Counseling and Psychotherapy Terms 

Axon: A part of a neuron that sends neural transmissions
Beneficence: An ethical concept that means to strive to benefit or help those with whom you work.
Biomedical perspective: One of the four alternative cultural-historical realities or perspectives discussed in Chapter 1. This perspective focuses on biomedical or biogenetic explanations for and treatment of mental disorders. Examples include: trephining, prefrontal lobotomy, electroconvulsive therapy (ECT), and psychotropic medications.
Common therapeutic factors: These are common factors operating across different therapy approaches. Many researchers and practitioners view them as accounting for positive therapy outcomes. One version of these (Lambert, 1992) includes (a) extratherapeutic change; (b) therapeutic relationship; (c) expectancy; and (d) specific techniques.

Competence: The idea that practitioners must have adequate knowledge and skills to offer and perform specific professional services 
Confidentiality: The practice of keeping what clients say to you private or in confidence. At the beginning of therapy, therapists inform clients of confidentiality and its limits.

Context: The particular set of circumstances or facts surrounding a specific event or situation. Nothing happens without context.

Corpus Callosum: The area of the brain that allows the two hemispheres to communicate with one another. 

Dendrite: A part of a neuron that receives neural transmissions
Dodo bird effect: A phrase taken from Alice in Wonderland’s concept, “Everybody has won and all must have prizes.” This phrase refers to the relative equivalency of various therapy approaches and implies that no single therapy approach is more effective than any other approach.
Effect size: A statistic used to estimate how much change is produced by a particular  intervention. Effect size (ES) is reported as the statistic d and represents the difference in efficacy (using standard deviations) between evaluated interventions versus a control or comparison group.
Effectiveness research: A research model that uses experimental designs that maximize external validity or the generalizability of research findings.
Efficacy research: A research model that uses experimental designs that maximize internal validity, thereby allowing researchers to comment on causal mechanisms.
Empirically supported treatment (EST): Psychotherapy or counseling interventions that are manualized and have been shown as superior to placebo treatment in at least two good group design studies (RCTs) or in a series of single case design studies by different investigators.
Empirically validated treatment (EVT): EVT is the phrase initially used to describe ESTs.
Evidence-based principles: Practice principles based on empirically supported treatments (ESTs).
Expectancy: Aka Expectation. This is one of Lambert’s four common factors. Lambert estimated that expectation, hope, and placebo factors account for about 15% of variation in treatment outcomes.
External validity: A type of validity that refers to how much findings from a particular research study can be considered valid or generalizable to individuals and situations beyond the research study.
Extratherapeutic change: Client factors that contribute treatment outcomes such as severity of disturbance, motivation, capacity to relate to others, ego strength, psychological-mindedness, and the ability to identify a single problem to work on in counseling, as well as help and support from within the client’s environment.
Feminist/multicultural perspective: One of the four alternative cultural-historical realities or perspectives discussed in Chapter 1. This perspective focuses on cultural and gender-based oppression and other related factors that explain and contribute to the understanding of psychological/emotional problems and specific helping or therapy approaches.

Frontal lobe: The part of the brain primarily associated with complex thought processes such as planning, reasoning, and decision-making. The frontal lobe also appears involved in expressive language and contains the motor cortex.
Great psychotherapy debate: This phrase was articulated by Wampold (2001) to describe the conflict over whether specific techniques or common factors are more important contributors to positive therapy outcomes.

Hemispheres: The two sections that make up the brain, which are nearly mirror images of each other.
Informed consent: This ethical concept (and practice) refers to clients’ rights to know about and consent to ways you intend to work with them.
Internal validity: A type of validity that refers to the control of internal factors within a specific research study. Research with high internal validity allows researchers to comment with confidence about causal mechanisms observed within a research study.

Left hemisphere: This hemisphere controls the right side of the body and is heavily involved in language, logical thinking, and linear analysis. 

Limbic system: This section is located deep within the brain. It has several structures involved in memory and emotional experiencing. These include, but are not limited to, the amygdala, basal ganglia, cingulate gyrus, hippocampus, hypothalamus, and thalamus. 
Meta-analysis: This statistical procedure pools together data from more than one study and obtains an overall average effect size (ES = d).

Mirror neurons: These neurons are activated when you engage in specific behaviors and also when you observe others engaging in these same actions. These neurons are central to empathy and vicarious learning.

Multicultural competencies: A subset of general competence, multicultural competencies include (a) self-awareness of one’s cultural background and attitudes, (b) knowledge about other cultures, (c) culture-specific skills for counseling or clinical practice, and (d) appropriate client advocacy skills.
Multiple roles: This is an ethical issue that refers to boundary problems that may arise when therapists have more than one type of relationship with a client. Although multiple relationships can sometimes be beneficial, they are typically complex and must be addressed with great care.
Negative outcomes: This refers to the fact that therapy outcomes can be negative or associated with client deterioration.

Neurogenesis: The creation of new brain cells.

Neurons: Nerve cells that communicate with one another. 

Neurotransmitters: the chemicals packed into synaptic vesicles. 
Nonspecific factors: See common therapeutic factors.

Occipital lobe: located in the back of the brain and is the primary visual processing center. 
Ortgeist: The spirit of the place.

Parietal lobe: This part of the brain includes the somatosensory cortex. This surface area involves sensory processing (including pain and touch) as well as spatial or visual orientation.
Poltergeist: A mischievous spirit.
Potentially harmful therapies: Potentially harmful therapies (PHTs) refer to specific therapy approaches that consistently produce unacceptable negative effects. A list of PHTs was developed by Lilienfeld (2007).
Practice-based evidence: This is a term used to describe when clinicians collect data, sometimes after each session, pertaining to client symptoms and/or client satisfaction. This practice is also referred to as client informed therapy (Duncan, Miller, & Sparks, 2004).

Primum non nocere: AKA, first, do no harm. This concept is derived from medical practice and is related to beneficence and nonmaleficence. It refers to the ethical principle of being sure to not harm clients or patients.
Progress Monitoring (PM): Collecting data during sessions to track the therapy process and outcomes. 
Psychosocial perspective: One of the four alternative cultural-historical realities or perspectives discussed in Chapter 1. This perspective focuses on psychological and social factors that explain and contribute to the understanding of psychological/emotional problems and specific helping or therapy approaches.
Randomized controlled trials (RCTs): RCTs are considered the “gold standard” of the contemporary, modernist research paradigm. An RCT includes at least two groups, one identified as the treatment group and the other the control group. Participants must be randomly assigned to one of these groups. Standardized outcome measures are employed to determine the differences between treatment and control groups. RCTs have high internal validity (as many extraneous variables as possible are controlled) and so researchers can conclude that differential outcomes were caused by the treatment being tested.
Religious/spiritual perspective: One of the four alternative cultural-historical realities or perspectives discussed in Chapter 1. This perspective focuses on religious or spiritual explanations for psychological/emotional problems and specific helping or therapy approaches.

Right hemisphere: The hemisphere that controls the left side of the body and is primarily involved in spatial, musical, and artistic/creative functions. 

Temporal lobe: are located symmetrically on each side of the brain (just above the ears). They’re involved in auditory perception and processing. They contain the hippocampus and are involved in memory formation and storage.

The talking cure: The talking cure is the phrase that Anna O (one of Freud’s early patients) used to describe psychoanalysis.

Theory: Organized knowledge about a particular object or phenomenon. A good theory in psychology describes, explains, and predicts human behavior. Testable hypotheses can be generated from theories of counseling and psychotherapy.
Therapy relationship: One of Lambert’s common factors contributing to positive therapy outcomes. The therapy or therapeutic relationship appears to include both the therapist’s attitude or ability to have empathy, unconditional positive regard, and congruence as well as a positive therapeutic alliance where client and therapist bond and work together toward positive goals. Lambert suggested the therapeutic relationship accounted for about 30% of positive treatment outcomes.

Treatment as usual (TAU): A phrase used in research studies to describe treatment that is being delivered as it is typically delivered in a real-world setting. TAU is often compared with a new treatment that is hypothesized as being more effective or efficacious.
Trephining: An ancient procedure designed to treat “abnormal” behavior. It involved cutting a hole in the skull. It was thought this procedure released trapped evil spirits.
Working alliance: As described by Bordin (1979), this includes: a positive interpersonal bond between therapists and clients, the identification of agreed-upon therapy goals, and therapists and clients collaboratively working together on therapeutic tasks linked to the identified goals. 

Working definition of counseling and psychotherapy: A 12-part general definition of counseling and psychotherapy offered in Chapter 1.

Zeitgeist: The spirit of the time.

Chapter 2: Psychoanalytic Approaches


This chapter focuses on psychoanalytic theory and therapy. Included next are (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms.

Alternative Lecture Topics


There are many alternative lecture topics in the area of psychoanalytic theory. We present only a few below.

Lecture/Discussion Topic 2.1: Developmental Theory


Partly for space reasons, we don’t provide much information on traditional Freudian developmental theory in the text. To compensate, we’ve included the following descriptive table of Freud’s psychosexual stages. If this is a topic you believe your students could benefit from, you may reproduce the table as a handout for your students.

 Table 2.1: Freud’s Developmental Stages, Issues, and Problems

Psychosexual Stage


Issues/Demands

Potential Problems

	Oral—Ages 0–1 year
	Pleasure is primarily through oral gratification. The breast or bottle is best, but other objects are put in the mouth as a substitute. Babies must learn to wait and are dependent upon mother, father, or other caretakers for gratification.
	Too little gratification results in anxiety, preoccupation with how oral gratification can be obtained, pessimism, suspiciousness, passivity, self-deprecation. Overindulgence can cause the desire to not grow up and move into later stages, optimism, cockiness, gullibility, or manipulativeness. 

	Anal—Ages 1–3
	The pleasure center moves to the anus. This often results in a power conflict between child and caretaker. The caretaker wants the child to hold in her feces until the proper time and place. The child simply wants to let go of her feces when it feels good. 
	Overcontroling and harsh toilet training can result in anal fixation. Anally fixated individuals are preoccupied with money, dirt, and time, and these issues cause them great anxiety and pleasure. When parents are overindulgent, their children may end up with little control; they will be messy, tardy, overly emotional, wasteful, and unconcerned with details.

	Phallic—Ages 3–5
	By this time, the child’s methods for addressing and solving life problems have already been established through his negotiation of the earlier stages. The big problem of this stage is the child’s attraction toward the opposite sex parents (Oedipal or Electra complex).
	Problems arise when parents foster too much closeness or coldly reject their child’s natural interest in them. This developmental stage is associated with some of Freud’s more controversial and rejected concepts, such as penis envy and castration anxiety. Unresolved Oedipal/Electra issues can lead to a negative psychosexual self-image, overattachment to parents, and lack of ability to become independent, and conflicted attitudes toward assertiveness and romantic relationships.

	Latency—Ages 5–12
	There are no major psychosexual developmental issues boiling about during this period of relative quiet. Children turn their attention to school interests and same-sex playmates and “forget” their earlier passions toward parental figures. 
	Freud emphasized the first three stages, but this period is also important, especially for cognitive development. If children are unburdened by fixations from earlier stages, they are able to further consolidate their ego and superego functions. In contrast, if extra energy must be devoted to earlier conflicts, ego and superego functioning may be less developed or spotty due to emotional burdens. 

	Genital—Adolescence-Adulthood
	Sexual and aggressive impulses re-emerge at this point, often with very high intensity. Sexual energy is re-directed toward peers, rather than parents. The challenge is to use ego functions to direct this energy into constructive, altruistic, positive relationships. This is also a period characterized by the importance of developing skills needed for loving and working effectively.
	As the sexual and aggressive impulses reappear, a recycling of earlier issues, complexes, and problems, reoccur. Adolescents may choose to inappropriately act out their old, unresolved Oedipal/Electra impulses toward father and mother figures as strong sexual and aggressive drives overpower ego defense mechanisms. True completion of the demands linked to this stage require, according to Freud, psychoanalytic treatment.


Lecture/Discussion Topic 2.2: Alternative Case Examples


In the first edition of the text, the following two case examples were included. However, upon review by a registered psychoanalyst, these cases were dropped. The first example was dropped because the psychoanalyst thought it represented an example of a therapist with a character disorder (rather than countertransference-induced transference). The second example was dropped because the psychoanalyst felt that Sifneos’s approach to brief analysis uses an approach that is too aggressive for beginning students to understand and learn from. We include these cases here because we think the reasons why they were dropped from the text make for an interesting discussion.


Case example: 2.1 


We provide another example of transference-countertransference interaction; a brief case vignette of what Beitman (1987) refers to as “countertransference-induced transference” (p. 158). 

Case Vignette

A 30-year-old male therapist had seen a 38-year-old, depressed, homosexual man for five sessions. The patient was uncomfortable and irritable during the sixth session; he was talking about termination. The therapist interpreted this desire to leave therapy as a fear of coming too close to another man, despite the patient’s claims to the contrary. There were, however, some realistic reasons for the patient’s discomfort with the therapist. First, the patient was being charged a fee although he was a member of a health plan permitting him free access to any of the hospital’s services. Second, the therapist had quickly asked the patient if he was sexually attracted to him, thereby demonstrating his ignorance of homosexual attractiveness. (The patient had replied, “Are you sexually attracted to all women?”) Although the patient did have trouble with intimacy, he was more likely reacting to the therapist’s financial exploitation and lack of understanding” (Beitman, 1987, p. 159).

This is an example of countertransference—the therapist is acting out based on his financial and attractiveness needs. It also illustrates how the therapist’s countertransference can initiate and elicit client transference—the client begins acting on his unresolved intimacy issues. (On the other hand, what do you think of the psychoanalyst’s criticism of this case as being character pathology on the part of the therapist? Does this perspective, that the therapist is acting out his character pathology, make any difference with regard to Beitman’s point?)

Case example: 2.2

This case example is taken from Sifneos (1987). It illustrates an initial interview using Short-Term Anxiety-Provoking Psychotherapy (STAPP). Keep in mind the initial therapy session takes place shortly after an evaluation/referral interview with a different practitioner. The case excerpt illustrates the active use of confrontation, clarification, and interpretation in this short form of psychoanalytic therapy. Our case commentary is included in brackets. 

A 25-year-old social worker expressed concern because she claimed to have forgotten what the area of concentration for her therapy was going to be. She went on as follows:

Patient: 
I know that it may be significant, but the funny thing about it is that I cannot remember what we agreed to talk about last week.

Therapist: 
Why is it funny? (The therapist is seeking clarification, but doing so in a direct and somewhat confrontive manner. The assumption is that the word “funny” represents an unconscious message or derivative from the client’s unconscious).

Patient: 
I meant it in the sense that it was peculiar.

Therapist: 
But you used the word “funny.” What’s so amusing in forgetting what we decided to focus on during your therapy? (The client’s explanation is not accepted. Instead, the therapist continues to seek clarification, but this time there is an interpretive quality to the intervention because the therapist asks, “What’s so amusing . . .”)
Patient: 
Well, it must have something to do with wanting some guidance of sorts. If I don’t remember, then you will help me.

Therapist: 
Yet, how can I help you when I don’t know as yet why you have the problems that bring you to the clinic? (This is another clarification/confrontation.) 

Patient: 
That’s true.

Therapist: 
So, there is a part of you that nevertheless wants me to do something which you know only too well I cannot do (this is an interpretation). Now, assuming that I tried to tell you what to talk about, how would you feel about it? (clarification of how the client would feel if the therapist tried to be overly helpful)
Patient: 
I’d like it.

Therapist: 
Part of you would like it, but how would the other part feel? The part that knows that I cannot do it? (This is a generative or projective question that seeks to clarify the client’s unconscious wish.) 

Patient: 
A little silly.

Therapist: 
Meaning . . . (clarification)
Patient:
(hesitating)—That you are a little silly, doing something like that when you really don’t know.

Therapist: 
Precisely! So, wouldn’t it be funny, then, to see your therapist do something silly? (This is a confirming interpretation. The therapist has used rational and projective exploration to obtain a confirmation of his hypothesis that the client has an unconscious wish for the therapist to do something silly.)
Patient: 
In a way, yes.

Therapist: 
So the word “funny” was used appropriately.

Patient: 
I suppose so.

Therapist: 
Now that we have clarified this point, let’s return to your lapse of memory.

Patient: 
The funny thing is that I have just remembered what we have agreed to concentrate on during my treatment. (The interpretation has probably been effective as the client’s resistance to recalling her focus for treatment has disappeared.)
Therapist: 
There are a lot of funny things going on today! Why don’t you carry on? (Here, the therapist uses humor and then quickly asks the client to “carry on” which is a reference back to the basic rule.)
In this exchange, the therapist actively uses confrontation, clarification, projective techniques, and interpretation to analyze the client’s immediate resistance to therapy. Note however, how the therapist works focally on the resistance and the client’s wish to be entertained by him, but does not, at this early point in therapy, interpret the transference. Then, once the initial resistance is analyzed thoroughly, it disappears. Note: Discussing the rather aggressive quality of this psychoanalytic approach can be interesting for graduate students. 

Lecture/Discussion Topic 2.3: Resource Alert

In an article available online, Jonathon Shedler summarized some of the changes associated with contemporary psychoanalytic or psychodynamic approaches (see http://www.scientificamerican.com/article.cfm?id=getting-to-know-me to read the whole article).  He said:

· Psychodynamic therapy is not the psychoanalysis of Freud’s day: patients sit on a chair instead of lying on a couch, have sessions once or twice—not four or five times—a week, and may finish in months as opposed to years.
· Though often dismissed as too open-ended to solve specific problems, psychodynamic therapy alleviates symptoms as effectively as newer, more targeted therapies.

· People who undergo psychodynamic therapy continue to make gains after the therapy ends, perhaps because it addresses underlying psychological patterns that affect many areas of life.

Classroom Activities

Activity 2.1: Freud’s Powers of Observation and Analysis


In class, we often like to initiate a discussion using this focus question: “What do you think was Freud’s greatest talent as a therapist and researcher?” We let the class come up with their various ideas, and then we share ours and read the subsequent quote on sexual abuse from Freud. 

An Early Freudian Observation: The Incongruous Pair

There are many arguments over Freud’s greatest contribution to counseling and psychotherapy. Some contend that his best and most enduring concept is the existence of the unconscious. Others claim his discovery of transference and transference neurosis most compelling. A case can also be made regarding his psychosexual theory of child development, a theory made all the more remarkable given that he did little direct work with or observation of children. 


In contrast to the preceding alternatives, we think Freud’s greatest contribution to therapy and therapy research is his overall observational method. Think about it. He devised a procedure wherein patients could say, without censorship, whatever came into their minds. He then sat quietly and listened. He listened to clients with an intensity that had been previously unheard of. He did not direct, but instead just let the client spill her stories from every crevice of her conscious mind. It’s no surprise then, that using his method, Freud would obtain, through simple observation, incredible information from his patients. These observations, combined with information he obtained through his own self-analysis, laid the groundwork for his entire theory. It’s no wonder why, so many practitioners, when using Freud’s method, discovered and began developing their own theories of therapy. These practitioners include Carl Rogers, Albert Ellis, Aaron Beck, Eric Berne, Fritz and Laura Perls, and many more.    

Let's look closely at a quotation from Freud, a quote that provides a glimpse into the incredibly sophisticated nature of his method and his observational powers. In a single run-on sentence, he provides an intellectual, interpersonal, and emotional analysis of sexual abuse between adult and child:

All the strange conditions under which the incongruous pair continue their love relationship—on the one hand the adult, who cannot escape his share in the mutual dependence necessarily entailed by a sexual relationship, and who is at the same time armed with complete authority and the right to punish, and can exchange the one role for the other to the uninhibited satisfaction of his whims, and on the other hand the child, who in his helplessness is at the mercy of this arbitrary use of power, who is prematurely aroused to every kind of sensibility and exposed to every sort of disappointment, and whose exercise of the sexual performances assigned to him is often interrupted by his imperfect control of his natural needs—all these grotesque and yet tragic disparities distinctly mark the later development of the individual and of his neurosis, with countless permanent effects which deserve to be traced in the greatest detail.


At your convenience, discuss this Freudian quote with your classmates or instructor. What do you think of Freud’s observations . . . of his language? Would his portrayal of child sexual abuse still be true today?

Activity 2.2: The Psychoanalytic Beliefs Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with psychoanalytic or psychodynamic theory and practice. Do your best to read and briefly reflect on the following statements and then circle the number that best represents how much you agree or disagree with each statement. 

1. All behavior is psychologically determined—Psychological explanations exist for even the most minor human behavior patterns.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

2. Most client problems consist of repeating dysfunctional relationship patterns; these patterns are very difficult to change unless clients can become more aware of where they come from.
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Completely Disagree

  
     On the Fence


  Completely Agree

3. Many clients also have difficulty with their sexual and aggressive impulses. How clients deal with these impulses can be unconscious, repetitive, and problematic. 
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Completely Disagree

  
     On the Fence


  Completely Agree

4. Because clients bring developmental baggage into therapy with them, they invariably project their old child-caretaker (parent) relationship dynamics onto the therapist and repeat or reenact their child-parent or child-caretaker relationship patterns.
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Completely Disagree

  
     On the Fence


  Completely Agree

5. The main job of the therapist is to remain quiet and listen for the client’s unconscious patterns of dealing with inner conflict or unhealthy relationship patterns and then to interpret or share these patterns with the client in an effort to increase client awareness
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Completely Disagree

  
     On the Fence


  Completely Agree

6. When therapists have strong emotional reactions to clients, these reactions may have to do with the therapist’s own unresolved issues; also, these reactions can help therapists understand how clients affect other people outside of therapy
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Completely Disagree

  
     On the Fence


  Completely Agree

7. People have automatic defense mechanisms that protect them psychologically, but that are also outside of awareness and distort reality
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Completely Disagree
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8. Dreams are symbolically meaningful and can be (but are not always) used to help clients gain greater understanding of themselves and their dysfunctional relationship patterns.  
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Completely Disagree

  
     On the Fence


  Completely Agree

Scoring and Application

To get your total score, add together the numbers you circled for each statement. There are eight statements, and so the highest possible score is 80. The lowest possible score is 0. Calculate your score now:


A score of 80 could indicate you’re genetically related to Sigmund Freud or Karen Horney. A score of 0 suggests you’d prefer poking yourself in the eye with a sharp stick over engaging in psychoanalytic psychotherapy. Hopefully your score is somewhere more in the middle. 

Generally, higher scores indicate your views are compatible with psychoanalytic approaches and suggest you feel very comfortable with the psychoanalytic orientation. But if you happened to score high, don’t rush out and buy some cigars and a Freud action figure just yet, because, like everything else, your scores on this questionnaire will change as a function of time, knowledge, and experience. This means your scores may change considerably as you learn about psychoanalytic theory and practice and then change more as you learn about other approaches. 

For now, based on your Psychoanalytic Beliefs Pretest score, consider the following possibilities:

· If your score is 64–80, your current views about therapy are extremely consistent with the psychoanalytic perspective. This means your values, your way of seeing the world, and your personality naturally lean toward a psychoanalytic perspective. A psychoanalytic approach may be an excellent fit for you. Alternatively, you may be naïve about psychoanalytic theory. Although your scores are high now, they could drop after you learn more about psychoanalytic thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range we encourage you to be open to criticisms of the psychoanalytic perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward psychoanalytic ideas. This is a nice attitude; it could mean you’re open to psychoanalytic ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about psychoanalytic theory and practice, you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience your scores (and attitude) will likely move one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward psychoanalytic theory and practice. You don’t have a strong opinion in favor of or against psychoanalytic ideas. This could mean you don’t care much about this approach one way or another, or it might mean you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about psychoanalytic approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward psychoanalytic theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or psychoanalytic theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.
· If your score is 16 or below, you’re definitely not a fan of psychoanalysis. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and psychoanalytic approaches, we strongly encourage you to push yourself to see at least some positive dimensions of psychoanalytic theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Activity 2.3: Psychoanalytic Theory Study Tips

Psychoanalytic theory is very complex and so it can be helpful to think of it as a stack of conceptual ideas that build on one another. As you review the following theoretical ideas, it’s best to begin at the bottom and work your way up.








Chapter 2: Glossary of Key Psychoanalytic Terms 

The Aetiology of Hysteria: This was one of Freud’s early professional presentations and publications wherein he outlined his seduction hypothesis. The seduction hypothesis described Freud’s belief that there was a clear causal connection between childhood sexual abuse and hysteria. 
Allegiance effect: A term used to describe the research finding that a researcher’s therapy preference or allegiance is a strong predictor of outcome study results.
Anal: Freud’s developmental theory involves four stages and a latency period. Progress through stages is driven by biological maturation, which forces individuals to confront demands inherent to each stage. The second stage is called the anal stage. It involves the time period when an individual is between 1 and 3 years old.
Anxious-avoidant insecure attachment: One of Ainsworth’s three original attachment styles.

Anxious-resistant insecure attachment: One of Ainsworth’s three original attachment styles.

Attachment-informed psychotherapy: Therapy that focuses on how early child-caretaker interactions have been internalized and subsequently serve as a model for current and future interpersonal relationships.

The basic rule: (see free association) 

Classical psychoanalytic theory: A one-person intrapsychic model where the psychotherapist acts as a blank slate and listens for unconscious conflicts and motivations that underlie repetitive, maladaptive patterns of behavior.  

Confirmation bias: Involves seeking, interpreting, and valuing evidence that supports pre-existing beliefs, while ignoring and devaluing evidence contrary to preexisting beliefs.
Conflict-based triangle of insight: Psychoanalytic therapists often focus their interpretations on triangles of insight. These insight triangles focus on either conflict or transference. A conflict-based triangle of insight includes (1) the client’s wish, aim, or drive; (2) the threat or imagined threat that makes the direct gratification of the wish impossible; and (3) the defensive compromise.
Conscience: In Freud’s structural approach, there are two parts of the superego. One part is called the conscience. It’s developed as a function of parental prohibitions. These admonitions are internalized within the child’s psyche and later used by the child (and, in later years, by the adult) to self-punish or prohibit unacceptable impulses.
The Conscious: Freud’s topographic approach divides the pschoanalytic mind into three interrelated regions; the unconscious, the preconscious, and the conscious. The conscious mind is the part of the mind of which we are aware. 

Core conflictual relationship theme:  Luborsky (1984) identified as the client’s internalized and repeating dysfunctional interpersonal patterns.
Corrective emotional experience: As originally defined by Alexander and French (1946) the corrective emotional experience is the exposure of the client under more favorable circumstances, to emotionally difficult situations that he or she was unable to handle previously. 
Countertransference: Originally defined as the therapist’s tendency to see the client in terms of his or her own previous relationships or unresolved issues. In that sense, it’s the same as transference, but it occurs when the transference is directed from the therapist toward the client.
Defense mechanisms: The ego develops defense mechanisms as the means of dealing with the id’s primitive impulses, the admonitions and expectations of the superego, and the realities of the real world. Defense mechanisms are designed to ward off unacceptable id impulses that are at odds with superego standards or that would result in real world problems. They have four primary characteristics: (1) They’re automatic; (2) they’re unconscious; (3) they ward off unacceptable impulses; and (4) they distort reality (to a greater or lesser extent, depending on the defense mechanism employed).
Denial: As a type of ego defense mechanism, denial is usually expressed forcefully. Clients using denial often say, “No way, that’s not true” and repeat their denial forcefully.
Developmental stage approach: Freud’s developmental theory involves four stages and a latency period. Progress through stages is driven by biological maturation—which forces individuals to confront demands inherent to each stage. At each stage, if parents are overly indulgent or withholding, the child can end up with fixations or complexes. A fixation or complex is an unresolved unconscious conflict (aka dysfunctional internal working model). Freud’s developmental stages include oral, anal, phalli, latency, and genital.
Disorganized/disoriented attachment: A fourth attachment style identified by Mary Main, a student of Mary Ainsworth.
Displacement: A type of ego defense mechanism. Displacement occurs when the aim of sexual or aggressive impulses is shifted from a more dangerous person or activity to a less dangerous person or activity.
Dream interpretation: According to Freud, dreams are the royal road to the unconscious and therefore provide access to the unconscious, but require interpretation to produce insight. Although dream interpretation was formerly conducted more authoritatively by psychoanalysts, contemporary psychoanalytic dream work is more interactive and collaborative.
Dynamic approach: Freud’s dynamic approach to human psychology is known as drive theory or instinct theory. He believed humans are filled with mental or psychic energy. This energy comes from two essential sources: Eros (energy associated with life and sex) and Thanatos (energy associated with death and aggression).
Ego: A concept in Freud’s structural approach. Ego functions include memory, problem-solving abilities, and logical thought. These functions are considered secondary thought processes and help us cope with primary sexual and aggressive drives. Overall, the ego acts as a mediator within the human personality. It must contend not only with the id’s primitive impulses, but also with admonitions and expectations of the superego, as well as realities of the external world.
Ego ideal: A part of the superego in Freud’s structural approach. The ego ideal is a positive desire to emulate adult standards.
Ego psychology: After Freud’s death, many psychoanalysts (including Anna Freud) began focusing more on ego functions. These ego functions included memory, thinking, intelligence, motor control, and others.

Eight stage epigenetic psychosocial theory of development: Erikson’s theory of development in which he deviated from Freudian developmental theory in two key ways: he emphasized psychosocial development instead of psychosexual development and he emphasized the continuous nature of development into old age, rather than ending his theorizing in early adulthood.
Eros: Freud believed humans are filled with mental or psychic energy in his dynamic approach to human psychology. This energy comes from two essential sources: Eros and Thanatos. More specifically, eros is the energy associated with life and sex.

Fixation: An unresolved unconscious conflict. 

Focal psychotherapy: When psychoanalysts or psychodynamic therapists focus their work on one significant conflict or problem.
Free association: In psychoanalysis; the client is encouraged to “say whatever comes to mind.” This process, also known as “the basic rule” is designed to facilitate emergence of unconscious impulses and conflicts.
Genital: Freud’s developmental theory involves four developmental stages and a latency period. Progress through stages is driven by biological maturation—which forces individuals to confront demands inherent to each stage. The genital period is the time period from adolescence to adulthood.

Hysteria: A condition that included various unexplained symptoms, including, but not limited to, numbness, paralysis, and tremors. Freud believed that hysteria was caused by child sexual abuse. 
Id: A concept in Freud’s structural approach. The id is the seat of biological desires. As a structural entity within the human personality, it functions on the pleasure principle and primary-process thought. Freud described the id as “a chaos, a cauldron full of seething excitations” (Freud, 1964, p. 73). For the most part, id impulses are unconscious. We can view id impulses within ourselves via dreams, fantasies, flashes of instinctual desire, and powerful pleasure-seeking urges.
Internal working model: A key concept throughout the history of psychoanalytic therapy, but especially so within the field of attachment-informed psychotherapy. Individuals are said to internalize old or early relationship patterns and use them as a working model for how to act and interact in the present and future.
Interpretation: The main tool or intervention strategy employed by psychoanalytic therapists. The therapist typically interprets unconscious processes in an effort to bring them more clearly into awareness.
Latency: Freud’s developmental theory involves four stages and a latency period. Progress through stages is driven by biological maturation—which forces individuals to confront demands inherent to each stage. The fourth stage is called the latency stage. It is the relatively quiet time period from 5 to 12 years old.
Libido: Libido is sensual or sexual energy associated with Eros in Freud’s drive or instinct theory. In contrast, Jung defined libido as creative life energy, rather than simply sexual energy. However, Fairbarn defines libido as object seeking, not pleasure seeking. He emphasized that human behavior is not fueled by instinctual (libidinal) drives for sexual and aggressive gratification; instead, behavior is influenced and motivated by the desire for human connection and relationship.

Modern psychoanalytic approaches: Psychoanalytic and psychodynamic psychotherapies that developed from Freud’s early theories.  These include ego psychology, object relations, self-psychology, and relational (or two-person) psychoanalysis. 

Neo-Freudian: (aka New-Freudian) A label for psychoanalysts or theorists who were influenced by Freud’s ideas but emphasized social and cultural factors in their work.
Normal-abnormal continuum: This phrase refers to Freud’s ideas that normality and abnormality lie on a continuum and that it’s possible to see, in small ways, how even a “normal” person might “break down.”
Object relations theory: Following the development of ego psychology, another phase in psychoanalytic thinking was object relations. This approach emphasized that libido was focused on human connection or relationship instead of just pleasure. Objects are not things; objects are people and internalized versions of people.

Object: In object relations theory, objects are not thought of as things but as people and internalized versions of people. 

The Oedipus conflict: The idea that young children begin wishing for a more intimate and sometimes even sexual relationship with their parents. Based on the Oedipal myth, this version of children’s attractions to their parents focuses on boys. Girl’s attraction to their fathers is often referred to as an Electra complex or conflict.
Oral: Freud’s developmental theory involves four stages and a latency period. Progress through stages is driven by biological maturation—which forces individuals to confront demands inherent to each stage. The first stage is called the oral stage. It’s the time period from birth to one year old for an individual.
Phallic: Freud’s developmental theory involves four stages and a latency period. Progress through stages is driven by biological maturation—which forces individuals to confront demands inherent to each stage. The third stage is called the phallic stage. It’s the time period from 3 to 5 years old for an individual.

Pleasure principle: An instinctive drive toward pleasure; it represents hedonistic impulses and the desire for immediate gratification.

Preconscious: Freud’s topographic approach divides the psychoanalytic mind into three interrelated regions; the unconscious, the preconscious, and the conscious.
Primary process thought: This is another facet of id functioning and is characterized by hallucination-like images of fulfilled sexual or aggressive desires.

Projection: A type of ego defense mechanism. Projection occurs when clients push their unacceptable thoughts, feelings, or impulses outward, onto another person.
Projective testing: This testing process involves presentation of an ambiguous stimulus to clients. Clients then are engaged in a generative process wherein they create responses to the stimulus that are supposedly projections of the clients’ inner psychodynamics. Projective tests include the Rorschach Inkblot Test, the Thematic Apperception Test, and human figure drawings.
Psychic determinism: This is Freud’s idea that there is an underlying psychological explanation for every emotion, thought, impulse, and behavior.

Psychoanalysis: The term used to describe Freud’s approach and classical Freudian psychoanalytic theory is his theoretical model.  Psychoanalysis has evolved since being developed by Freud. 

Psychodynamic psychotherapy: This refers to approaches that emphasize unconscious behavior patterns and insight as a primary therapeutic tool and are often called psychodynamic.

Purpose of psychoanalysis: To make the unconscious conscious.  Psychoanalysts want to help their client become aware of their impulses and start to manage them if they have become destructive in their lives.
Rationalization: A type of ego defense mechanism. Rationalization occurs when clients use excessive explanations to account for their behavior. For example, if a student makes an impulsive, hostile comment to someone in class, he or she might extensively explain and justify the comment.
Reaction formation: A type of ego defense mechanism involving a pattern of acting the opposite of how one really feels. For example, an individual may behave in an excessively loving way if it’s too dangerous to directly express aggression toward someone. The inverse example occurs when it’s not acceptable to express sexual attraction; therefore the individual behaves in ways suggestive of hatred or distaste toward the person whom he or she really feels an attraction.

Reality principle: The realities associated with the external world. 
Regression: A type of ego defense mechanism. Regression involves going back to old, less sophisticated methods of doing things. Traumatized children may regress to wetting the bed or pooping their pants rather than using more advanced toileting skills. Adults who are skillful communicators may regress to shouting and aggression rather than controlling their impulses.
Relational psychoanalysis: Relational psychoanalysis is also referred to as two-person psychotherapy or an intersubjectivity model. In relational psychoanalysis the analyst is viewed as inescapably subjective and therefore is a participant-observer.
Repetition-compulsion: A term used by psychoanalysts to articulate repeating patterns caused by a client’s internal working model.
Repression: A type of ego defense mechanism. Repression involves forgetting (or motivated forgetting) of an emotionally painful memory. When a client has repressed a memory, there may be behavioral evidence that it exists, but the client genuinely has an absence of recall.
Role induction: Role induction refers to a process wherein therapists educate clients about their role in the therapy process.
Secure attachment: One of Ainsworth’s original attachment styles.
The seduction hypothesis: The seduction hypothesis described Freud’s belief that there was a clear causal connection between childhood sexual abuse and hysteria. 

Secondary thought process: The ego functions that help us cope with sexual and aggressive drives. They include memory, problem solving abilities, and logical thought. 

Self-psychology: This is a psychoanalytic approach developed and articulated by Heinz Kohut. Kohut believed needs for self-cohesiveness and self-esteem were the overarching motivations fueling human behavior. The focus is on the development of a healthy or cohesive self. Kohut believes that self-defects and noncohesion stem from early childhood experiences.
Strange situation: This was (and is) a research paradigm developed by Mary Ainsworth. Ainsworth brought individual mother-child (6–18 months) pairs into her lab and observed them in a series of seven, 3-minute episodes or interactions.
Structural Approach: Freud’s structural approach involves interrelationships of the well-known concepts of id, ego, and superego. Powerful, unconscious forces flow through the body and mind. If not for the system’s structural components, human behavior would be dictated by sexual and aggressive forces or drives. However, because these primal forces flow through the id, ego, and superego, humans learn to constructively manage their urges.
Sublimation: A type of ego defense mechanism. Sublimation is one of the most constructive defense mechanisms. It occurs when primal sexual or aggressive energy is channeled into positive loving or vocational activities.
Superego: A concept in Freud’s structural approach. The superego develops when children resolve their Oedipal issues and begin strongly identifying with parents and parental demands or expectations.
Thanatos: Within his dynamic approach, Freud believed humans are filled with mental or psychic energy. This energy comes from two essential sources: Eros and Thanatos. Thanatos is energy associated with death and aggression. 
Timing of interpretations: Good timing is essential to effective interpretations. Interpretations function to helping something unconscious to become conscious by naming it at the moment it is striving to break through. Effective interpretations are given when the client is ready and his or her immediate interest is momentarily focused.
Topographic approach: This refers to the part of Freud’s theory where the mind is divided into three interrelated regions: the unconscious, the preconscious, and the conscious.

Totalistic countertransference: The contemporary psychoanalysts’ view that countertransference is made up of all of the reactions that a therapist may have toward their client. 
Transference: The client’s experience of the therapist that is shaped by the client’s own psychological structures and past and involves displacement, onto the therapist, of feelings, attitudes and behaviors belonging rightfully in earlier significant relationships.
Transference-based triangle of insight: Psychoanalytic therapists often focus their interpretations on triangles of insight. These insight triangles focus on either conflict or transference. In contrast to a conflict-based approach, the transference-based triangle of insight focuses on: (a) observations of the transference relationship; (b) client reports of early childhood relationship dynamics; and (c) client reports of contemporary, outside-of-therapy relationships.
Triangles of insight: In psychoanalysis or psychodynamic psychotherapy therapists often focus their interpretations on triangles of insight (see Conflict-based and Transference-based triangles of insight).
Two-person psychology or intersubjectivity: Also referred to as relational psychoanalysis. In two-person psychology, the psychoanalyst is always subjective.
Unconscious: Freud’s topographic approach divides the psychoanalytic mind into three interrelated regions; the unconscious, the preconscious, and the conscious. The unconscious is the part of the mind outside daily awareness.

Unconscious derivatives: In analytic terms, derivatives refer to somewhat distorted unconscious material that come into consciousness through free association and then become one focus of interpretation. They usually represent primarily instinctual conflicts or primarily relationship or attachment conflicts.
Unconscious derivatives: Can be fantasies, recollections, or symptoms that require translation to be understood. The content of unconscious derivatives may reflect intrapsychic conflicts or relationship or attachment conflicts.

Chapter 3: Individual Psychology and Adlerian Therapy


This chapter examines individual psychology or Adlerian therapy. Included next are alternative lecture topics, classroom activities, and a glossary of key terms.

Alternative Lecture Topics

Lecture/Discussion Topic 3.1: Birth Order


Classes almost always enjoy talking about birth order. All you need to do is to put the typical birth order categories on a PowerPoint slide and let the discussion begin. To turn this into a classroom activity, you can group the students by their birth order positions and then show the PowerPoint slide and see if students feel the need to leave their designated groups and join a different one. If they do leave, they should be asked to describe why their designated group description didn’t seem to fit and then see if there are any specific family explanations for why they fit better in a different category.

Lecture/Discussion Topic 3.2: Roots of the Life Style

Although some people imply that Adlerian theory is simplistic, in reality the opposite is true. As an example, in the outline below we have organized the many separate and interacting factors that combine and contribute to the formation of an individual’s style of life. These factors come from Carlson, Watts, & Maniacci (2006). 

The style of Life is created by four factors (a, b, c, & d).

I. Biology (this includes four additional factors; i, ii, iii, iv)

A. Organ inferiority (When an organ is inferior, one of three types of compensation occurs

1. Physical

2. Sympathetic

3. Psychological

B. Physical development needs (there are four physical needs)

1. Nourishment

2. Protection and safety

3. Mastery

4. Sensory variability 

C. Processing neurodynamics (there are six of these)

1. Internal vs. external locus of control

2. Narrow vs. extensive scanning

3. High vs. low tolerance for ambiguity

4. Field independence vs. field dependence

5. Sharpeners vs. levelers

6. Reflective analytic vs. impulsive global

D. Goals (these are the physical needs transformed, and so there are four)

1. Attachment

2. Security

3. Competence

4. Cognition

II. Degree of activity

A. Low

B. High

III. Psychosocial dynamics (there are three of these; i, ii, iii)

A. Psychological birth order

1. Only

2. Oldest

3. Second

4. Middle

5. Youngest

B.   Parenting style and family atmosphere

1. Authoritarian/controlling

2. Democratic

3. Permissive

C.   Neighborhood and community

1. Peers

2. School personnel

3. Neighbors

4. Coaches

5. Clergy

6. Friends and family of friends

IV. Goodness of fit (this involves the matching of the dynamics of the child with the dynamics of the caregivers and community).


We recognize that tracking this number of contributing factors may be overwhelming. Nevertheless, if you or your class is interested, additional information is available in Chapter 2 of Adlerian Therapy: Theory and Practice by Carlson, Watts, & Maniacci (2006).

Lecture/Discussion Topic 3.3: Adler’s Character
In Chapter 2, we described how Freud’s bitterness toward his main early rival, Janet, continued until his death. Freud was clearly strongly achievement-oriented, and, in part, when he exiled Adler from Vienna’s Psychoanalytic Society, he may have been acting on, in Adlerian terms, his superiority complex. 

We like to contrast Freud and Adler with a few anecdotes from Adler’s life. In particular, we typically point out that Adler’s response to competition and his needs for superiority provide a striking contrast from Freud. Even as a youth, Adler did not obtain gratification from dominating others. Mosak and Maniacci (1999) described a story about what was perhaps Adler’s one and only physical conflict:

Adler became embroiled in a conflict with a classmate, and a fight broke out. Adler struck the boy, and hurt him. He vowed not to fight again (p. 2).


Based on all available information, one would guess that, indeed, Adler did not fight again. His personal psychology was oriented toward overcoming his perception of inferiority, rather than being driven by a need for superiority. Adler’s ordinary persona was described by his biography, Phyllis Bottome: “[He was] a very ordinary 57-year-old man who simply possessed a deep and abiding interest in the lives of ordinary people” (Bottome, 1962).

Also in contrast to Freud, Adler had no trouble complimenting the work of others, including Freud himself. 

Despite the many scientific contrasts between Freud and myself, I have always been willing to recognize that he has clarified much through his endeavors; especially, he has severely shaken the position of positivistically . . . oriented neurology and opened a wide door to psychology as an auxiliary science to medicine. This is his chief merit, next to his detective art of guessing (Adler, 1931/1964, pp. 217–218).

Classroom Activities

Activity 3.1: The Family Constellation Interview and Early Recollections


Conducting a family constellation interview and earliest recollection with a class volunteer is an excellent (and possibly unsurpassed) activity for demonstrating Adlerian therapy and the importance and power of the lifestyle concept. Of course, doing this sort of demonstration in class can be a bit risky, but over the course of a decade I’ve never had a bad experience doing this. Here’s how I proceed.

1. I tell the class that I will do a family constellation and early recollection interview with a volunteer. I emphasize that it is essential that everyone watching me interview the volunteer pay close and respectful attention. I also explain that I will sometimes break away from the interview and ask the class questions, in an effort to have the class indirectly involved in the interview. I also tell them that at the conclusion of the interview they may ask questions of the volunteer and of me, but only if we agree to be asked questions at that point. Finally, I emphasize that the activity will be fun and interesting and will illustrate one way of getting to know someone and his or her lifestyle. Anyone volunteering should be prepared to be in the spotlight and to openly talk about his or her family constellation and earliest memories.

2. The volunteer comes forward, and I do a little bit of chit-chat and thank him or her for volunteering.

3. I follow the family constellation model as described in the chapter and as illustrated in the Mosak “reverse puppet” case example. The questions listed by Sweeney (2009) and Clark (2002) included in the text are helpful for analyzing early memories.

4. As the family constellation interview proceeds, I try to have fun with it and to follow Adler’s recommendation not to expect too much. All I’m doing, I explain to the volunteer, is “trying one way to get to know you and how you view the world.”

5. At the end of the interview, I invite the class, as long as the volunteer agrees, to comment, ask questions, or even offer alternative interpretations of the early recollection(s).

6. When the class is finished with its questions and comments, I dismiss the volunteer and say, “We always clap for the volunteer,” and the class usually responds with vigorous and appreciative applause. 

Activity 3.2: The Adlerian Beliefs Pretest
(From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)

This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with Adlerian theory and therapy. Read and briefly reflect on the following statements and then circle the number that best represents how much you agree or disagree with each statement. 

1. How individuals view themselves and the world is mostly determined by about age six.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

2. All humans are holistic entities that shouldn’t be broken down into parts. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

3. People are built to strive forward in their lives toward future goals, seeking to improve themselves and seeking purpose and meaning. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

4. A healthy individual has a balance between self-interest (interest in self-promotion) and social interest (interest in and compassion for the welfare of others). This is one reason why helping clients to cultivate their social interest or community feeling is an important goal of therapy.  

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
5. An unhealthy individual who needs counseling or psychotherapy typically feels discouraged in his or her efforts to face the major tasks of life (this also might involve a lack of courage to face the demands of life). 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

6. The relationship between therapist and client should be like that of a friendly teacher with a student. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

7. Therapy is designed to help clients have insights about themselves and their lives. These insights then increase client motivation for change; this motivation facilitates the therapy process and positive outcomes. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

8. If children (and adults) don’t feel useful or feel excluded from a social group, they’re more likely to misbehave or act out in ways to seek attention, power and control, or revenge. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

Scoring and Application

To get your total score, add together the numbers you circled for each statement. There are eight statements and so the highest possible score is 80. The lowest possible score is 0. Calculate your score now:


A score of 80 could indicate you might find yourself highly attracted to Raissa Timogeyewna Epstein or Alfred Adler. A score of 0 suggests you’d like to leave this theory in the dust of the early 1900s. Hopefully your score is somewhat more moderate. 

Generally, higher scores indicate your views are compatible with Adlerian approaches and suggest you feel very comfortable with the Adlerian orientation. But if you happened to score high, don’t rush out and sign up to attend the Adler School of Professional Psychology (although you might be interested in that someday). Instead, integrate a little patience into your style of life and wait, because your questionnaire scores may significantly change as a function of time, knowledge, and experience. 
For now, based on your Adlerian Beliefs Pretest score, consider the following possibilities:

· If your score is 64–80, your current views about therapy are extremely consistent with Adler’s individual psychology. This means your values, your way of seeing the world, and your personality naturally lean in an Adlerian direction. An Adlerian approach may be an excellent fit for you. Alternatively, you may be naïve about this approach, and your scores could drop after you learn more about how Adlerians do therapy. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the Adlerian perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward Adlerian ideas. This is a nice attitude, especially if you’re new to learning about counseling and psychotherapy theories; it could mean you’re open to Adlerian ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about Adlerian theory and practice you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience your scores (and attitude) will likely move one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward Adlerian theory and practice. You don’t have a strong opinion in favor of or against Adlerian ideas. This could mean you don’t care much about this approach one way or another, or it might mean you don’t have enough information or experience to know how you really feel. If your score is in this range we recommend you be open to learning what you can while noticing and tracking your reactions to learning about Adlerian approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward Adlerian theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or Adlerian theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.
· If your score is 16 or below, you’re definitely not a fan of Adlerian therapy. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and Adlerian approaches, we strongly encourage you to push yourself to see at least some positive dimensions of Adlerian theory and practice. As we’ve said before, being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Adlerian Theory and Therapy Terms 

Acting as if: An Adlerian technique used with clients. Clients are asked to identify a desired behavior or trait and then instructed to act as if they already had those traits or qualities. Permission is given to deliberately behave in the desired way—despite not feeling it’s authentic or natural. This technique gives clients an opportunity to try on new, desirable ways of being.

Adlerian therapy: This therapy focuses on the present and future of a client’s life.  It is meant to be brief and insight oriented. Therapists can help to increase client awareness through psychoeducation. 
Basic mistakes: This is the title Adler gave to the maladaptive aspects of an individual’s style of life. Basic mistakes are repeated cognitive patterns or beliefs about the world, self, or others that cause emotional pain and distress and serve as a target for Adlerian therapeutic interactions.
Catching oneself: A technique in Adlerian therapy designed to help clients become aware of their maladaptive patterns (aka basic mistakes). Clients are coached to exercise self-awareness when they slip into identified unhelpful behaviors. This technique provides an opportunity for self-control and behavior change.

Community feeling: Rather than focusing on individualism, Adler wanted clients to develop this feeling because he believed it was constructive. When a client is able to develop their community feeling or social interest, they can be healthier. 

Compensation: Is the effort to improve oneself in areas perceived as weak
Creating new images: A therapeutic technique based on the idea that clients naturally have images of themselves in the past, present, and future, some of which are negative or maladaptive. Imagining and articulating a different vision encourages clients to develop a new, more positive, and adaptive perspectives on specific issues.
Discouragement: An attitude or belief that develops as a result of ongoing or profound feelings of frustration or inferiority. Discouragement is the Adlerian root of psychopathology. This is sometimes referred to as having a lack of courage to face the Adlerian life tasks.
Early recollections: Memories of childhood used to understand a client’s thoughts, feelings, and attitudes toward him- or herself and life. Adler believed early recollections were powerful tools for understanding client lifestyle (or guiding self-ideal). Early recollections are used as a projective tool to reveal the client’s current values and focus.
Encouragement: For Adler, encouragement is a key to psychotherapy, psychological health, and well-being. Encouragement is a process where therapists (or others) focus on an individual in ways that build the person’s confidence and feelings of being worthwhile. It can include therapists showing interest and faith in the client’s positive qualities and potential.
Family constellation interview: An interview approach for obtaining pertinent information about the client’s childhood experiences. Topics covered include descriptions of each family member, descriptions of how family members interact with one another, how each family member was viewed by the client, who fought, who didn’t fight, and much more. 
Fictional finalism: A term coined by Adler that referred to the endpoint of one’s purposeful striving, a goal or future-oriented concept that influences an individual’s present behavior and is defined by personal beliefs rather than objective fact. Adler stopped using the term “fictional,” (Also called fictional goals) later in his career instead using “guided self-ideal” to reflect the individual nature of one’s belief about a desirable future.

Forming the therapeutic relationship: This is stage 1 of Adlerian Therapy.  This stage includes the informed consent, communication, respect, goal alignment, and helping foster a sense of equality in the relationship. 
Four goals of misbehavior: Rudolph Dreikurs’s application of Adler’s concept of purposeful striving applied to explain children’s misbehavior. Dreikurs’s four goals of misbehavior include: (1) attention, (2) power or control, (3) revenge, or (4) inadequacy. Children who feel useful and as if they belong in a social group are less likely to seek these less desirable behavioral goals.

Four stages (of Adlerian therapy): The four stages of the therapeutic process include: forming the therapeutic relationship, lifestyle assessment and analysis, interpretation and insight, and reorientation. 
Future autobiography: An Adlerian technique used to help clients become more intentional in shaping their future. Based on the belief that hopes for or beliefs about the future guide and shape everyday life, this technique involves having clients tell their life story from the present forward, understand how the nature of their story may be helpful or harmful to them currently, and perhaps guide them in shaping a more constructive or adaptive version.
Gemeinschaftsgefühl: The German word meaning social interest or community spirit, and a concept central to the goals of individual psychotherapy. Well-developed social interest is viewed as a component of psychological health, enhancing ones capacity for empathy and altruism. Research has shown gemeinschaftsgefühl to be positively related to spirituality, positive psychology, and human attachment.
Goal alignment: A therapeutic approach in which the therapist and client match their desired outcomes for therapy. Although goal alignment is embraced by Adlerian therapists, the types of goals deemed appropriate are those that address basic Adlerian theoretical underpinnings such as community feeling, overcoming inferiority or discouragement, and addressing lifestyle and basic mistakes.
Guiding self-ideal: The term used by Adler at the end of his career to replace “fictional goals” and “fictional finalism.” All these terms refer to the endpoint of one’s purposeful striving, a goal or future-oriented concept that influences an individual’s present behavior and is defined by personal beliefs rather than objective fact.
Holism: An underlying assumption of Adlerian theory that defines humans not as separate parts (such as mind and body or id-ego-superego)—but as a single, complete unit that cannot and should not be divided into separate parts.
Idiographic approach: An approach to research or therapy consistent with the Adlerian emphasis on the single, unique, whole individual. In contrast to general or nomothetic information, an idiographic approach values the information gathered from individual clients.
I’ll betcha: An advice-giving technique described by Corsini to turn the tables on a client who is resistant to the idea that a suggested course of action will have a desired outcome. When the client expresses doubts about the action suggested by the therapist, the therapist wagers the client to try the action and report back as to its outcome.
Individual psychology: Individual psychology is the name given to Adler’s theory of psychotherapy. It reflects his core belief in the psychology of the single, unique, whole individual.
Individuum: Latin for indivisible. This term reflects Adler’s choice to name his approach Individual psychology and emphasize holism in contrast to Freud’s reductionist models.
Inferiority complexes: These are behavioral manifestations of inferiority feelings and can be deemed normal or pathological depending upon the degree of impairment they cause.
Inferiority feelings: An individual’s subjective experience of being less than others or inadequate despite evidence to the contrary and that remain contained as an emotional experience and not acted on.

Interpretation and insight: The third stage of the Adlerian therapeutic process. Adler believed that there was a link between insight, motivation, and action.  Once the client becomes aware of the maladaptive patterns in their live, they will be motivated to change and then the client can enter into reorientation. 
Lifestyle (aka style of life): An individual’s subjective, created, and both conscious and unconscious cognitive schema of how the world works. Lifestyle is influenced by one’s circumstances, experiences, and biology. A core feature of Adlerian therapy is the exploration, definition, and reorientation of an individual’s internalized model of themselves and the world, or lifestyle, to better accomplish the tasks of life.
Lifestyle assessment: The gathering of information about a client’s cognitive schema as his or her internalized model of him- or herself and how the world works. Modern approaches to lifestyle assessment often involve self-report questionnaires, but the three main assessment strategies are conducted using a clinical interview format that involves the family constellation interview, the question, and earliest recollections.
Masculine protest: An idea articulated by Adler in a paper of the same title in 1911. It explained specific gendered behaviors as responses to cultural coercion and socialization. This was in direct conflict with the biological and psychological factors emphasized in Freud’s theories. Adler’s theory explained women who behaved like men as responding to the oppression of women, excessively passive or aggressive behavior in men as a response to society’s overvaluing of masculinity, and men who dressed or acted like girls or women as protesting society’s specific definition of a masculine ideal.
Objective inferiority: A measureable degree of being inadequate, lower, or less than in size, rank, quality, degree or estimation independent of subjective experience or belief.

Offering advice, suggestions, and direction: This process occurs within the reorientation stage of counseling. This is because insight and motivation are present and clients are ready for action. The motivation ignited through insight is motivation for excellence and a drive toward self-improvement.  Adlerian therapists tend to offer advice frequently and the trusting relationship between client and therapist helps facilitate this. 
Paradoxical strategies: A strategy wherein the therapist prescribes the clients symptom or suggests that the client engage in more of the behavior or pattern that is troubling.

Psychological birth order: The Adlerian idea that every individual is born into a different family; with the addition of each new family member, family dynamics change, and a new family is born.

Phenomenology: An existentialist concept that is also a core concept of individual psychology. Phenomenology emphasizes that individual experience is subjective and based upon one’s perception.

Private logic: This refers to the idiosyncratic reasoning that individuals use to invent and justify their style of life or personality. Private logic is subjective. Although there may be broad similarities, the particulars of every client’s private logic is unique. 
Push-button technique: A therapeutic technique described by Mosak based on the Adlerian assumption that under every feeling there is cognition. It helps clients to learn how their thoughts influence their emotions by having them deliberately think of happy and sad memories The ability to think a positive thought then becomes a tool, or push-button, for clients to use to trigger the desired happy feelings.
The question: An essential component of Adlerian therapy and the lifestyle assessment that asks “How would your life be different if you were well?” It can be phrased in many ways (e.g., “What would you be doing in your life if you no longer had your symptoms?”).The question is a straightforward method for determining if the client is obtaining special treatment or secondary gain for having problems and helpful in determining which life tasks a client’s symptoms may be helping him or her avoid.
Reflecting as if: A three-phase therapeutic procedure created by Watts via an integration of the classical Adlerian acting as if technique and a social constructionist perspective. The three phases entail asking the client to reflect on how they wish they would act differently, planning a hierarchy of specific behaviors linked to the ideal behavior or outcome, and implementing one or two of the easiest ideal-associated behaviors in the client’s own life. This technique asks clients to step back and think about their behavior and ideals prior to acting as if, and by implementing the easiest changes first, increases the chances that the intervention will build an encouraging platform of self-efficacy for the client’s behavior changes.
Reorientation: The fourth of the four overlapping Adlerian therapy stages. This stage involves new learning designed to change one’s lifestyle to better meet the tasks of life.

Secondary gain: This concept is associated with “the question” and through asking this, the therapist can find out if a client is getting special treatment for having problems.  Secondary gain includes advantages associated with having medical or psychological symptoms.

Self-interest: Adler believed that self-interest was the opposite of striving for social-interest and was seen as unhealthy. 
Social interest: Community feeling or spirit, an important motivating factor and sign of mental health. Fostering this feeling and motivation is a primary goal of Adlerian therapy. See Gemeinschaftsgefühl.
Soft determinism: A theoretical principle of individual psychology that falls ideologically between cause and effecting thinking and theories that dismiss causality entirely. Soft determinism suggests that all behaviors are multidetermined or caused by more than one factor.
Spitting in the soup: A metaphor and therapeutic technique for spoiling a client’s use of a maladaptive strategy for addressing life tasks. This technique is used to point out the costs of a particular behavior pattern, therefore spoiling the easy use of it in the future.
Striving for superiority: This is Adler’s most basic human motive. It is defined as the internal motivation for a perceived plus in one’s self and life. Striving for superiority can, depending on the individual, take on a pathological quality of pure self-interest or a healthier quality consistent with Gemeinschaftsgefühl, in which the push is to overcome one’s deficiencies and complete or perfect oneself with an attitude of social interest.
Tasks of life: Adler’s description of the demands the world places on an individual. Therapy is nearly always a result of thwarted attempts to respond to one of these demands. The goal of therapy is for the client to make the necessary adjustments to successfully rise to these challenges. Adler’s original theory divided the tasks of life into three areas: work or occupation, social relationships, and love and marriage. Dreikurs and Mosak expanded the tasks to include self and spirituality. Later, Dinkmeyer and Sperry added parenting and family as a sixth life task. 
Chapter 4: Existential Theory and Therapy


This chapter focuses on existential theory and therapy. Included next are (a) alternative lecture topics, (b) classroom activities, (c) a glossary of key terms, and (d) a short-answer study guide.

Alternative Lecture Topics

Lecture/Discussion Topic 4.1: Being-in-the-World


For existentialists, there are three modes or levels of the world linked to each person’s individual existence. The first, Umwelt, is the natural, biological world. This mode of world includes birth, death, human biological needs, sex, sleep, consciousness, and all the natural facts of life. We must all face and deal with this level of existence. 

Second, there is Mitwelt, meaning the “with-world” or the world of interpersonal relationships. This includes our community, romantic partners, friends, and enemies. We all must face and deal with relationships during life. 

Third, there is Eigenwelt, meaning “own-world.” It is a fact that each of us establishes and maintains a relationship with our “self.” 

Each of these ways of being-in-the-world has implications for therapy. Existential therapists examine how their clients deal with demands of the natural world, the interpersonal world, and the inner world of the self. 


It is possible to take these rather abstract existential concepts and turn them into concrete therapeutic activities. Consider this: As a therapist, your job is to 

· Confront clients with ultimate concerns related to death, freedom, isolation, and meaning; in other words, you are helping clients come to terms with the demands and realities of the Umwelt or natural world.

· Engage clients in an authentic interpersonal dialogue characterized by blunt honesty; in other words, you are working on the level of the Mitwelt or with-world.

· Increase client self-awareness—including awareness of anxiety, depression, and other forms of emotional pain; in other words, you are helping clients come into relationship with themselves or Eigenwelt.
When it comes to using existential concepts in therapy, one of the biggest challenges is being able to understand and articulate the concepts, which can be highly abstract, on a concrete level. 

Lecture/Discussion Topic 4.2: How Much Self-Disclosure Is Too Much Self-Disclosure?

More than any other therapy orientation, existential therapists utilize authentic self-disclosure as a therapeutic approach. This position is in direct opposition to Freud’s early advice for psychoanalysts: “The physician should be impenetrable to the patient, and like a mirror, reflect nothing but what is shown to him” (1912/2000, p.18). In fact, many therapists who practice from the existential perspective believe the therapist should not be a mirror, but more like a window: transparent, open, and real with clients. From the existential perspective, only an open and real therapist can establish an I-Thou relationship and experience an existential encounter. The issue of how much disclosure is too much disclosure makes for an interesting minilecture and discussion.

Despite Freud’s opinion, many therapists use self-disclosure during the therapy hour (Simi & Mahalik, 1997). In reality, it appears that Freud also regularly disclosed personal information about himself to his clients (Goldstein, 1994). As a consequence, for most therapists the question is not whether self-disclosure is acceptable. Instead, the key questions are

·  How much self-disclosure is acceptable?

·  When is self-disclosure more (or less) appropriate?

·  What type of information is acceptable for therapists to share with clients?

Some Dangers of Self-Disclosure

The liberal use of self-disclosure from any therapy perspective naturally raises several ethical issues. An acquaintance of ours told us she had chosen to work with an existentially oriented counselor, but soon stopped. “I didn’t really want to pay for the privilege of listening to him talk about his affairs and his marriage breaking up. We did have a few common painful life experiences, but he told me way more than I wanted or needed to know. It wasn’t at all helpful.”

For psychoanalytic therapists, personal disclosure places an unnecessary burden on the client. The client may feel an urge to take care of or feel sorry for the therapist, or the client may lose faith in the therapist’s ability to help. We recommend that therapists become conscious of exactly why their clients might benefit from hearing something about them and their personal lives before launching into too much self-disclosure.

Lecture/Discussion Topic 4.3: Reviewing Key Existential Principles

Existential theory can feel like a confusing array of ideas patched together to form a tangled net or web. This might be why Spiderman became an existentialist.

Seriously, stemming perhaps from the foundational idea of universal human uniqueness, existential thought is quite variable. As noted in the text, existential ways of being can be linked to fervent atheists as well as the deeply religious. The purpose of this section is to help you become clearer about the core principles of existential thinking.

Principle 1: Self-Awareness

Self-awareness is the central focus that binds together all existential theoretical principles. When individuals are unaware, they don’t grow or develop. Self-awareness stimulates personal growth. The bottom line is clear: Self-awareness and developing self-awareness = Good; Unconscious-automaton living = Bad!

Principle 2: Ultimate concerns

Existential philosophy is all about inevitable challenges inherent to human experience. This is the other ubiquitous existential theme. We all experience death, loneliness and isolation, personal responsibility (related to freedom), and periods of meaninglessness and meaningfulness. These experiences are unavoidable. Yalom refers to these inevitabilities as the ultimate existential concerns and lists the big four (see below), but there may be more.

1. Death

2. Freedom

3. Isolation

4. Meaninglessness

Ultimate concerns are also connected with the four existential ways of being. You may recall:

1. Being-with-nature or the physical world: Umwelt
2. Being-with-others or the social/interpersonal world: Mitwelt
3. Being-with-oneself or the world of the self: Eigenwelt
4. Being-with-the-spiritual or over world: Überwelt 
These components-of-being are also inevitable, and the sentient or aware individual must grapple with each of these being-dimensions. The existential question is this: Do you just fall into your particular patterns of being with nature, others, yourself, and spirituality, or do you seek to develop your awareness and make intentional choices about those ways-of-being. 

Principle 3: Avoid avoidance

If ultimate concerns are unavoidable, then it goes without saying (but we’re saying it anyway) that seeking to avoid them is folly. This implies that avoidance of fully experiencing life is both the process and outcome of psychopathology. To move toward psychological health, we must stand (or sit) and face all of what life has to offer. This means facing, embracing, and constructively dealing with negative emotional states, including (but not limited to):

· Anxiety

· Guilt

· Anger

· Sadness
Principle 4: Meaning

Although death is a central ultimate concern that underlies everything, even when it comes to death, much of what existential thought focuses on is meaning. Frankl’s statement about people having a “why to live” is deeply important. Focusing on the why behind or underlying behavior nearly always brings us in touch with deeper motivations. When you think of meaning, you can think of it as either:

· Meaning-making or

· Meaning discovery

To make this feel more real to you, contemplate the following: Do you create meaning in your life, or is the meaning already there and you discover it? Now, while contemplating this dichotomy, move on to our last core existential theoretical principle:

Principle 5: Polarities and dialectics

Sartre would say there is nothing inherently meaningful in the world. His position was that we create meaning—we don’t discover it. Frankl leaned in the opposite direction. He believed there are inherently meaningful things and we discover them. 

Our point here is not to take sides, but to notice that it’s possible for both perspectives to be meaningful to different individuals. It’s also possible for some individuals to believe both perspectives at the same time. 

The existential position on dichotomies or dialectics is that we can learn from exploring both extremes. We need to embrace both perspectives, honor both perspectives, and work to deepen and broaden our understanding of both sides . . . thereby experiencing, creating, or discovering our personalized version of what’s meaningful.  

Classroom Activities


In addition to the activities listed in the text, we often use an activity derived from Yalom’s work that focuses on Eigenwelt. 

Activity 4.1: Who Are You?


Have class members partner up with someone whom they don’t know especially well. Each student should have with him or her, a paper and pencil or pen. Announce that one student will be asking the questions, and the other student will be answering. More specifically, one student will be asking the other student the same question 10 times. The only rule is this: The person answering the questions may not use the same answer twice. 


As the activity progresses, the person asking the questions should write a list, from 1 to 10, of the answerer’s responses. Of course, the question to be asked is: “Who are you?” So, for 10 consecutive interactions, the questioner asks, “Who are you?,” the answerer responds, the questioner writes down the response and says, “Thank-you” and then looks up and again asks, “Who are you?”


This activity can be repeated by having the partners switch. To take Yalom’s activity in a slightly different direction, you can also switch the question to “What do you want?” and have the questioner repeat this question 10 times and record the responses.


This activity can be either fun and light or heavy and serious, depending on your class and your style. Be sure to take time to debrief the activity with some basic exploratory questions such as “What was it like for you to be asked these questions repeatedly?” “Did you ever feel you were running out of responses?” “As you looked inside at yourself, did you have any insights about who you are and what you want?”   

Activity 4.2: The Existential Beliefs Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with existential theory and practice. Read and briefly reflect on the following statements and then circle the number that best represents how much you agree or disagree with each statement. 

1. The inevitable conditions humans face during life, such as death, responsibility, freedom, and meaning or purpose can and should be a primary focus of counseling and psychotherapy.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

2. People often have opposing or polarized reactions or viewpoints. Growth and change are possible when clients examine and learn from these polarized perspectives.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

3. Striving to find meaning in life is a primary motivational force in the lives of most people. 
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Completely Disagree

  
     On the Fence


  Completely Agree

4. When clients are troubled by anxiety or guilt, they’re better served by embracing and seeking to understand the meaning of these emotions than they are by learning skills for avoiding their emotional reactions. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

5. Successful therapy is about finding one’s center and living as fully in the moment as possible.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

6. The primary therapeutic force or factor that therapists should employ in therapy is the interpersonal therapeutic encounter.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree
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  Completely Agree

7. Therapy works best when therapists are fully present and engaged in a relationship with the client and, at the same time, stet and when appropriate, both empathic and confrontational. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

8. Because all individuals are unique beings with unique personal issues bringing them to therapy, it is very difficult to measure meaningful change in counseling and psychotherapy using the same standardized self-report measures with every client. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

Scoring and Application

To get your total score, add together the numbers you circled for each statement. There are eight statements, and so the highest possible score is 80. The lowest possible score is 0. Calculate your score now:


A score of 80 could indicate your soul has been possessed by Jean-Paul Sartre, Irvin Yalom, or Emmy van Deurzen. A score of 0 means we might see you on the street carrying an “Existential Therapy Sucks!” sign. These extremes are unlikely, but possible. 

Generally, higher scores indicate that your views are compatible with existential approaches and suggest that you may have found your theoretical home. But like everything, scores on this and other questionnaires change as a function of time, knowledge, and experience. This means your scores may change considerably as you learn about existential theory and practice, and then change more as you learn about other approaches. 

For now, based on your existential beliefs pretest score, consider the following possibilities:

· If your score is 64–80, your current views about therapy are extremely consistent with the existential perspective. This means your values, your way of seeing the world, and your personality naturally lean toward an existential perspective. An existential approach may be an excellent fit for you. Alternatively, you may be naïve about existential theory. Although your scores are high now, they could drop after you learn more about existential thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range we encourage you to be open to criticisms of the existential perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward existential ideas. This is a nice attitude; it could mean you’re open to existential ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about existential theory and practice, you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience your scores (and attitude) will likely move one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward existential theory and practice. You don’t have a strong opinion against or in favor of existential ideas. This could mean you don’t care much about this approach one way or another, or it might mean you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about existential approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward existential theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or existential theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.

· If your score is 16 or below, you’re definitely not a fan of existentialism. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and existential approaches, we strongly encourage you to push yourself to see at least some positive dimensions of existential theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Existential Terms 

Cognitive reframing: A therapy technique where the therapist helps the client view something from a different perspective. In existential therapy, this is used to help clients see meaning in situations where they haven’t encountered meaning.

Confrontation: This is described as feedback that focuses on client inconsistencies or discrepancies. This tends to work better when there is a strong therapeutic relationship in place. 
Daimonic: An elemental force, energy, or urge residing within all persons that can be the source of both constructive and destructive impulses. 

Dasein: Translates to “being-in-the-world”

Dasein choosing: Translates to the-person-who-is-responsible-for-his-existence 
Dialectic: A paradox in which learning occurs from exploring and integrating opposites or polarized perspectives. 
Dialectical process: The way by which Hegel believed ideas and human reasoning evolved. The process includes the generation of a concept that then fuels the development of an opposing idea. As a result of the conflict between the ideas a greater level of understanding and higher level of truth can be reached. 
Eigenwelt: One of the four primary existential ways of being-in-the-world; defined as being-with-oneself or the world of the self. 
Existential integration: Integration (from Schneider’s existential integrative therapy model, 2008, 2010) that involves acceptance and integration into one’s whole being the diverse emotional and sensory experiences such as expansive rage beneath an oppressive sadness or contractive melancholy beneath an expansive bravado. 
Existential philosophy: An abstract philosophical perspective focused on inevitable conditions humans face during life, such as death, responsibility, freedom and purpose. Traditionally dismissive of scientific research, existential therapy is guided by the philosophical approach and resulting sensibility of the therapist rather than knowledge gathered from therapeutic practice or a well-defined body of techniques. 
Existential psychodynamics: Also termed ultimate concerns, these issues include:  death, freedom, isolation, and meaninglessness. Existential therapists help their clients face and embrace and embrace these ultimate concerns (see also ultimate concerns). 

Feedback: Psychotherapy involves therapists providing clients information about what they see and hear in the session.
I-Am experience: The experience of being or existing (see also ontological experience). A major focus of existential therapy, the I-Am experience is a sense of waking and being completely tuned into what it’s like to be alive, to exist, to be right here, right now in this particular moment in time. 
Invoking the actual: A way of being in which an existentialist therapist is tuned into all that is being communicated by the client in any way and mirrors back all the emotions that the client is manifesting. 
I-Thou relationship: A deep connection between two individuals that is completely mutual and celebratory in which both self and other are experienced fully. 
Logotherapy: A therapeutic paradigm developed by Frankl focused on helping clients find meaning in life. Logotherapy was developed by Frankl after he was imprisoned in Nazi concentration camps and focuses on confronting clients with their will to meaning and need to define, choose and pursue what they consider personally meaningful. 
Mindfulness: A traditional Buddhist approach to daily living that emphasizes the acceptance of one’s thoughts and of challenging life situations. A popular psychotherapeutic approach at the foundation of dialectical behavior therapy, acceptance and commitment therapy, and mindfulness based cognitive therapy, it also shares important elements with the existential perspective including suspended judgment, nonstriving, and letting go of any agenda related directly to curing or fixing in place of acceptance of what is.

Mindfulness-based existential therapy: Mindfulness fits with the existential approach as long as it’s integrated into therapy in a way that honors authenticity and the I-Thou relationship.  Mindfulness and existential therapy have some traits 

Mitwelt: One of the four primary existential ways of being-in-the-world; mitwelt is defined as being-with-others or the social world. 
Neurotic anxiety: One of two types of anxiety identified by the existential perspective, neurotic anxiety is a feeling of angst out of proportion (either repressed or exaggerated) to the situation used for avoidance, denial or other destructive responses rather than for creative or effective reactions. 
Neurotic guilt: One of two types of guilt identified by existentialist theory, neurotic guilt is the pathologic feeling of guilt that doesn’t serve to help the feeler understand ethical behavior or decisions, but is instead a twisted, exaggerated, or minimized experience of guilt justifying or causing maladaptive of pathologic behaviors. 
Normal anxiety: One of two types of anxiety identified by the existential perspective, normal anxiety is a feeling of angst directly proportional to the situation that is within the awareness of the individual and can be used creatively and effectively in one’s life. 
Normal guilt: One of the two types of guilt identified by existentialist theory, normal guilt is a healthy, adaptive feeling that functions as a sensor alerting the individual to what behaviors, thoughts and actions are ethically correct and morally acceptable. 
Ontological experience (see also I-Am experience): The experience of being from the root words ontos meaning, “to be” and logical meaning, “the science of.” A major focus of existential therapy, it may be thought of as waking up and being completely tuned into what it’s like to be alive, to exist, to be here right now in this particular moment in time.
Paradoxical intention: A therapeutic technique originally employed by Alfred Adler in which the client is encouraged to intentionally exaggerate rather than avoid a reality or situation that is causing them anxiety or difficulty. Also employed and discussed by Frankl, the deliberate shift in perspective provided by paradoxical intention is therapeutic in allowing the client distance from the symptom or difficulty reality and even invoking a bit of humor. Frankl felt that it was a technique that was especially effective for anxiety, compulsions, and physical symptoms. 
Philosophy: From the Greek roots meaning “love” and “wisdom,” the study of the fundamental nature of knowledge, reality, and existence. 
Presence: A term used to describe the therapist’s initial approach to the therapy relationship. A critical component of an existential approach, presence sets the stage for the therapeutic interaction, highlights important features of the interaction itself and impacts the client directly. 
Überwelt: One of the four primary existential ways of being-in-the-world; überwelt is defined as being-with-the-spiritual or over world. 
Ultimate concerns (see also existential psychodynamics): These define the nature of reality for existential philosophy and serve as the focus of existential therapy. Ultimate concerns include:  death, freedom, isolation, and meaninglessness. Existential therapists help clients face and embrace these concerns that can be sources of anxiety, avoidance and maladaptive or neurotic behavior. 
Umwelt: One of the four primary existential ways of being-in-the-world; umwelt is defined as being-with-nature or the physical world. 
Chapter 5: Person-Centered Theory and Therapy


This chapter has person-centered theory and therapy as its central focus. Included next are (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms.


Alternative Lecture Topics

Lecture/Discussion Topic 5.1: Read and Discuss the Case of the Silent Young Man

Students often complain that the person-centered approach is unlikely to work well with someone who is blatantly resistant to therapy. Although this is often the case, quickly dismissing the power of person-centered therapy is inadvisable. We find that a reading and discussion of Carl Rogers’s famous therapy with The Silent Young Man helps students see that this approach is much more than a technique of parroting back to clients.

The following is an excerpt from what one of Rogers’s most famous cases.  The client, a 28-year-old male, was randomly selected to work with Dr. Rogers as a part of a research study on the effectiveness of psychotherapy with schizophrenics. Several excerpts of sessions with this client and a follow-up letter Rogers received two years after the client left the hospital are available in the original publication (Rogers, 1967b). We include this excerpt because it is an excellent example of a session in which Rogers experiences and expresses congruence, unconditional positive regard, and empathic understanding. This excerpt picks up midway through the second session. Commentary from Rogers is in quotation marks within [“brackets”]. Our commentary is in (parentheses). 

CLIENT: [Almost inaudibly] All day yesterday and all morning I wished I were dead. I even prayed last night that I could die.

THERAPIST: I think I caught all of that—for a couple of days now you’ve just wished you could be dead and you’ve even prayed for that—I guess that—one way this strikes me is that to live is such an awful thing to you, you just wish you could die, and not live.

[Silence of 1 minute, 12 seconds]

THERAPIST: So that you’ve been just wishing and wishing that you were not living. You wish that life would pass away from you. 

[Silence of 30 seconds](As you read this case example, try to imagine letting yourself, as a therapist, staying silent for these sometimes extended time periods.)

CLIENT: I wish it more’n anything else I’ve ever wished around here.

THERAPIST: M-hm, m-hm, m-hm. I guess you’ve wished for lots of things, but boy! It seems as though this wish to not live is deeper and stronger than anything you ever wished before. (Notice that Rogers stays with and focuses on the client’s suicidal wish, rather than trying to move him away from his suffering.)

[Silence of 1 minute, 36 seconds]

THERAPIST: Can’t help but wonder whether it’s still true that some things this friend said to you—are those still part of the thing that makes you feel so awful? (This is a clarification question based on what the client said in the previous session. Rogers is trying to understand the context of the client’s awful feelings and wonders if it continues to be related to an incident in which a friend said something insulting to the client.)

CLIENT: In general, yes.

THERAPIST: M-hm.

[Silence of 47 seconds]

THERAPIST: The way I’m understanding that is that in a general way the fact that he felt you were no good has just set off a whole flood of feeling in you that makes you really wish, wish you weren’t alive. Is that—somewhere near it?

CLIENT: I ain’t no good to nobody, or I ain’t no good for nothin’, so—why should I go on living?

THERAPIST: M-hm. You feel, “I’m not any good to another living person, so—why should I go on living?” (Notice that Rogers uses the personal pronoun “I” when reflecting the client’s statement. This is an example of Rogers’s walking within empathic reflection.) 

[Silence of 21 seconds]

THERAPIST: And I guess a part of that it that—here I’m kind of guessing and you can set me straight. I guess a part of that is that you felt, “I tried to be good for something as far as he was concerned. I really tried. And now—if I’m no good to him, if he feels I’m no good, then that proves I’m just no good to anybody.” Is that, uh—anywhere near it?

CLIENT: Oh well, other people have told me that too. (This client has been very difficult on the hospital ward, sometimes fighting with staff.)

THERAPIST: Yeah. M-hm. I see. So you feel if, if you go by what others—what several others have said, then, you are no good. No good to anybody. [Silence of 3 minutes, 40 seconds.]

THERAPIST: I don’t know whether this will help or not, but I would just like to say that—I think I can understand pretty well—what it’s like to feel that you’re just no damn good to anybody, because there was a time when—I felt that way about myself. And I know it can be really rough. [Rogers comments: “This is a most unusual kind of response for me to make. I simply felt that I wanted to share my experience with him—to let him know he was not alone.”]

[Silence of 13 minutes] (Imagine sitting through 13 minutes of silence—right after you’ve made a personal disclosure.)

THERAPIST: I see we’ve only got a few more minutes left.

[Silence of 2 minutes, 51 seconds.]

THERAPIST: Shall we make it next Tuesday at eleven, the usual time?

[Silence of 1 minute, 35 seconds.]

THERAPIST: If you gave me any answer, I really didn’t get it. Do you want to see me next Tuesday at eleven?

CLIENT: Don’t know.

THERAPIST: “I just don’t know.”

[Silence of 34 seconds.]

THERAPIST: Right at this point you just don’t know—whether you want to say “yes” to that or not, hm?—I guess you feel so down and so—awful that you just don’t know whether you can—can see that far ahead. Hm?

[Silence of 50 seconds.]

THERAPIST: And another thing I would say is that—if things continue to stay so rough for you, don’t hesitate to have them call me. And if you should decide to take off, I would very much appreciate it if you would have them call me and—so I could see you first. I wouldn’t try to dissuade you. I’d just want to see you. (Rogers is not planting the idea of “taking off” in the client’s mind because in the previous session the client had talked about “taking off” and running away from the hospital.)

CLIENT: I might go today. Where, I don’t know, but I don’t care.

THERAPIST: Just feel that your mind is made up and that you’re going to leave. You’re not going to anywhere. You’re just—just going to leave, hm?

[Silence of 53 seconds]

CLIENT: [Mutters in discouraged tone] That’s why I want to go, ’cause I don’t care what happens.

THERAPIST: Huh?

CLIENT: That’s why I want to go, ’cause I don’t care what happens.

THERAPIST: M-hm, m-hm. That’s why you want to go, because you really don’t care about yourself. You just don’t care what happens. And I guess I’d just like to say—I care about you. And I care what happens. [Rogers comments: “This was the spontaneous feeling that welled up in me, and that I expressed. It was certainly not planned, and I had no idea it would bring such an explosive response.”] (Our analysis of this interaction is that the client does not have regard for himself and Rogers counters this with a reflection of feeling and then a personal disclosure that communicates positive regard.)

[Silence of 30 seconds] [Jim bursts into tears and unintelligible sobs.]

THERAPIST: [Tenderly] Somehow that just—makes all the feelings pour out.

[Silence of 35 seconds]

THERAPIST: And you just weep and weep and weep. And feel so badly.

[Jim continues to sob, then blows nose and breathes in great gasps.]

THERAPIST: I do get some sense of how awful you feel inside—you just sob and sob. (Rogers makes no effort to move the client away from these powerful sad feelings, but instead acts as a mirror, reflecting back to the client the pain and awful feelings.)

[He puts his head on desk, bursting out in great gulping, gasping sobs.]

THERAPIST: I guess all the pent-up feelings you’ve been feeling the last few days just—just come rolling out.

[Silence of 32 seconds, while sobbing continues]

THERAPIST: There’s some Kleenex there, if you’d like it—Hmm [sympathetically]. You just feel kind of torn to pieces inside.

[Silence of 1 minute, 56 seconds.]

CLIENT: I wish I could die [sobbing].
THERAPIST: You just wish you could die, don’t you? M-hm. You just feel so awful, you wish you could perish.

[Therapist laid his hand gently on Jim’s arm during this period. Jim showed no definite response. However, the storm subsides somewhat. Very heavy breathing.] [Silence of 1 minute, 10 seconds.]

THERAPIST: You just feel so awful and so torn apart inside that, that it just makes you wish you could pass out.

[Silence of 3 minutes, 29 seconds.]

THERAPIST:  I guess life is so tough, isn’t it? You just feel you could weep and sob your heart away and wish you could die. 

[Heavy breathing continues.] [Silence of 6 minutes, 14 seconds.] [Rogers comments: “As I have listened to the recording of this interview, I wish I had responded to the relief he must have been experiencing in letting his despair pour out, as well as to the despair itself.”]

THERAPIST: I don’t want to rush you, and I’ll stay as long as you really need me, but I do have another appointment, that I’m already late for.

CLIENT: Yeah.

[Silence of 17 minutes] (Again, Rogers shows immense patience. Can you imagine feeling a bit irritated with this client for his unresponsiveness?)

THERAPIST: Certainly been through something, haven’t you?

[Silence of 1 minute, 18 seconds]

THERAPIST: May I see you Tuesday?

CLIENT: [Inaudible response.]

THERAPIST: Hm?

CLIENT: Don’t know [almost unintelligible].

THERAPIST: “I just don’t know.” M-hm. You know all the things I said before, I mean very much. I want to see you Tuesday and I want to see you before then if you want to see me. So, if you need me, don’t hesitate to call me.

[Silence of 1 minute]

THERAPIST: It’s really rough, isn’t it?

[Silence of 24 seconds]

CLIENT: Yes.

THERAPIST: Sure is. [Jim slowly gets up to go.]

[Silence of 29 seconds]

THERAPIST: Want to take that too? [Jim takes appointment slip.]

[Silence of 20 seconds]

THERAPIST: There’s a washroom right down the hall where you can wash your face. [Jim opens door; noise and voices are heard from corridor.] 

[Silence of 18 seconds] [Jim turns back into the room.]

CLIENT: You don’t have a cigarette do you? [Therapist finds one.]

THERAPIST: There’s just one. I looked in the package—but I don’t know. I haven’t any idea how old it is, but it looks sort of old.

CLIENT: I’ll see you [hardly audible].

THERAPIST: Okay. I’ll be looking for you Tuesday, Jim.

In his follow-up commentary to this therapy session, Rogers notes that the client returned to the next session and “. . . was inarticulate, silent, uncommunicative, and made no reference” to the previous interview. He also reports that it took months for any change to begin to show in the silent young man. Finally, he includes a follow-up letter from the young man 2 years after the interview excerpt included here. In this letter, the man reports substantial progress and states toward the end of the rather lengthy letter, somewhat sarcastically, “Well, Doc, I guess I’ve talked enough about myself and I guess about halfway back, I’d have let you do all of it. Right?”

Lecture/Discussion Topic 5.2: Rogers and Martin Buber

In 1957, Rogers and Buber met at the University of Michigan for a recorded dialogue in front of a live audience. During a portion of the dialogue, they strayed into the concept of perceptions of self-other differences. A small excerpt of this dialogue follows. As with the preceding material, you may print this out as a reading and then have students discuss it in class:

Rogers: OK. But one other thing that I feel is this. I’ve sometimes wondered whether this is simply a personal idiosyncrasy of mine, but it seems to me that when another person is really expressing himself and his experience and so on, I don’t feel, in the way that you’ve described, different from him. That is, I don’t know quite how to put this, but I feel as though in that moment his way of looking at his experience, distorted though it might be, is something I can look upon as having equal authority, equal validity with the way I see life and experience. It seems to me that really is the basis of helping, in a sense.

Buber: Yes.

Rogers: And I do feel there’s a real sense of equality between us.

Buber: No doubt of it. But I am not speaking now about your feeling but about a real situation. I mean you, too, look, as you just said, on his experience. Neither you nor he look on your experience. The subject is exclusively he and his experience. He cannot in the course of, let’s say, a talk with you, he cannot change his position and ask you, “Oh, Doctor, where have you been yesterday? Oh, you have been in the movies? What was it and how were you impressed? He cannot do it. So, I see and feel very well your feeling, your attitude, your taking part. But you cannot change the given situation. There is something objectively real that confronts you. Not only he confronts you, the person, but also the situation. You cannot change it.

Rogers: Well now, now I’m wondering, Who is Martin Buber, you or me, because what I feel . . . (Laughter.)

Buber: I’m not, so to say, “Martin Buber” as, how do you say, with quotes.

Rogers: In that sense, I’m not “Carl Rogers,” either. (Laughter.)

Buber: You see, I’m not a quoted man who thinks so and so and so (Kirschenbaum, 1989, p. 51).

Classroom Activities

Activity 5.1: Thou Shalt Not Ask Questions


After listening to Rogers for a while, it usually becomes clear that he rarely asks clients any probing questions. The reason for this is probably the fact that questions are inherently directive: they direct clients to move in a direction the interviewer desires. In this activity, our goal is to increase our student’s awareness of the impulse to ask questions and to resist that impulse. You may use a 5-, 10-, 20-, or even 50-minute interview to give students this experience. The interview instructions are simple:


Instructions: Have students partner up. One student will be the therapist and the other the client. We recommend that, when in the client role, both students cooperate by talking freely about whatever they want to talk about, but be sure to occasionally pause so that the therapist can say something, too. The therapist’s job is to listen, reflect, clarify, paraphrase, summarize, and walk within. However, while doing all this, the therapist is to completely avoid asking any questions of the client. 


Students often complain that this is very difficult and weird, and we agree. Afterwards, debrief the activity with questions like: “Were you able to make it without asking questions?” “What was it like to avoid asking questions?” “What benefits (and what costs) did you notice with avoiding questions?” “What was is like for the client, to not be asked any questions?”  

Activity 5.2: The Person-Centered Beliefs Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with person-centered theory and practice. Read and briefly reflect on the following statements and then circle the number that best represents how much you agree or disagree with each statement. 

1. The client himself or herself is the best expert on the direction therapy should go and consequently, therapists should trust their clients to lead them to the most important topics to talk about. 
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2. Clients (and all people) have within them a deep actualizing or formative tendency. If this force is activated, it can pull or push clients toward positive growth and development.
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3. Clients (and therapists) are able to sense nonverbal patterns in relationships and the world; this experiential knowledge can be harnessed and used in positive ways as a sort of intuitive knowing. 
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4. One of the most powerful and enduring sources of client psychopathology are the “conditions of worth” placed on them by parents, caretakers, and/or society. 
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5. Successful therapy occurs because the therapist has established a relationship with clients based on authenticity, respect, and empathic understanding. This is the foundation for change and sometimes may be all that’s needed for therapy to succeed.
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6. Therapist self-disclosure, transparency, and genuineness are very important, but the main focus of therapy is on helping clients focus on and explore their personal experiences. 
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7. Therapists should focus on adopting an attitude of acceptance and prizing of clients with whom they work. 
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8. Psychological assessment should generally be avoided because it’s just another way that therapists or experts judge clients—rather than letting clients judge themselves. 
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Scoring and Application

To get your total score, add together the numbers you circled for each statement. There are eight statements, and so the highest possible score is 80. The lowest possible score is 0. Calculate your score now:


A score of 80 could indicate you’re in deep empathic resonance with the spirit of Carl Rogers. A score of 0 means you probably think empathy and humility are signs of personal weakness and may want to seek a different career path—something like dictator or aspiring presidential candidate might work. 

Higher scores indicate your views are very compatible with person-centered therapy approaches. But as noted in previous chapters, your scores may change as you learn more about different theoretical orientations. 
For now, based on your person-centered beliefs pretest score, consider the following possibilities:
· If your score is 64–80, you’re thinking like a person-centered therapist. This means your values, your way of seeing the world, and your personality naturally lean toward a person-centered perspective. Your high scores could also mean you’re naïve about person-centered theory. Your scores could drop after you learn more about person-centered thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the person-centered perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward person-centered ideas. This is a nice attitude; it could mean you’re open to person-centered ideas, but perhaps not quite sure what to think of them yet. As you learn more about person-centered theory and practice, you may find yourself feeling more positive or more neutral, depending on the fit between you and the theory and application.

· If your score is 36–44, you’ve got a neutral attitude toward person-centered theory and practice. You don’t have a strong opinion in either direction. This could mean you don’t care much about this approach one way or another, or it might mean that you don’t have enough information or experience to know how you really feel. If your score is in this range we recommend staying open to learning what you can while noticing and tracking your reactions to person-centered approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward person-centered theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or person-centered theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.

· If your score is 16 or below, you’re definitely not a person-centered therapy fan. However, because the listening and empathic skills associated with person-centered therapy are so central to counseling and psychotherapy, this could also mean you’re not well-suited to listening empathically to others. If you’re sincerely interested in being a mental health or human services professional, you should definitely push yourself to see at least some positive dimensions of person-centered theory and practice. Listening respectfully is an attitude and skill required of professional counselors and psychotherapists. 

Glossary of Key Person-Centered Terms 

Absolute worth: one of the four parts of profound acceptance, this is the Rogerian idea of unconditional positive regard. 
Accurate empathy: One of the three core conditions of counseling or psychotherapy identified by Carl Rogers. Accurate empathy or empathic understanding refers to “feeling with” clients as they explore their personal experiences in therapy. Accurate empathy also refers to one of the four parts of profound acceptance in motivational interviewing.
Actualizing or formative tendency: Similar to Maslow’s self-actualizing tendency, Carl Rogers believed that individuals, when provided an environment characterized by congruence, unconditional positive regard, and accurate empathy (the core conditions), will grow and develop in positive directions.

Affirmation: One of the four parts of profound acceptance, this involves an active search or focus on what’s right with people instead of what’s wrong or pathological about people.

Amplified reflection: This is a motivational interviewing technique. It involves the therapist intentionally amplifying or slightly overstating the nature of what a client is saying. Using this technique will often result in clients backing off from what they previously said and subsequently becoming more open to exploring exceptions to what they had stated.  

Autonomy support: This part of profound acceptance emphasizes the idea of a person’s right to decide their own path. 

Change talk: is defined as client talk that focuses on their desire, ability, reason, and need to change their behavior, as well as their commitment to change
Classical PCT: Classical PCT is the traditional approach employed by Carl Rogers. It does not involve the combination of PCT with any other approach and emphasizes the non-directive role of the counselor and the need for the client to lead in a person-centered exploration process.

Client ambivalence:  This is a primary target of Motivational Interviewing.  Ambivalence is normal in human decision making and because the client is struggling with wanting two opposite things, the therapist wants them to weigh the pros and cons of each. 

Client-centered therapy: The second stage in the evolution of Rogers’s person-centered therapy.

Compassion: One of the four overlapping components that the spirit of MI comes from.  It’s described as making the commitment to do what is best for your client and act in their best interest.  Compassion can be shown through empathy and genuine 

Complex reflections: Complex reflections go beyond the surface and make educated guesses about what clients are thinking, feeling, or doing. They add meaning, focus, or a particular emphasis to what the client said.
Coming alongside: This is a motivational interviewing concept or technique. It involves coming alongside the client’s argument against positive or healthy change. Miller and Rollnick (2002) refer to it as a special case of amplified reflection. 

Conditions of worth: These are value-based conditions placed on children (or adults). Essentially, conditions of worth give the recipient the message: “You are acceptable or worthwhile only when you engage in behaviors of which I approve.”
Congruence: As a core therapy condition, congruence is defined or described as authenticity or transparency. It can also refer to the congruence between the real and the ideal self.
Contemporary PCT: In contrast to classical PCT, contemporary PCT approaches emphasize that although therapists begin from a place of non-directiveness, they can use person-centered principles as a foundation for implementing other, more directive, therapy approaches.
Emotion-focused therapy (aka process-experiential psychotherapy): This therapy approach, developed by Leslie Greenberg (see Greenberg, 2011), is fundamentally person-centered, but combines the person-centered philosophy or approach with Gestalt empty chair techniques. The result is a therapy that uses the empty chair dialogue to facilitated greater emotional clarity and self-development. 

Emotional regulation: One of the three core subprocesses of empathy.  Sometimes during therapy, the therapist might feel activated themselves and this might be an appropriate time to share their feelings to the situation through self-disclosure.  

Emotional stimulation: One of the three core subprocesses of empathy, this is when a therapist might begin to tear up when the client is crying as well.  This process involves mirror neurons and can be experienced with other emotions as well. 

Empathic understanding: One of the three core conditions.  This is when the therapist attempts to understand the world through the eyes of the client.  Rogers demonstrated this through reflection and using a skill called “walking within”. 

Ideal self: The ideal self is filled with unattainable shoulds derived from dysfunctional societal and familial conditions of worth. 
Incongruence: A discrepancy between the real and ideal self is known as incongruence. It can be associated with a growing but vague awareness of discomfort, of something being terribly wrong.
Interpersonal empathy: One of the three forms of empathic knowing identified by Rogers (1964). Clark (2010) described interpersonal empathy as occurring when: “the counselor attempts to grasp [and feedback] the phenomenological experiencing of a client from an immediate or extended perspective.” (p. 349)

Moment-to-moment sensitivity: requires focused attention to clients’ constantly changing ways of being.  Rogers would not want to confront a client on inconsistencies because that might lead to lack of trust in the therapeutic relationship.  A therapist must notice inconsistencies and be sensitive to how their client is changing from moment to moment. 

Motivational interviewing: This is an evidence-based therapy approach developed by William Miller and Steven Rollnick (2002). Motivational interviewing is based person-centered principles, but employs an intentionally directive style designed to help clients explore their ambivalence about change and consequently become able to articulate why positive change is desirable.
Necessary and sufficient conditions: In a landmark 1957 article, Rogers outlined the necessary and sufficient conditions of therapeutic personality change. These conditions included the core conditions of congruence, unconditional positive regard, and empathic understanding, but also additional factors associated with psychological contact. Most researchers now view these conditions as “facilitative” but not necessary.
Negative self-regard: This occurs when someone (especially a child) experiences conditions of worth. These conditions of worth can result in a discrepancy between what the person genuinely wants and what others (usually parents or authority figures) expect of them or approve. When this discrepancy exists then individuals may begin to devalue their authentic desires and therefore develop negative self-regard. 

Nondirective counseling: The first stage in the evolution of Rogers’s person-centered therapy. This stage occurred in the 1950s.
Objective empathy: One of the three forms of empathic knowing identified by Rogers (1964). Clark (2010) described objective empathy as “a counselor’s use of theoretically informed observational data and reputable sources in the service of understanding a client.” (p. 349)
Organism: Rogers used the term organism to refer to the locus of all psychological experience. The organism is the entire realm of an individual’s experience, while the self is the ‘‘me’’ portion of the organism.
Pacing: During counseling or psychotherapy, therapists are typically either pacing or leading the client. Pacing the client involves engaging in nondirective therapy behaviors. 
Person-centered therapy: The third stage in the evolution of Rogers’s person-centered therapy. During this time (the 1960s) Rogers renamed his approach “Person-centered therapy.”

Perspective taking: One of the three core subprocesses of empathy, this is the cognitive part that allows the therapist to see the world from the client’s perspective. 

Profound acceptance: This is a Motivational Interviewing idea that the therapist must accept what a client is bringing to therapy.  This idea has four parts including: absolute worth, accurate empathy, autonomy support, and affirmation. 

Real self: In Rogers’s personality theory, the real self is the total organismic self or the self linked to actualization.
Self-theory: Rogers’s theory of personality is describes as a “self-theory” because of its emphasis on the development of the self.

Simple reflections: This technique is used when the therapist takes what the client has said and reflects it back to them using similar language. The purpose is for the client to know that you are listening and it also allows the client to hear what they have just said. 

Subception: Subception is the term used by theorists in the mid-1900s, including Rogers, that referred to subliminal perception. 
Subjective empathy: One of the three forms of empathic knowing identified by Rogers (1964). Clark (2010) described subjective empathy as a source of empathy that: enables a counselor to momentarily identify with a client through intuitive reactions and fleetingly imagine and experience what it is like to be a client.
Sustain talk: is the opposite of change talk; clients may be talking about lack of desire, ability, reason, and need to change.
Unconditional positive regard: Unconditional positive regard is also referred to as acceptance, respect, or prizing. It involves an emphasis on valuing the client as a separate person whose thoughts, feelings, beliefs, and entire being are openly accepted, without conditions.
Walking within: This is a “technique” that involves the therapist metaphorically stepping into the client’s psychological world and speaking from that perspective using first-person pronouns.

Worldwide issues: This is the fourth phase of Rogers’ therapy approach. This final developmental period was when Rogers focused his work on world peace and interracial relations. 
Chapter 6: Gestalt Theory and Therapy

This chapter focuses on the history and practice of Gestalt theory and therapy. Included next are (a) alternative lecture topics, (b) classroom activities, (c) a glossary of key terms, and (d) a short-answer study guide.

Alternative Lecture Topics

Lecture/Discussion Topic 6.1: Gestalt Perceptual Principles


As you probably know, there’s a rich tradition of Gestalt perceptual principles and tricks. In addition, there’s also a rich trove of Gestalt perceptual examples available on the Internet (one example is below, Figure 6.1). Images such as the one included in Figure 6.1 can be shown on PowerPoint slides and used to stimulate a discussion about exactly what is figure and what is ground. Although students and faculty will come up with a variety of ideas based on these perceptual tricks and images, two very basic points should be emphasized: 

1. Perception is highly subjective.
2. It is often, but not always, possible to intentionally shift your attention in a way that allows you to “see” or perceive something in a manner similar to how others are seeing it.
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Figure 6.1: A Beautiful Vase or Two Human Faces?

Lecture/Discussion Topic 6.2: Gestalt Therapy Warnings


It’s very easy for students to be quickly drawn into the power and excitement of doing Gestalt therapy. The process can be rather enchanting. However, as emphasized in the text, it’s very important for all therapists, and especially new therapists, to recognize how Gestalt therapy can evoke resistance or be overwhelming to clients and consequently lead to negative outcomes. 


One way to explore these less positive potentials is to solicit volunteers and do demonstrations. For example, having a volunteer come up and then using a Gestalt technique of commenting on body posture, facial expressions, voice quality, and so forth, can raise discomfort. This example can help students see and experience a rationale for establishing a trusting relationship before using provocative Gestalt techniques. Similarly, having students role play an empty chair, while at the same time monitoring their need to censor what they “might” say, can help demonstrate just how quickly Gestalt techniques can bring the there-and-then into the here-and-now.
Classroom Activities

Activity 6.1: Playing with your Polarities (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
As noted back in the Existential Chapter, Perls said: “every psychological phenomenon . . .  [is] experienced as a polarity” (p. 3). Of course, Carl Jung (see the online chapter) would agree and might add that we need to play or bathe or immerse ourselves in our polarities to go deeper into our understanding and integration of the self. 

This activity offers students a chance to play or explore their polarities. Have your students follow the steps below:

1. Select a partner

2. Remember: For all Gestalt experiments it’s crucial that you focus in on your self-awareness and monitor yourself as you engage in the activity—come to your senses!

3. Both you and the partner should read through these procedures before starting—to make sure you’re both on the same page (literally).
4. You should each identify an annoying personal habit. It could be procrastination, nail-biting, smoking, and so on.
5. One person volunteers to go first and to focus on his or her annoying habit.
6. The other person is the designated “polarizing” responder.
7. The person who goes first begins by describing his or her annoying habit and making a case for retaining it (e.g., “I bite my nails and that’s okay. I like it. It relaxes me . . .”). 

8. The polarizing responder makes the counterpoint (e.g., “Biting your nails is a gross habit. You should stop doing that right now . . .”).
9. This polite, but expressive point-counterpoint continues for about 90 seconds.
10. Then, the person who is talking about his or her annoying habit suddenly shifts course and begins talking about how he or she should definitely give it up (e.g., “I hate the fact that I bite my nails. Think of all the germs under my nails. I’m quitting that . . .”).
11. Of course, the polarizing responder then shifts to supporting the habit (e.g., “it’s not that big of a deal . . . what’s wrong with biting your nails. . . you’ve been doing it for years and it’s never hurt anyone . . .”).
12. Do the polite and expressive point-counterpoint for about 90 more seconds.

13. At the end of this exchange, take some time to debrief. Ask yourselves many questions, including: “What did it feel like to embrace each side? Did you experience any “aha” moments? 

14. As time permits, repeat the process with the opposite roles.

Activity 6.2: The Gestalt Theory and Therapy Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with Gestalt theory and practice. Read and briefly reflect on the following statements, and then circle the number that best represents how much you agree or disagree with each statement. 

1. The most important focus for therapy is on client self-awareness in the present moment. This awareness should include physical and sensory awareness; intellectualizing or thinking should be de-emphasized. 
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2. The therapist’s primary role is to help clients become aware of their needs, sensations, and desires so that they can be dealt with more directly and authentically. 
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3. Therapists should actively comment on their client’s physical positions, postures, gestures, and so forth, as these motor movements represent emotional and cognitive events occurring within the client. 
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4. Therapy should focus on an authentic relationship between therapist and client, immediacy (or being present in the here and now), and an emphasis on therapy process over intellectual or cognitive content. 
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5. The main purpose of therapy techniques is to bring unfinished business from the past into the present so that it can be dealt with more directly and effectively. 
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  Completely Agree

6. Psychopathology develops because individuals are resisting contact with the world or others and experiencing boundary disturbances between themselves and others (such as projection and deflection). 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

7. Therapy works best when therapists encourage or challenge clients to experiment with or enact specific behaviors within the session while also helping clients focus on their moment-to-moment awareness. 
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  Completely Agree

8. In therapy clients should be pushed to stay in touch with their feelings and take responsibility for all of their behaviors. 
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Completely Disagree
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  Completely Agree

Scoring and Application

To get your total score, add together the numbers you circled for each statement. There are eight statements, and so the highest possible score is 80. The lowest possible score is 0. Calculate your score now:


A score of 80 might mean that you eat, drink, digest, and eliminate a Gestalt approach to theory and therapy in which the whole of you is always far greater than the sum of your parts. A score of 0 means even the taste of a Gestalt mental metabolism produces an instant spitting (or vomiting) response. Basically, there’s no part of you that muscularly resonates with the Gestalt way of being. These extremes are unlikely, but possible. 

Generally, higher scores indicate your views are compatible with Gestalt approaches and suggest that you may have found your theoretical home. But like everything, scores on this and other questionnaires change as a function of time, knowledge, and experience. This means your scores may change considerably as you learn about and experience Gestalt theory and practice, and then change more as you learn about other approaches. 
For now, based on your Gestalt beliefs pretest score, consider the following possibilities:
· If your score is 64–80, your current views about therapy are extremely consistent with the Gestalt perspective. This means your values, your way of seeing the world, and your personality naturally lean toward a Gestalt perspective. A Gestalt approach may be an excellent fit for you. Alternatively, you may be naïve about Gestalt theory. Although your scores are high now, they could drop after you have more Gestalt-related experiences or after you learn more about other therapy approaches. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the Gestalt perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward Gestalt ideas. This is a nice attitude; it could mean you’re open to Gestalt ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you gain more Gestalt theory and practice experiences, you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience, your scores (and attitude) may move in one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward Gestalt theory and practice. You don’t have a strong opinion in favor of or against Gestalt ideas. This could mean you don’t care much about this approach one way or another, or it might mean you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about Gestalt approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward Gestalt theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or Gestalt theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.

· If your score is 16 or below, you’re definitely not a fan of the Gestalt way of doing therapy. The challenge for you is to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and Gestalt approaches, we strongly encourage you to push yourself to see at least some positive dimensions of Gestalt theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Gestalt Terms 

Awareness: Client awareness runs the gamut from body sensations to emotions and values. Polster’s (1966) second phase of Gestalt therapy is awareness.

And this is my existence: A Gestalt dream work technique in which clients are asked to describe a dream image and follow their description with “and this is my existence.”
Body feedback: An important part of Gestalt therapy in which the therapist consistently notices and points out client’s nonverbal behavior and physical manifestations.
Boundary disturbances: In the Gestalt paradigm, these are the ways of having “resistance to contact.” The specific methods by which individuals may interrupt or resist contact are:  (a) introjection; (b) projection; (c) retroflection; (d) deflection; or (e) confluence.

Bracketing: The cognitive tool therapists use to keep their own judgments and countertransference from spoiling the dialogic relationship.

Character armor: Theodore Reich used the term character armor to describe muscular resistance through which clients defended against their libido.
Confluence: A type of boundary disturbance that involves boundary merging or the experience of not knowing where one person stops and the other begins.
Contact: Considered the lifeblood of Gestalt therapy and a necessary component of all learning possibilities, contact is the exchange of information between self and other. The definition of contact implies boundaries that function to connect as well as separate self and other.
Deflection: A boundary disturbance involving a distraction designed to diffuse, reduce, or avoid contact. Perls used the term Aboutism to describe deflection as talking about things or about the self rather than directly experiencing contact.

Dialogic relationship: Involves full presence, authenticity, acceptance, and willingness for open communication. This stance is aspirational, meaning that therapists shouldn’t expect to continuously achieve it. Therapists should always have the intention of having this relationship with their clients. 

Dream work: Working with dreams in ways that help clients own all persons, parts, and objects in their dream is a core procedure or activity in Gestalt therapy.
Emotion-focused therapy: An approach developed by Leslie Greenberg, PhD, that integrates person-centered, Gestalt, and existential therapy traditions.
Empty-chair technique: A core Gestalt experiment or technique in which the client is imagines someone or a part of the self into an empty chair and then initiates and maintains a dialogue with that person or part of the self.
The exaggeration technique: A Gestalt experiment in which clients exaggerate their subtle nonverbal behaviors. This technique helps clients to reclaim their entire self—including their bodies—and amplifies the meaning of behaviors that may have been outside awareness.

Explosive layer: One of the layers of neurosis in Gestalt theory.
Feeling the actual: A Gestalt experiment in which the therapist asks that the client to make up sentences starting with the words “now” or “at this moment” or “here and now” as a way to bring the client’s current physical and emotional experiences into greater awareness.
Field theory: Originally described by Kurt Lewin, this theory emphasizes that individuals and the environment are in a state of constant interaction. It’s a holistic perspective in which everything is relational, and nothing occurs in isolation.
Figure-formation process: The Gestalt term for a shift in cognitive or perceptual focus. Usually it refers to the formation of a figure or focus out of what was before in the background.

Gestalt: This is a German word referring to the unified whole or complete form.  Gestalt focuses on the physical-mental-and emotional of their clients. 

Gestalt therapy: is an existential-humanistic-phenomenological therapy. It focuses on using here-and-now sensory experiences to enhance self-awareness and facilitate personal growth. Gestalt therapy occurs within a relational context. 

Gestalt Bible: Published in 1951, Gestalt Therapy:  Excitement and Growth of the Human Personality, (F. Perls, Hefferline, & Goodman), is considered the founding book or “bible” of Gestalt therapy. It has been described as intellectually challenging and difficult to understand but timeless in a way that makes its relevance longstanding.
Gestalt experiments: Treatment methods in which clients are asked to think, act, or speak in a prescribed way as a part of therapy. Examples of Gestalt experiments include the empty chair technique, the reversal technique and playing the projection.

Grounding: This is one label therapists use to guide clients to a mindful orientation.  Grounding might occur regularly at the opening of therapy. Grounding is also used intermittently, as needed, to center clients in their bodies and in the present moment

Here-and-now: One of the three phrases used by Yontef (2010) to describe the core theoretical factors in Gestalt therapy. Here-and-now describes immediacy or an emphasis on being present in the moment.
Holism: A primary idea associated with Gestalt theory in which the whole is both greater than and different than the sum of its individual parts.
I and Thou: The I and Thou relationship was originally articulated by Martin Buber (see Chapter 4), I and Thou is one of the three phrases used by Yontef (2010) to describe core theoretical factors in Gestalt therapy. I and Thou describes the deepest and most ideal and authentic therapist-client relationship.

I take responsibility for: A Gestalt experiment in which the client is asked to use the phrase I take responsibility for as a prefix to whatever they’re saying in therapy. Especially useful for clients who externalize symptoms, it’s a technique designed to address the problems that result from not owning the whole of oneself.
Impasse: One of the layers of neurosis in Gestalt theory.

Implosive layer: One of the layers of neurosis in Gestalt theory.

Introjection: A type of boundary disturbance that involves complete acceptance of other’s beliefs or standards without any critical thinking or evaluation.
Mental metabolism: A Gestalt term for the process of assimilating ideas by metaphorically biting off what one can, chewing on it, and digesting the idea.

Phobic layer: One of the layers of neurosis in Gestalt theory.

Phony layer: One of the layers of neurosis in Gestalt theory.

Playing the projection: A Gestalt experiment especially applicable to group therapy in which one client takes on and acts out characteristics they’re describing or seeing in other members. Also used in individual therapy, clients can be asked to be or act in a way that is especially annoying or bothersome to him or her in other individuals. This technique is also designed to help clients own parts of themselves that are often disavowed.
Process experiential therapy: The original name for emotion-focused therapy (see Greenberg, 2011).
Projection: One of the five Gestalt boundary disturbances; projection occurs when one person places his or her emotions or traits onto others. Often the projected traits are those the individual would prefer ignoring or disowning.
Relational Gestalt therapy: An approach characterized by the belief that both the client and the therapist bring subjectivity into therapy and neither view is inherently accurate or correct.

Resistance to contact: Enacted as a boundary disturbance, resistance to contact is the reluctance or defense against true interaction with the environment or others that would allow for learning. In a Gestalt paradigm, repeated resistance to contact constitutes psychopathology.
Retroflection: One of five boundary disturbances, retroflection has two components. First, it occurs when someone does to themselves what they would really like to do to another person. Second, it occurs when one does to someone else what they would really like to have done to themselves.
The reversal technique: A Gestalt technique is often used in group therapy in which clients are asked to notice physical sensations, feelings, and thoughts that emerge as she or he engages in behaviors that are less obvious or typical or opposite of normal for them. This technique helps clients reclaim their complete selves and get in touch with parts they ordinarily minimize, deny, or ignore.
Self-regulation: A primary focus of Gestalt therapy, self-regulation is accomplished when one is aware of her or his own needs, sensations, and desires and can therefore deal with them directly and authentically.
Staying with the feeling: A general Gestalt therapy strategy or philosophy used to help clients stay focused on what they’re experiencing in the moment. By encouraging clients to be aware of what they’re feeling, doing, and experiencing in the moment and giving attention, voice or even action to the moment-to-moment experience, staying with the feeling enhances full contact, improves awareness, and stimulates personal development. 
Therapeutic encounter: The initial phase of the Gestalt therapy process.  This is described as the initial interaction between the therapist and the client. 

Top dog/underdog phenomenon: The top dog is the righteous or know-it-all part of the personality (similar to the superego or conscience) and is typically in conflict with the underdog, which is another part of the personality that undermines or frustrates the top dog.

Unfinished business: This term refers to experiences from the past that haven’t been completely finished or processed. Gestalt therapists seek to bring unfinished business from the past into the present counseling session so it can be addressed and “finished.”
What-and-how: One of the three phrases used by Yontef (2010) to describe the core theoretical factors in Gestalt therapy. What-and-how is an emphasis on process over content, a moment-moment examination of what’s happening and how it’s happening. 
Chapter 7: Behavioral Theory and Therapy


This chapter focuses on the history and practice of behavioral theory and behavior therapy. Included next are (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms.
Alternative Lecture Topics

Lecture/Discussion Topic 7.1: Behavioral Activation


Behavioral activation therapy for depression is based in part on the idea that working directly on cognitions to treat depressive symptoms is either irrelevant or potentially destructive. Like many topics in this chapter, the radical behavioral approach and perspective is definitely worth further lectures and discussion.  


One of our favorite ways to engage students in this discussion is to completely embrace the radical behavioral position. This often makes students uncomfortable. We are all so naturally thinking creatures that it’s rather difficult for students to let go of the potential usefulness of cognitive examination and intervention. Nevertheless, we give several examples of how cognitions simply get in the way of and often spoil a good (pleasurable) time. And although we’re not necessarily proponents of hedonism, we ask students to consider letting go of their cognitive evaluation of their every move. This suggestion generally leads to a discussion of mindfulness and then to an even more extreme discussion of mindlessness.
Lecture/Discussion Topic 7.2: Using an Interview to Analyze Symptoms  


Behavior therapists often use clinical interviews to obtain assessment information. The following material, adapted from Clinical Interviewing (2009), may be used as supplementary lecture material:


Once the therapist has identified a primary problem in collaboration with the client, attention should turn to a thorough analysis of that problem, including emotional, cognitive, and behavioral aspects. You should seek answers to a list of questions similar to the following.  As we read through the questions, think about different client problems (e.g., panic attacks, low self-esteem, unsatisfactory personal relationships, binge eating or drinking, vocational indecision) that you might be exploring through the use of such questions:


1.
When did the problem or symptoms first occur? (In some cases, it will be one that the client has experienced before. If so, you should explore its origin and more recent development and maintenance.)


2.
Where were you, and what exactly was happening when you first noticed the problem (what was the setting, who was there, etc.)?


3.
How have you tried to cope with or eliminate this problem?


4.
Which efforts have been most effective?


5.
Can you identify any situations, people, or events that usually precede your experience of this problem?


6.
What exactly happens when the problem or symptoms begin?


7.
What thoughts or images go through your mind when it is occurring?


8.
Do you have any physical sensations before, during, or afterwards?


9.
Where and what do you feel in your body? Describe it as precisely as possible.


10.
How frequently do you experience this problem?


11.
How long does it usually last?


12.
Does the problem affect or interfere with your usual ability to function at work, at home, or at play?


13.
In what ways does it interfere with your work, relationships, school, or recreational pursuits?


14.
Describe the worst experience you have had with this particular symptom. When the symptom is at its worst, what are your thoughts, images, and feelings then?


15.
Have you ever expected the symptom to occur and it did not occur, or it occurred only for a few moments and then disappeared?


16.
If you were to rate the severity of your problem, with 1 indicating it’s not distressful at all and 100 indicating it’s so distressful that it’s going to cause you to kill yourself or die, how would you rate it today?


17.
What rating would you have given your symptom on its worst day ever?


18.
What’s the lowest rating you would ever have given it? In other words, has the symptom ever been completely absent?


19.
As we have discussed your symptom during this interview, have you noticed any changes (i.e., has it gotten any worse or better as we have focused on it)?


20.
If you were to give this symptom and its effects on you a title, like the title of a book or play, what title would you give?
These questions are listed in an order that flows fairly well in many interviews. However, these particular questions and their order are not standard. Before conducting an intake interview, you should review a list of questions such as these and then reword them to fit your style. New questions might be added and others deleted until you believe you have a set of questions that meets your particular needs. We encourage you to continually revise your list so that you can become increasingly efficient and sensitive when questioning clients. A varying number of questions can be used during practice intake interviews so that you can estimate how many specific questions you can fit reasonably into a single interviewing session.
Classroom Activities

Activity 7.1: Some Advice on Giving Advice


This activity is taken from Clinical Interviewing. As it turns out, behavior therapists often liberally give clients advice and specific instructions about how they should behave. 


To help behaviorally oriented students to reflect on their impulses to give advice, have them contemplate and respond to the following questions:


When you feel like giving advice, is it. . . 

1. Just to be helpful?  

2. To prove you’re a competent therapist? 

3. Because you’ve had the same problem and so you think you know how the client can be helped?

4. Because you think you have better ideas than your client will ever come up with?

5. Because you think your client will never come up with any constructive ideas?


After students have responded to the preceding questions, give the following advice and then ask them how it feels to get such straightforward and direct advice. Tell them: “Your responses to these questions can help determine whether your advice-giving motives are pure or not. As you may already know, some therapists believe strongly in giving lots of advice, while others object to advice-giving. Because advice, when well-timed and received from the proper person, can be tremendously helpful I’m offering you the following advice about giving advice: (a) be aware of why you’re giving it, (b) wait for the appropriate time to deliver it, (c) avoid giving advice in a moralistic or pedantic manner, and (d) avoid giving redundant advice (i.e., advice that the client has already received from someone else).”

Activity 7.2: The Behavioral Theory and Therapy Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with behavioral theory and practice. Read and briefly reflect on the following statements and then circle the number that best represents how much you agree or disagree with each statement. 
1. Therapy interventions should be based on solid scientific evidence (i.e., laboratory experimentation).
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  Completely Agree
2. Using the scientific principles of learning, therapists can powerfully shape human behavior. 
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  Completely Agree
3. There are two main methods of removing or eliminating fear responses. These include counter conditioning the fear with a positive response and social reinforcement or participant modeling. 
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  Completely Agree
4. Adaptive and maladaptive human behaviors are acquired and maintained in the same way: through learning. 
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  Completely Agree
5. Successful therapy involves accurate measurement of human problems followed by application of a scientifically supported treatment followed by further measurement or evaluation of the effectiveness of the therapy. 
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6. Human behavior is primarily shaped by its antecedents (that which precedes the behavior) and its consequences (that which follows the behavior).
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  Completely Agree
7. When used appropriately, positive and negative reinforcement are very effective in changing behavior. 
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8. Successful therapy does not require clients to change their thinking. In fact, trying to change clients’ thinking is often irrelevant. Instead, successful therapy only requires that clients change their behavior. 
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  Completely Agree

Scoring and Application

To get your total score, add together the numbers you circled for each statement. There are eight statements, and so the highest possible score is 80. The lowest possible score is 0. Calculate your score now:


A score of 80 could indicate you’ve been behaviorally conditioned to view thinking as a silly and useless activity. A score of 0 means you’d just as soon put B.F. Skinner in a black box and ship him off to the island on Lost. 

Generally, higher scores indicate your views are compatible with behavioral approaches and suggest that you may have found your theoretical home. But like everything, scores on this and other questionnaires change as a function of time, knowledge, and experience. This means your scores may change considerably as you learn about behavioral theory and practice, and then change more as you learn about other approaches. 
For now, based on your behavioral beliefs pretest score, consider the following possibilities:
· If your score is 64–80, your current views about therapy are extremely consistent with the behavioral perspective. This means that your values, your way of seeing the world, and your personality naturally lean toward an behavioral perspective. An behavioral approach may be an excellent fit for you. Alternatively, you may be naïve about behavioral theory. Although your scores are high now, they could drop after you learn more about behavioral thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range we encourage you to be open to criticisms of the behavioral perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward behavioral ideas. This is a nice attitude; it could mean you’re open to behavioral ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about behavioral theory and practice you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience your scores (and attitude) will likely move one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward behavioral theory and practice. You don’t have a strong opinion in favor of or against behavioral ideas. This could mean you don’t care much about this approach one way or another, or it might mean you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about behavioral approaches.
· If your score is 17–35, you’ve got a moderately negative attitude toward behavioral theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or behavioral theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.
· If your score is 16 or below, you’re definitely not a fan of behavioralism. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and behavioral approaches, we strongly encourage you to push yourself to see at least some positive dimensions of behavioral theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Behavioral Terms 

Activity scheduling: This is now referred to as behavioral activation.  Behavior therapists found that behavior change produced positive outcomes for clients with depression. 
Aggressive: Aggressive individuals dominate others and try to get their way through coercing others. 

Antecedents: In the Behavioral ABC’s, this represents everything that happens just before the maladaptive behavior is observed. 

Applied behavior analysis: Based on the operant conditioning principle that behavior is a function of its consequences, applied behavior analysis is a clinical term referring to a therapeutic approach focused entirely on observable behaviors and environmental manipulation to produce behavior change. Reinforcement and stimulus control are used to increase adaptive behavior; punishment and extinction are used to reduce maladaptive behavior.

Assertiveness: In contrast to aggressive individuals, assertive individuals speak up, express feelings, and actively seek to meet their own needs without dominating others. 

Assertiveness training: Assertiveness training became popular in the 1970s, based on the idea that assertiveness was both (a) an ideal social behavior style in which an individual is able to speak up, express feelings, and actively seek to have their needs met without dominating others, and (b) a learned behavior that could be fostered through therapy or training. Assertive behavior is taught through instruction, feedback, behavior rehearsal, coaching, modeling, social reinforcement, and relaxation training. Now often referred to as skills or social skills training components of this approach are used for individuals with social anxiety, social skills deficits, and in DBT.
Aversive conditioning: Term used when punishment is used for behavior modification. Aversive conditioning is a technique leading to suppression of undesirable behaviors. It’s controversial in many contexts as it is viewed as insufficient to completely eliminate a learned response and can have major drawbacks such as erratic behavior or trauma bonding.

Backward behavior modification: Reinforcing undesirable behaviors and extinguishing desirable behaviors. 

Behavior: In the Behavioral ABC’s, this represents the problem as defined in concrete behavioral terms. 

Behavior therapy: Led by B. F. Skinner, Joseph Wolpe, and Arnold Lazarus, behavior therapy was officially born in the 1950s. There are three main behavioral theoretical models: (1) operant conditioning; (2) classical conditioning; and (3) social learning theory. Behavior therapy provides new learning experiences to address psychopathology caused by previous maladaptive learning.
Behavioral ABCs: A term for the formal assessment of behavior contingencies, also known as a functional behavioral analysis or assessment. The ABCs are: (a) behavioral antecedents, (b) specific behavior, and (c) behavioral consequences.

Behavioral activation: Initially referred to as activity scheduling; this involves working with clients to schedule activities that increase the rate of naturally occurring positive reinforcement. 

Behaviorism: A movement that strongly shaped U.S. psychology beginning in the early 1900s based on the use of procedures and processes that are observable and can be studied and supported by scientific research.
Breathing retraining: A common tool in behavioral treatment for anxiety. Breathing retraining is employed to increase clients’ sense of control and decrease anxiety.
Classical conditioning: A learning model involving an association or linking of one environmental stimulus with another (aka associational learning or the neobehavioristic meditational stimulus-response (S-R) model).

Contingency management (CM): This is a system of using operant conditioning in a person’s environment to change their behavior to get a desirable behavior to occur.  These strategies are often used in institutional, educational, family, and drug treatment settings. 

Conditioned response: This is always the same as the unconditioned response and is a response to the conditioned stimulus. 

Conditioned stimulus: A learned association with the unconditioned stimulus. 

Counterconditioning: A therapeutic method focused on new associative learning. With this technique, the subject is presented with a conditioned stimulus while engaging in an enjoyable activity. The subject begins to associate the conditioned stimulus with positive emotional experiences, and eventually the conditioned response (often fear) is counterconditioned. The same counterconditioning principle is in operation in Wolpe’s systematic desensitization.
Empirically supported treatment (EST): A treatment method that has been systematically tested using the scientific method and for which there is statistical support for its effectiveness. More than any other practitioner group, behavior (and cognitive-behavioral) therapists insist on empirical support for their treatment methods.
Exposure treatment: Exposure treatments are based on the principle that clients are best treated by exposure to the very thing they want to avoid: the stimulus that evokes intense fear, anxiety, or other painful emotions. Systematic desensitization is a form of exposure treatment.
Extinction: Extinction involves the gradual elimination of a conditioned response. It occurs when a conditioned stimulus is repeatedly presented without a previously associated unconditioned stimulus. Extinction is not the same as forgetting; instead, it involves relearning that the conditioned stimulus is no longer a signal that precedes the unconditioned stimulus.
Fading: A technique used to generalize learning from one setting to another. Often used to transition a subject away from a token economy system, the procedure involves tightly controlling reinforcements and punishments, then, after desirable behavioral patterns are well established, slowly decreasing the use of behavioral contingencies. The desired outcome occurs when the subject internalizes the contingency system and continues positive behaviors independent of a token system.

Fixed interval reinforcement: Reinforcement is provided after a predetermined time period, as long as the target behavior has occurred at least once.

Fixed ratio reinforcement: Reinforcement is provided after a predetermined number of desired behaviors.

Functional behavioral assessment (FBA): A formal assessment of behavior contingencies, the goal of the FBA is to develop a functional causal model (or hypothesis) to explain behavior. An FBA focuses on the “ABC’s”—the behavior’s Antecedents, the Behavior itself, and the behavior’s Consequences.
Generating behavioral alternatives: The second step in the process of rational problem solving, a skill that is taught as a part of problem-solving therapy. It involves brainstorming a range of potential solutions designed to overcome obstacles and solve the problem.
Imaginal and in vivo exposure: Two of the three ways to expose clients to their fears during systematic desensitization. Imaginal exposure accomplishes the encounter with the feared object or situation via mental imagery. In vivo exposure is a direct and real encounter, which is sometimes more difficult to accomplish but appears to produce superior outcomes to mental imagery.
In vivo exposure: Direct exposure to a feared stimulus.

Interoceptive exposure: A method of desensitization in which clients learn, through exposure and practice, to deal more effectively with the internal physical aspects of intense anxiety or panic, such as increased heart rate, increased respiration, and dizziness.

Introspection: The subjective observation of one’s own mental state. 

Massed versus spaced exposure: Two different methods for extinguishing fear responses through desensitization. With massed (or intensive) exposure, clients are directly exposed to feared stimuli during a single prolonged session, while with spaced (or graduated) exposure, clients are slowly and incrementally exposed to feared stimuli during a series of shorter sessions. Research suggests that the strategies yield minimal efficacy differences.

Negative punishment: Occurs when the removal of a stimulus decreases the likelihood of the behavior it follows. 

Negative reinforcement: The strengthening of a behavioral response by reducing or eliminating an aversive stimulus (like fear and anxiety).
Neobehavioristic mediational SR model: Theoretical model synonymous with classical conditioning principles. This terminology acknowledges that some cognitive meditational processes are considered.
Operant conditioning: A stimulus-response theory based on the principle that behavior is a function of its consequences; no cognitive or covert intervening variables mediate the organism’s response to a particular stimulus. Operant conditioning was developed by B. F. Skinner, who expanded on Thorndike’s original learning theory, and it forms the basis for applied behavior analysis. The main procedures used by applied behavior analysts are reinforcement, punishment, extinction, and stimulus control. These procedures are used to manipulate environmental contingencies (e.g., environmental rewards and punishments). The goal is to increase adaptive behavior through reinforcement and stimulus control and to reduce maladaptive behavior through punishment and extinction.

Operational definition: Specific, measurable characteristics of client symptoms and goals. 

Overbreathing: A method of self-induced hyperventilation used to trigger anxiety within an interoceptive exposure model.
Participant modeling: A method of anxiety treatment focused on social imitation. It involves having clients be around and observing other individuals facing stimuli that provoke anxiety in the client.

Passive: Individuals with this trait behave submissively.  They may say yes when they would like to say no, they tend to avoid speaking up or asking for directions, and let others take advantage of them. 

Positive reinforcement: The strengthening of a behavioral response by providing a positive stimulus or reward as a result of the behavior.
Problem-solving therapy: A behavioral treatment with cognitive dimensions that is based on the idea that effective problem solving is a mediator that helps clients manage stress and achieve personal well-being. The two main components of problem-solving therapy are problem orientation and problem-solving style. Problem orientation involves teaching clients to have a positive attitude toward problem solving and problem-solving style is addressed by teaching clients a four-step rational problem solving technique.
Progressive muscle relaxation: A therapeutic technique that involves creating and then letting go of tension in specific muscle groups, progressive relaxation is now viewed as a counterconditional or extinction procedure. Introduced by Jacobsen, it was originally based on the assumption that muscular tension was an underlying cause of mental and emotional problems and that individuals could cure some neurosis entirely through physical relaxation.
Punishment: The application of an aversive stimulus designed to decrease the frequency of an undesirable behavior.
Response prevention: A term used to describe a necessary component of exposure-based desensitization therapy in which the patient is prevented from having the maladaptive behavior in response to a given stimulus.

Scientific behaviorism: The perspective that psychology is a natural science and is therefore the study of objective, observable behavior. 

Self-monitoring: The practice of having patients observe and monitor their own behavior. It is considered inexpensive and practical and functions as an assessment tool that has been shown to have some therapeutic benefit as well. Self-monitoring can also be difficult in that clients may be resistant to monitoring their own practices and may present inadequate or inaccurate data.
Skills training: Based in a model in which psychopathology is a function of inadequate learning or skill deficits, skills training uses specific strategies to remediate client skill deficits impacting her/his ability to function across a range of domains. A common example is assertiveness training.
Spontaneous recovery: A concept of the classical conditional paradigm initially discussed by Pavlov that occurs when an old response suddenly returns after having been successfully extinguished.
Stimulus discrimination: A principle of classical conditioning seen when a conditioned fear response is not elicited by a new or different stimulus.
Stimulus generalization: A principle of classical conditioning characterized by the extension or generalization of a conditioned fear response to new setting, situations, or objects.
Stimulus-response (SR) theory: A theory of behavior in which no cognitive or covert intervening variables mediate the organism’s response to a particular stimulus.

Subjective units of distress (SUDs): This is a measuring system that allows the client to rate each fear-inducing situation or object on a scale from 0-100. In this case, 0 = no distress and 100 = total distress. 

Systematic desensitization: A treatment approach introduced by Joseph Wolpe that used a combination of deconditioning and progressive muscle relaxation. Systematic desensitization involves the client identifying and rating fear-inducing situations or objects, engaging in progressive muscle relaxation (PMR) and while deeply relaxed gaining exposure (in vivo, imaginal, or virtual) to the feared items, and then reengaging in PMR until relaxation overcomes anxiety.
Token economy: The term given to a behavior modification approach in which patients are provided symbolic rewards for desirable behaviors that can be used to obtain goods or privileges.

Unconditioned response: A reflexive response to a situation. 

Unconditioned stimulus: A stimulus that naturally produces a specific physical-emotional response.

Variable interval reinforcement: Reinforcement is provided after an unpredictable time period, as long as the target behavior has occurred at least once.

Variable ratio reinforcement: Reinforcement is provided after an unpredictable number of target behaviors occur.

Virtual reality exposure: A modern approach to systematic desensitization procedures wherein a client is immersed in a real-time computer-generated virtual environment as an alternative to imaginal or in vivo exposure to a stimulus. Research suggests that virtual reality exposure may be as or more efficacious than in vivo exposure. 
Chapter 8: Cognitive-Behavioral Theory and Therapy


This chapter focuses on a number of different cognitive-behavioral approaches to case conceptualization and practice. Included next are (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms.
Alternative Lecture Topics

Lecture/Discussion Topic 8.1: Albert Ellis and Mental Health  

Perhaps of even greater interest than his theory of psychopathology is Ellis’s theory of healthy functioning or mental health. Not surprisingly, his view of the mentally healthy individual sounds strikingly similar to a description of Albert Ellis. For Ellis, mentally healthy individuals are characterized by:

· Self-interest: You put yourself and your own needs just slightly ahead of the needs of others. If you don’t take care of your own interests, who will? This requires being true to yourself and not “subjugating” or sacrificing your needs for others.

· Social interest: You choose to live cooperatively and happily with others. This requires some of what Adler referred to as social interest. Even though personal survival is interest number one, strong interest in the well-being of others is also present.

· Self-direction: You are responsible for yourself and the direction of your life. Although it would be nice if others approve of your decisions, their approval is not necessary.

· Tolerance: You accept the fact that humans are inherently fallible. Everyone can and will be wrong sometimes, but you do not condemn their whole being just because of their specifically obnoxious actions.

· Acceptance of ambiguity and uncertainty: You can accept the fact that the world does not contain complete absolutes. Instead, you view the natural probability and chance in the world as potential sources of excitement and adventure.

· Flexibility: Although you may have strong and passionate views on many issues, you are also open to change and avoid absolutist thinking.

· Scientific thinking: Rational thinking is characterized by the generation and testing of hypotheses. As a mentally healthy person, you apply objective logic to your evaluation of what is valid and invalid in the world.

· Commitment: You are devoted to and possibly absorbed in some cause or interest outside of yourself. This may be a creative interest or a human interest. This commitment is important to you, but not sacred.

· Risk-taking: You are able to risk defeat, failure, danger, and embarrassment. You are adventurous and willing to try new experiences, but not foolhardy.

· Self-acceptance: You see yourself as deserving of life and positive experiences. Similar to what Rogers would say, you accept yourself—as you are. Although you are able to rate your performance in terms of your personal goals and objectives, you avoid rating your self or the totality of your being.

· Long-range hedonism: You are hedonistic—happiness seeking and pain-avoiding—in both the short and long-term. You balance your hedonism in that you do not sacrifice your long-term well-being simply to obtain short-term gratification.

· Non-perfectionism and non-utopianism: You are aware of the fact that, in reality, perfection and/or utopia are unattainable and therefore unrealistic goals. You still may strive for something close to what you consider perfect or utopian, but never really expect to achieve these unattainable goals.

· Self-responsibility for own emotional disturbance: You see yourself as responsible for your own mental well-being, and therefore you do not blame others for your problematic thoughts, feelings, and behaviors.

Lecture/Discussion Topic 8.2: Catharine MacLaren on Healing Herself with REBT


The following essay was written by Catharine MacLaren, a training and special projects coordinator of the Albert Ellis Institute in New York. Sharing this case can provide a good, concrete example of why REBT becomes so appealing to some therapists.

This is the confession of a former love slob. I used to believe that I could feel positive about myself only if almost everyone else on the planet approved of me. It did not matter what it cost me. I now know that attempting to attain that goal is not only exhausting but impossible and only leads to frustration, resentment, and poor self-care. Unfortunately, it took me a little time and a lot of REBT to figure that out. 


In my late adolescence and early 20s, I noticed that I was often trying to “fix” things for people so that they would not have to deal with them. If I was incapable of “making it better,” or, worse yet, happened to do something that contributed to someone’s stress (even if it was in my best interest), then I would berate myself for days or months and feel miserable and guilty. Phrases like I’m a terrible friend (person) and I don’t deserve to (fill in the blank) would flow through my mind endlessly. 


In my mid-20s, I started to practice REBT. I would listen to clients at the beginning of my Fellowship at the Albert Ellis Institute and think, “that sounds a little bit like me.” Then one night in group, after a member had been lamenting the sacrifices she was making for a friend, Al Ellis turned to her and said, “You’re a love slob of the worst sort and you’d better strongly work to get over it and start accepting you for you instead of for what you can do for other people.” Something clicked for me.


I poured [sic.] over all the information I could find on love slobbism, guilt, and global self-rating. I cut out particularly relevant small sections of resources and pasted them into my planner as daily reminders that looking out for myself was acceptable and only made me self-interested, not selfish. I monitored my constant internal monologue by setting up cues at home and in my office. When I noticed these cues (small familiar articles placed in innocuous places), I stopped myself immediately and “rewound” the tape in my head to pinpoint unhelpful thinking (see Weinrach, p. 262). 

MacLaren goes on to describe how she worked hard and actively at shaking her irrational belief that she needed the approval of others to be an acceptable person. She disputed her irrational belief using REBT self-help forms, practiced coping statements, and forced herself beyond her comfort limits in the area of requesting things from others. Eventually, after several months, she began to notice increases in confidence, greater assertive behavior, and an internal acceptance of the fact that it is okay that others will disapprove of her sometimes.

Classroom Activities

Activity 8.1: The Primacy of Cognition


At the beginning of class when covering cognitive therapy, I often challenge all the students to come up with an example of when they experienced a strong emotion that was not preceded by a cognition. Students usually start with descriptions of how they felt afraid of something unknown, and I generally quickly respond with the assertion: “If you didn’t know something bad was going to happen, then how could you be afraid; it must be that you quickly expected that something bad would happen, even though you’re not aware that you did.” During this discussion, I am usually rather obnoxious and insistent, and I re-ascribe all of their emotional states to either their interpretation (belief) about a situation or a well-learned behavioral habit. Finally, in the end, I do admit to students that there is the possibility that some emotions are not cognitively mediated, especially those arising from physical posturing (but I don’t budge much on this point, because I don’t think Ellis or Beck would either).

Activity 8.2: Albert Ellis Holiday Carols


It’s almost always fun to sing a few Albert Ellis Holiday Carols during the cognitive therapy chapter (or just before the holiday break). Below are the words to God Rest Ye Crazy-Thinking Folk. It should be noted that the instructor should work on belting out the words of this song in front of the class so that a nice discussion on shame-attacking exercises can follow the singing experience.

God Rest Ye Crazy-Thinking Folk

God rest ye crazy thinking folk

Let nothing you dismay

Remember Albert Ellis

He works on Christmas Day

To save us all from musterbation
When we go astray

Oh, tidings of rational joy (rational joy)

Oh, tidings of rational joy (rational joy)

So go see dear old Albert 

He’ll tell you how to be.

He may not really cure you but

He’ll surely ask a fee.

He charges by the minute

So don’t take time to pee.

Oh, tidings of rational joy (rational joy)

Oh, tidings of rational joy (rational joy)

Activity 8.3: The CBT Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with cognitive behavioral theory and practice. Read and briefly reflect on the following statements, and then circle the number that best represents how much you agree or disagree with each statement. 

1. It’s not what happens to individuals that causes them misery; it’s what they think about what happens to them.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
2. It’s helpful when therapists guide clients toward focusing on the different thoughts and behaviors they have in response to specific situations.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
3. Therapy should be an educational process, with therapists teaching and clients learning. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
4. Much of human distress or psychopathology can be explained by irrational or maladaptive thoughts or dysfunctional inner speech—all of which leads to emotional and behavioral problems. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
5. Successful therapy typically requires homework so that clients can take lessons from the therapy office outside and practice them on their own. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
6. The primary therapeutic force or factor that therapists should employ in therapy is psychoeducation.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
7. Successful therapy involves accurate measurement of human problems (including cognitions) followed by application of a scientifically supported treatment and then followed by further measurement or evaluation of the effectiveness of the therapy.  

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
8. For therapy to result in a positive outcome, therapists need to challenge or question the irrational or maladaptive thinking that’s linked to the client’s problems. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

Scoring and Application

To get your total score, add together the numbers you circled for each statement. There are eight statements, and so the highest possible score is 80. The lowest possible score is 0. Calculate your score now:

A score of 80 could mean you’re in love with Albert Ellis. A score of 0 makes it likely that you’re the type of person who has a closet full of medieval jousting outfits to complement your bell-bottom jeans. Fortunately, both these extremes are highly unlikely. 

Generally, higher scores indicate your views are compatible with CBT and suggest you may have found your theoretical home. But like everything, scores on this and other questionnaires change as a function of time, knowledge, and experience. Your scores may change considerably as you learn about cognitive behavioral theory and practice and then change more as you learn about other approaches. 
For now, based on your cognitive behavioral beliefs pretest score, consider the following possibilities:
· If your score is 64–80, your current views about therapy are extremely consistent with the cognitive behavioral perspective. This means your values, your way of seeing the world, and your personality naturally lean toward a cognitive behavioral perspective. A cognitive behavioral approach may be an excellent fit for you, but you also may be naïve about cognitive behavioral theory. Although your scores are high now, they could drop after you learn more about cognitive behavioral thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the cognitive behavioral perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward cognitive behavioral ideas. This is a nice attitude; it could mean you’re open to cognitive behavioral ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about cognitive behavioral theory and practice you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience, your scores (and attitude) will likely move one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward cognitive behavioral theory and practice. You don’t have a strong opinion in favor of or against cognitive behavioral ideas. This could mean you don’t care much about this approach one way or another, or it might mean you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about cognitive behavioral approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward cognitive behavioral theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or cognitive behavioral theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.

· If your score is 16 or below, you’re definitely not a fan of cognitive behavioral approaches. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and cognitive behavioral approaches, we strongly encourage you to push yourself to see at least some positive dimensions of cognitive behavioral theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Cognitive-Behavioral Terms 

Activating event: In REBT, “A” represents the “activating event” or stimulus that has occurred in an individual’s life.

Aftermath: Inner speech that occurs after the stressful situation.
Association for Behavioral and Cognitive Therapy (ABCT): Formerly Association for the Advancement of Behavior Therapy (AABT), ABCT is the primary cognitive –behavioral therapy membership organization. 
Automatic thoughts: First identified by Aaron Beck, automatic thoughts are usually not perceived as volitional and are frequently maladaptive. 

Belief (B): In REBT, “B” represents the “belief” about the activating event. 

Case formulation: Case formulation (or case conceptualization) is a core component of CBT. Persons (2008) described four key elements for cognitive-behavioral case formulation:

1. Creating a problem list

2. Identifying mechanisms underlying or causing disorders and problems

3. Identifying precipitants activating current client problems

4. Consideration of the origins of the client’s current problems

Cognitive appraisal theory: According to Ellis (1997) this theory can be described as “people are disturbed not by things, but by the view which they take of them”.  This view describes that cognitive theorists felt that focusing on cognition in coordination with behaviors was important. 

Cognitive-behavioral self-monitoring: A method for helping clients to develop awareness of automatic thoughts, automatic behaviors, and associated emotions.
Cognitive continuum: When clients present with dichotomous thinking, Judith Beck believed that this technique would help to modify beliefs.  It involves taking automatic thoughts, assumptions, or conclusions about a specific event or performance and placing them on a concrete, measurable scale
Cognitive distortions: In the early 1960s, Beck began identifying common cognitive distortions associated with mental and emotional problems. He originally identified seven cognitive distortions (A. T. Beck, 1976). Cognitive distortions are consistent patterns of thinking that are too absolute, broad, and extreme; and too highly personalized; and they are used too arbitrarily to help the patient to handle the exigencies of his life.
Cognitive therapy: This is the name associated with Beck’s approach to therapy. 

Cognitive therapy and research: The first explicitly cognitive therapy journal, founded in 1971. 

Collaborative empiricism: Collaborative empiricism includes three main components: 
1. Client and therapist work together collaboratively.

2. The therapist employs Socratic questioning to uncover the client’s idiosyncratic and maladaptive cognitive rules or thinking patterns.

3. The therapist uses Socratic questioning and a variety of different techniques to help clients evaluate or test the validity or usefulness of their automatic thoughts and core beliefs.

Collaborative interviewing: See collaborative empiricism.
Consequent emotion:  In REBT, “C” refers to consequent emotion and behavior linked to the belief.

Coping: Inner speech that occurs during the stressful situation.

Coping self-statements: Based on Meichenbaum’s stress inoculation training model, coping self-statements are taught to clients to use during a stressful situation. For example, in the midst of a stressful situation, clients are taught to say things to themselves like:  “Time to take a deep breath. Let’s take the issue point by point” (Novaco, 1979, p. 269).
Core beliefs or schema: Similar to Adler’s style of life, core beliefs or schema are deeply held beliefs about the self, others, the world, and the future.

Dichotomous or polarized thinking: People and situations are evaluated as black or white, good or bad.
Disputation: Disputation is the “D” in the REBT ABCs. Disputation occurs when clients are taught to argue back against their irrational thoughts. 

Emotional effect: Emotional effect is the “E” in the REBT ABCs. The emotional effect occurs after clients are able to effectively dispute their irrational cognitions. 

Generating alternative interpretations: Generating alternative interpretations is a useful technique with clients who hold onto maladaptive or irrational automatic thoughts despite the fact that other, more reasonable, interpretations or explanations exist. As McMillin (1986) noted, the first interpretation of a scene is often the worst, the most negative, or the most catastrophic. Unfortunately, first interpretations can be difficult to counter. This technique teaches clients to immediately counter first interpretations with at least four other reasonable alternatives.

Graduated thinking: Dobson and Dobson (2017) used this to describe the idea that is also referred to as thinking in shades of gray or the cognitive continuum. This technique involves taking automatic thoughts, assumptions, or conclusions about a specific event or performance and placing them on a concrete, measurable scale
Guessing the thought: For many different reasons clients can have difficulty identifying specific thoughts associated with emotions and behaviors. When this occurs, J. Beck (1995) recommends that therapists take a guess at the underlying thought.
Irrational belief: Sometimes REBT therapists code irrational beliefs as iR; this also fits into the REBT ABCs as iR is “B” which refers to the belief about the activating event.

Labeling and mislabeling: Labels are used inaccurately, with emotional cost.
Magnification and minimization: Also known as overestimation and underestimation. It occurs when clients make a mountain out of a molehill (and vice versa). When clients exaggerate the likelihood that they will flunk a test, magnification has occurred. When clients minimize the extent of their hard work, minimization has occurred. Magnification is common among anxiety disorders and this style is also known as catastrophizing.
Microaggressions: Microaggressions were originally defined as “the everyday subtle and often automatic “put-downs” and insults directed toward Black Americans” but now this is expanded so they “can be expressed toward any marginalized group in our society” (Sue, 2010, p. 5). 

Mind reading: This involves clients thinking they know what other people think. 
Misattribution of hostility: Kenneth Dodge and colleagues demonstrated that youths who consistently display aggressive behavior often do so, in part, because they’ve incorrectly interpreted the behavior of other youths as hostile (Dodge, 1980; Dodge & Frame, 1982; Dodge & Somberg, 1987). This phenomenon is called misattribution of hostility. For example, if a youth who often behaves aggressively is walking through the hall at school and another student inadvertently bumps him, the youth is likely to attribute the bump to an intentional hostile act. This attribution increases the potential for retaliation.
Modeling: A significant portion of human learning is observational in nature (Bandura, 1971). For example, in Bandura’s famous Bobo doll experiment, he showed observational or vicarious learning was a powerful behavior changing force (Bandura, Ross, & Ross, 1963). This process is also referred to as modeling. Observational learning includes covert or private mental processes that cannot be directly observed by experimenters (or therapists).
Negative cognitive triad: As a consequence of his extensive research on depression, Beck (1976) identified a cognitive triad associated with depressive conditions. Beck’s negative cognitive triad consists of:  (1) Negative evaluation of self:  “I am unworthy”; (2) negative evaluation of the world or specific events:  “Everything is just more evidence that the world is falling apart”; (3) negative evaluation of the future:  “Nothing will ever get better.”
New feeling: In REBT, “F” refers to the New feeling generated by the emotional effect (E) of the disputation (D). 

Observational or vicarious learning: A significant portion of human learning is observational in nature (Bandura, 1971). For example, in Bandura’s famous Bobo doll experiment, he showed observational or vicarious learning was a powerful behavior changing force (Bandura, Ross, & Ross, 1963). This process is also referred to as modeling. Observational learning includes covert or private mental processes that cannot be directly observed by experimenters (or therapists).

Personalization: Clients using this distortion tend to take everything personally. If someone doesn’t say hello, they conclude it’s their fault.
Person-stimulus reciprocity: Social learning theory emphasizes reciprocal interactions that occur between the individual’s behavior and the environment. Bandura postulated that individuals can have thoughts about the future, behavioral consequences, and goals. These thoughts form a feedback loop and influence current behavior. This makes it possible for clients to learn how to approach or avoid specific situations never having directly experienced positive or negative reinforcement. Reciprocal interactions make individuals capable of self-directed behavior change.

Preparation: Inner speech that occurs before the stressful situation.

Preparation self-statements: Based on Meichenbaum’s stress inoculation training model, preparation self-statements are taught to clients to use prior to entering a stressful situation. For example, clients are taught to say things to themselves like:  “This could be a rough situation, but I know how to deal with it.” (Novaco, 1979, p. 269). 

Problem list: This includes client concerns described in simple, descriptive, concrete terms.
Psychoeducation: Psychoeducation is an essential CBT component (J. S. Beck, 2005

ADDIN RW.CITE{{2923 Leahy,Robert L.(1) 2004}}). Because most clients don’t enter treatment with much knowledge about how CBT works or the nature of their problems, cognitive-behavioral therapists educate their clients about the psychological (CBT) rationale, problems, and procedures.
Rational belief: The main thrust of REBT is to demonstrate to Jem that his current belief about Pat’s lateness is irrational. Ellis referred to this as an irrational belief (iB). The purpose of REBT is to substitute a rational belief (rB) for an irrational belief (iB), which will result in more positive and more comfortable new feelings (F).
Rational Emotive Behavior Therapy (REBT): This is the form of CBT developed and practiced by Albert Ellis. It was originally called rational psychotherapy, then later rational emotive therapy (RET), and now REBT (Dryden, 1989). 

REBT ABCs: The REBT ABCs refer to:  A = Activating event; B = Belief; C = Consequent emotion; D = Disputation; E = Emotional effect; F = New Feeling. 

Reciprocal interactions: Also known as person-stimulus reciprocity, Bandura said that these interactions occur between an individual’s behavior and the environment. 

Self-efficacy: One of Bandura’s most important cognitive concepts is self-efficacy (Bandura & Adams, 1977; Bandura, 1977). Self-efficacy is defined as:  “[T]he conviction that one can successfully execute the behavior required to produce an outcome” (Bandura, 1977, p. 193). Self-efficacy is different from self-esteem or self-confidence. Its specificity has made it more helpful to researchers and clinicians. There are many different self-efficacy measures in the scientific literature.
Self-instructional training: Similar to REBT and cognitive therapy, self-instructional training focuses on patterns of responding to stressful life events (e.g., activating events or emotional triggers). How clients handle stressful events is addressed temporally.  (1) Preparation:  Inner speech that occurs before the stressful situation. (2) Coping:  Inner speech that occurs during the stressful situation. (3) Aftermath:  Inner speech that occurs after the stressful situation when clients learn to give themselves helpful instructions before, during, and after stressful events, the events are handled more smoothly and competently. 

Self-schema: All individuals develop deep beliefs about the self. Also known as core beliefs. 

Self-rating scales: At the beginning and throughout therapy, cognitive-behavioral therapists make liberal use of self-rating scales. These rating scales are completed by clients, sometimes before or after every session, and used to monitor treatment progress and outcomes. For example, Beck developed the widely-used Beck Depression Inventory (BDI) to evaluate and monitor depression during treatment (A. T. Beck, Ward, Mendelson, Mock, & Erbaugh, 1961).
Setting an agenda: CBT is agenda-driven. The norm is to set an agenda in the first few minutes. As a consequence setting an agenda that includes the content of what will be covered in a session is both an intervention and part of CBT process.

Shame attacking exercises: Ellis (1968) creation of situations where clients intentionally act in ways that are socially inappropriate in public settings. The purpose is for clients to learn to accept themselves while tolerating discomfort.
Social learning theory: Social learning theory was developed by Albert Bandura (Bandura & Walters, 1963). As a theoretical model, it’s viewed as an extension of operant and classical conditioning. Social learning theory includes stimulus-influence components (classical conditioning) and consequence-influence components (operant conditioning), but it also adds a cognitive mediational component. Social learning theory emphasizes two main cognitive processes:  observational learning and person-stimulus reciprocity. 

Socratic questioning: Socratic question is a method of analyzing an individual process of introspection. It dates back to at least Socrates, who often used questions to to uncover and discover an individual’s method of reasoning. In therapy, Socratic questioning is used to uncover the client’s idiosyncratic and maladaptive cognitive rules or thinking patterns.
Stimulus-organism-response theory (S-O-R): The cognitive revision of behavioral stimulus-response (S-R) theory is stimulus-organism-response (S-O-R) theory. Beck (1976) stated it this way:  “[T]here is a conscious thought between an external event and a particular emotional response” (p.27). Cognitive theory emphasizes the individual organism’s processing of environmental stimuli as the force determining his or her specific response.
Stress inoculation training: Stress inoculation training was developed by Donald Meichanbaum (1985) and has been applied to a variety of clinical problems (D. Meichenbaum, 1996; Novaco, 1979). SIT includes three interrelated treatment phases, including:  (1) Conceptualization. (2). Skills acquisition and rehearsal. (3). Application and follow-through.
The problem list: A central assessment task in CBT is to establish a clear and comprehensive problem list. The problem list is generated collaboratively between therapist and client. Items on the problem list should be described in simple, descriptive, concrete terms. Persons and Tompkins (1997) recommend including about five to eight items on a problem list.

Thinking in shades of gray: Also known as cognitive continuum or graduated thinking. This technique involves taking automatic thoughts, assumptions, or conclusions about a specific event or performance and placing them on a concrete, measurable scale. 
Thought record: Persons (1989) recommended using a generic “Thought Record” as a means of collecting cognitive-related information via client homework. To use a thought record, clients are instructed to jot down the following basic information immediately after experiencing a strong emotional response:  

· Date and time of the emotional response 

· Situation that elicited the emotional response

· Behaviors the client engaged in

· Emotions that were elicited

· Associated thoughts that occurred during the situation 

· Any other related responses

Unconditional life-acceptance (ULA): One of the three REBT philosophies. Fully accepting your life and ongoing existence regardless of whether you get what you want. This involves recognizing that rejection, failure, and other adverse life experiences are part of life. Although you would prefer avoiding them, accepting them as an overall part of your life experience is essential.

Unconditional other-acceptance (UOA): One of the three REBT philosophies. Accepting others as they are, without preconditions.
Unconditional self-acceptance (USA): One of the three REBT philosophies, this idea is that a person is who they are and should accept themselves regardless of failures.  A person can rate their actions or behaviors but should not rate their total self. 
Vertical descent (aka downward arrow): Vertical descent is a cognitive intervention that seeks to identify maladaptive or irrational thoughts that underlie more surface beliefs. Questions like, “What does that mean to you?” or “What would happen if . . .?” are used to explore underlying thoughts. 

Vigorous and forceful disputation: In the book Favorite Counseling and Therapy Techniques (Rosenthal, 1999), Albert Ellis shared his approach for vigorously disputing irrational beliefs. Ellis suggests explaining to clients that “vigorous, forceful, and persistent” disputing of irrational beliefs is often needed to “actually replace them with rational beliefs” (Ellis, 1999, p.76). Next, clients are provided with written instructions that encourage them to partake in a homework assignment to vigorously dispute their irrational beliefs.

Chapter 9: Choice Theory and Reality Therapy


This chapter focuses on the rather unique approach to therapy known as reality therapy and its underlying choice theory. Included next are (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms.
Alternative Lecture Topics

Lecture/Discussion Topic 9.1: Wubbolding’s resources

Robert Wubbolding has a multitude of choice theory and reality therapy resources that he will make available to you free of charge. For example, he has a one page handout available through the Center for Reality Therapy, 7672 Montgomery Road #383, Cincinnati, Ohio, 45236. You can reach him via snail mail or at: wubsrt@fuse.net. If you want to reproduce his material, all you need to do is call him and ask permission: 513-561-1911.


Wubbolding’s one-page handout is filled with interesting lecture material. In particular, I like to talk with theories classes about the environment that he suggests reality therapists establish when conducting reality therapy. The following descriptive list is taken from the 2002 revision of his “Cycle of Managing, Supervising, Counseling, and Coaching” handout. 

DO: Build relationship: a close relationship is built on TRUST and HOPE through friendliness, firmness and fairness.

A. Using Attending Behaviors: Eye contact, posture, effective listening skills.

B. AB = “Always Be . . .” Consistent, Courteous & Calm, Determined that there is hope for improvement, and Enthusiastic (Think Positively).

C. Suspend Judgment: View behavior from a low level of perception, i.e., acceptance is crucial.

D. Do the Unexpected: Use paradoxical techniques as appropriate: Reframing and Prescribing.

E. Use Humor: Help them fulfill need for fun within reasonable boundaries.

F. Establish Boundaries: The relationship is professional.

G. Share Self: Self-disclosure within limits is helpful; adapt to own personal style.

H. Listen for Metaphors: Use their figures of speech and provide other ones. Use stories.

I. Listen to Themes: Listen for behaviors that have helped, value judgments, etc.

J. Summarize & Focus: Tie together what they say and focus on them rather than on “Real World.”

K. Allow or Impose Consequences: Within reason, they should be responsible for their own behavior.

L. Allow Silence: This allows them to think, as well as to take responsibility.

M. Show Empathy: Perceive as does the person being helped.

N. Be Ethical: Study Codes of Ethics and their applications, e.g., how to handle suicide threats or violent tendencies.

O. Create anticipation and communicate hope. People should be taught that something good will happen if they are willing to work.

P. Practice lead management, e.g., democracy in determining rules.

Q. Discuss quality.

R. Increase choices.

S. Discuss problems in the past tense, solutions in the present and future tenses (contact Robert Wubbolding for additional information).

Classroom Activities

Activity 9.1: Watching Wubbolding Interact with a Very Difficult Client


There is a videotape listed in the Recommended Readings and Resources section of the text that features Robert Wubbolding conducting reality therapy with a young man of Latino descent. The tape is an excellent opportunity to watch reality therapy in action, especially because, at times, Wubbolding struggles with this very intellectual and somewhat resistant young man. As an activity, you can watch the video and have the class keep track of whenever they see Wubbolding behave in a manner that is unique to choice theory and reality therapy. Additionally, it’s interesting to look at the preceding lecture material and then judge Wubbolding’s behavior on the video within the context of the principles he strives to teach. The challenge of bringing a very abstract-thinking client into the concrete world of reality therapy is a very interesting and illuminating process.
Activity 9.2: Constructing Good Plans (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
To begin this activity, have students partner up and answer, as directly as possible, the question: What do you want? In other words, they should get clear on a present goal they have in their lives. When they’ve answered that question, they should write it down and then analyze it using the following questions derived from Wubbolding’s SAMIC3 as a model. 

S = Simple:
Is your plan simple and straightforward?

A = Attainable:
Is your plan attainable or realistic? It might be good to begin small.

M = Measurable:
Is your plan measurable? How will you know if you’re making progress?

I = Immediate:
Is your plan something you can enact immediately, or at least very soon. 

C = Controlled:
Is your plan completely within your control? Remember, one way to assure personal frustration is to set goals outside your control.

C = Committed:
Are you committed to your plan?

C = Continuous:
Can you implement your plan continuously? Can it continuously remain in the front of your mind?

Activity 9.3: The Choice Theory/Reality Therapy Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with choice theory/reality therapy (CT/RT) practice. Read and briefly reflect on the following statements, and then circle the number that best represents how much you agree or disagree with each statement. 

1. Humans act, not on the basis of external rewards and punishments, but based on internal values and things we want or wish for.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
2. The only person whose behavior you have complete control over is your own. Moreover, the only person’s behavior that you should seek to control is your own.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
3. People are motivated to satisfy their five basic human needs. These needs include survival, love and belonging, power or achievement, freedom, and fun. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
4. Humans are guided or motivated to gain or keep what we value or possess. These internal values and possessions are referred to as “your quality world” or “world of wants” and include people, things or experiences or activities, and ideas or systems of belief. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
5. Humans constantly act, think, feel, and experience their physiology. We have control over and can choose our actions and thoughts, and when we do, our feelings and physiology are indirectly influenced. This is how we can choose or control our emotions and physiology. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
6. Much of therapy involves teaching clients how to make choices that focus on attaining their inner needs and values, without seeking to control others.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
7. Therapy also involves detailed planning for how clients can achieve what they want. A good plan is very specific and doable.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree
8. Much of human suffering and even mental disorders are caused by or made worse by the acting and thinking choices people make. People have more control over their emotions and physical states than they think—which is the focus of much of therapy. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree

Scoring and Application

To get your total score, add all your circled numbers together. There are eight statements. The highest possible score is 80. The lowest possible score is 0. Calculate your score now:

A score of 80 could mean you believe you intentionally choose your every action, thought, feeling, and physiology to get virtually everything you want in life (in which case we hope you ARE getting everything you want!). A score of 0 would suggest you feel you’re living life like a rat trapped in a Skinner Box . . . with no ability to make choices and control your own destiny. Fortunately, both these extremes are highly unlikely. 

Generally, higher scores indicate that your views are compatible with CT/RT and suggest you might want to seek out Robert Wubbolding at the International Center for Reality Therapy to obtain reality therapy training and certification. However, before you book the next flight to Cincinnati, you should recognize that scores on this and other questionnaires change as a function of time, knowledge, and experience. Your scores may change considerably as you learn about CT/RT theory and practice and then change more as you learn about other approaches. 
For now, based on your CT/RT beliefs pretest score, consider the following possibilities:
· If your score is 64–80, your current views about therapy are extremely consistent with the CT/RT perspective. This means your values, your way of seeing the world, and your personality naturally lean toward a CT/RT perspective. A CT/RT approach may be an excellent fit for you, but you also may be naïve about CT/RT theory. Although your scores are high now, they could drop after you learn more about CT/RT thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the CT/RT perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).
· If your score is 45–63, you have a mildly positive attitude toward CT/RT ideas. This is a nice attitude; it could mean you’re open to CT/RT ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about CT/RT theory and practice, you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience your scores (and attitude) will likely move in one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward CT/RT theory and practice. You don’t have a strong opinion in favor of or against CT/RT ideas. This could mean that you don’t care much about this approach one way or another or it might mean that you don’t have enough information or experience to know how you really feel. If your score is in this range we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about CT/RT approaches.
· If your score is 17–35, you’ve got a moderately negative attitude toward CT/RT theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or CT/RT theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.
· If your score is 16 or below, you’re definitely not a fan of CT/RT approaches. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and CT/RT approaches, we strongly encourage you to push yourself to see at least some positive dimensions of CT/RT theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Choice Theory/Reality Therapy Terms 

Accepting: One of the seven caring habits reality therapists accept that all clients want to fulfill their five basic human needs.
Acting: One the four components of total behavior in the choice theory system. Acting involves movement or concrete behavior. It is a front-wheel total behavior that directly influences feelings and physiology.
Avoiding things: Like Adler, Glasser believed that “psychopathology” is purposeful behavior. Based on his model, one of the three main purposes of psychopathology is avoiding things. 

Choice theory: Glasser’s theory based on the idea that conscious behaviors are chosen in an effort to satisfy one of five internal basic human needs 

Encouraging: One of the seven caring habits, reality therapists are positive and encouraging. 

External control psychology: Glasser refers to behaviorism or behavioral psychology as external control psychology because it emphasizes stimuli and factors outside of the self as shaping human behavior. In contrast, choice theory emphasizes internal values and wants as shaping human behavior.
Feeling: One the four components of total behavior in the choice theory system. Feelings or emotions are indirectly chosen. They are directly influenced by the acting and thinking dimensions of total behavior.
Five basic human needs: According to Glasser and choice theory the five basic human needs are:  survival, love and belonging, power or recognition, freedom or independence, and fun.
Freedom or independence: One of the five basic human needs.
Fun or enjoyment: One of the five basic human needs.
Getting help: Like Adler, Glasser believed that “psychopathology” is purposeful behavior. Based on his model, one of the three main purposes of psychopathology is to get help.
Ideas or systems of belief: One of the three categories in the quality world or world of wants.

Listening: One of the seven caring habits, reality therapists actively listen and respond when clients talk about their lives. 
Love and belonging: One of the five basic human needs.

Negotiating differences: One of the seven caring habits, reality therapists help clients negotiate differences between what they want from life and what they’re getting.

People: One of the three categories in the quality world or world of wants.
Physiology: One the four components of total behavior in the choice theory system. Physiology or physical functioning is indirectly chosen. Physiology is directly influenced by the acting and thinking dimensions of total behavior.

Power as a substitute: People who use this as a substitute for intimacy seem to be addicted to power. 

Power or recognition: One of the five basic human needs.

Purpose of pathological behavior: To accomplish the following three goals: (1) restrain anger, (2) get help, and (3) avoid things we don’t want to face.

Reality therapy: Created by Glasser, this is a present-focused, directive therapeutic approach designed to help individuals identify and satisfy their needs and wants more consistently and adaptively. 

Respecting: One of the seven caring habits, reality therapists respect what people want. 

Restraining anger: Like Adler, Glasser believed that “psychopathology” is purposeful behavior. Based on his model, one of the three main purposes of psychopathology is to restrain anger.
SAMI2C3: This acronym, developed by Wubbolding, is used to represent components of a good plan. SAMI2C3 stands for: simple, attainable, measurable, immediate, controlled, committed, and continuous. 

Seven caring habits: Glasser identified seven positive habits that contribute to successful and gratifying interpersonal relationships. The seven caring habits include:  supporting, encouraging, listening, accepting, trusting, respecting, and negotiating differences. 

Seven deadly habits: Glasser identified seven negative habits that are interpersonally destructive. The seven deadly habits include:  criticizing, blaming, complaining, nagging, threatening, punishing, bribing or rewarding for control.

Supporting: One of the seven caring habits, reality therapists show support by helping clients focus on what they want and how to obtain it in a direct and constructive way. Reality therapists also communicate support through collaboration on specific tasks. 

Survival: One of the five basic human needs. Survival is the only physical human need.
Ten axioms of choice theory: Glasser identified 10 axioms of choice theory. These axioms describe the theory. The first axiom is:  The only person whose behavior we can control is our own. 

Things or experiences or activities: One of the three categories in the quality world or world of wants.
Thinking: One the four components of total behavior in the choice theory system. Thinking involves cognition or imagery. Thinking is a front-wheel total behavior that directly influences feelings and physiology.
Total behavior: Total behavior includes four components:  (1) Acting; (2) thinking; (3) feelings; and (4) physiology. According to choice theory, individuals have direct control over their thoughts and actions and indirect control of their feelings and physiology. 

Toxic ABCs: Arguing, blaming, criticizing, demanding, and getting lost in excuses.

Trusting: One of the seven caring habits, reality therapists communicate trust.

WDEP: WDEP is an acronym developed by Robert Wubbolding to describe the choice theory/reality therapy delivery system. WDEP stands for:  Wants, Doing, Evaluation, and Planning. WDEP is also translated to four key choice theory questions:  W – What do you want? D – What are you doing? E – Is it working? P – Should you make a new plan?  
Your quality world: Also referred to as your “world of wants,” your quality world includes the mental pictures towards which you strive in your life. It is the destination of your reality therapy car. 

Chapter 10: Feminist Theory and Therapy


This chapter outlines and discusses feminist theory and therapy. Included next are (a) alternative lecture topics, (b) classroom activities, (c) a glossary of key terms, and (d) a short-answer study guide.

Alternative Lecture Topics

Lecture/Discussion Topic 10.1: Male and Female Communication Tendencies

Most students will have ideas and beliefs about the differences between male and female communication styles. You can use the following case study to stimulate a discussion in this area, or you can research some of Deborah Tannen’s (You Just Don’t Understand; 2001) work and talk about what the research says about male and female communication differences.


Phillip, a 25-year-old divorced dad with two kids, came to our office for a consultation. He complained, 


"The problem is we never communicate. We were never able to communicate. I'd say something and, at the very most, she might just grunt. And now that we're divorced, Margarita and I still have no communication!"


Unfortunately, despite his emphatic declaration, Phillip was dead wrong in claiming that he and Margarita had "no communication." 


You may be wondering, how could this be?


The answer is a simple truth about communication. It's a truth you would hear about if you took any basic communication course at your local college or university. The truth is that You Cannot Not Communicate


Even grunts communicate something, as do sideways glances, winks, and complete silence. In Phillip’s example, his then-wife's grunts were a form of communication, just not one he desired or found satisfying. Perhaps she was communicating disdain or indifference or preoccupation. We can't be sure about Margarita’s, but we can be sure that Phillip came to certain conclusions about the meaning of Margarita’s grunts. In the end, he admitted coming to a rather unfavorable conclusion: "You're right. I did end up interpreting Margarita's grunts. The fact is, every time I'd say something and she'd grunt, I figured she didn't care about me. I figured she didn't even care enough about me to give me the time of day. That's a big reason why we're divorced. There's no way I would stay married to a woman who refused to acknowledge my existence. My father made that mistake, no way was I gonna follow in his footsteps!"


Of course, the purpose of this case is not simply to discuss communication principles, but also to wait and see how long it takes for someone to comment on the reverse gender roles present. Most students will notice something different about Phillip’s complaints—that is, the fact that he is complaining about something typically complained about by women in our society.

Lecture/Discussion Topic 10.2: Male as Normative

There are so many potential discussion topics in this chapter that it’s very difficult to focus on just one or two. One way to incorporate many topics at once is to focus on male as normative. First, it can be energizing to have the class shout out all the examples of male as normative they can think of while you write them on the board or a flip-chart. After this brainstorming process, you can have the class reflect back on each of the items and discuss why it’s male as normative and how the gender issues could be reconstructed to reduce the male as normative value. Finally, either as you generate the list or as you wind down the discussion, it can be valuable to bring up the research findings on fight or flight or on tend and befriend and Gilligan’s reformulation of moral reasoning based on an ethic of care. These examples can turn the conversation upside down and allow, at least briefly, for the class to consider whether it might be “healthier” for males to conform to what appear to be more female normative behavioral patterns. 

Classroom Activities

Activity 10.1: Mothers, Fathers, and Divorce

When parents divorce or begin living separately, it’s often assumed that children should stay with their mothers when they are very young during the “tender years.” Break the class into two groups and have them debate this assumption. One group should take the position that it is best for young children to stay with their mothers, and the other group should take the opposite position. You can divide them up naturally (based on their existing beliefs on the issue) or artificially. Have students meet together for a few minutes to establish their case and then have them present their arguments. In the end, check to see if any of the students felt themselves shifting positions on the issue because of the debate. 

Activity 10.2: The Feminist Theory and Therapy Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with feminist theory and therapy practice. Read and briefly reflect on the following statements, and then circle the number that best represents how much you agree or disagree with each statement. 

1. Raising client consciousness of social oppression and gender-based limits is a crucial part of effective therapy.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
2. Deepening human connection and intimacy contributes to physical and psychological health.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree
3. There are no major biologically-based differences that cause females and males to perform differently on cognitive or behavioral tasks. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree
4. Because traditional men’s behaviors are more valued and considered normal, traditional women’s behaviors are less valued and often considered deviant. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree
5. Psychiatric diagnosis should be used collaboratively to increase clients’ understanding and to empower them to make positive life changes. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree
6. Psychopathology is primarily caused by gender and social-related norms that inhibit and oppress women and minorities.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree
7. The therapy relationship should be mutually empathic and egalitarian.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree
8. Anger should be used in therapy to facilitate appropriate emotional responses to oppression and abuse, to increase client insight, and to allow females and other minorities to express and experience anger in ways that have been socially inhibited. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree
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  Completely Agree

Scoring and Application

To get your total score, add all your circled numbers together. There are eight statements. The highest possible score is 80. The lowest possible score is 0. Calculate your score now:


A score of 80 could mean you’re not only “out” as a feminist, but you’re out doing the personal and political feminist work 24/7. This could be your passion and life meaning! On the other hand, a score of 0 would suggest your feelings about women’s rights are a pretty good match with Henry VIII. You also might find yourself unhappy in a profession that actually honors and values women’s perspectives and women’s rights. Of course, both these extremes are highly unlikely. 

Generally, higher scores indicate your views are compatible with feminist theory and therapy and suggest that you might want to grab the next copy you see of Laura Brown’s Feminist Therapy. However, as we’ve said before, it’s possible that your view may change as you learn about feminist theory and therapy theory and practice, and then change more as you learn about other approaches. 
For now, based on your feminist theory and therapy beliefs pretest score, consider the following possibilities:
· If your score is 64–80, your current views about therapy are extremely consistent with the feminist theory and therapy perspective. This means that your values, your way of seeing the world, and your personality naturally lean toward a feminist theory and therapy perspective. A feminist theory and therapy approach may be an excellent fit for you, but you also may be naïve about feminist theory and therapy theory. Although your scores are high now, they could drop after you learn more about feminist theory and therapy thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the feminist theory and therapy perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward feminist theory and therapy ideas. This is a nice attitude; it could mean you’re open to feminist theory and therapy ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about feminist theory and therapy theory and practice you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience, your scores (and attitude) will likely move in one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward feminist theory and therapy theory and practice. You don’t have a strong opinion in favor of or against feminist theory and therapy ideas. This could mean that you don’t care much about this approach one way or another, or it might mean that you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about feminist theory and therapy approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward feminist theory and therapy theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or feminist theory and therapy theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.
· If your score is 16 or below, you’re definitely not a fan of feminist theory and therapy approaches. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and feminist theory and therapy approaches, we strongly encourage you to push yourself to see at least some positive dimensions of feminist theory and therapy theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Chapter 10: Glossary of Key Feminist Terms 

Boy code: This is a behavioral and emotional code developed by William Pollack (2000) to articulate ways in which boys (and men) are damaged by contemporary gender-based stereotypes.

Cisgender: The term for people who have a gender identity that matches their biological sex. 

Consciousness-raising groups: In the late 1960s and early 1970s women began meeting together in feminist-oriented consciousness-raising groups. These groups allowed women to increase their awareness of oppression and thereby increase their motivation for change.
Disorders of sexual development: This is the standard term now used to describe intersex conditions in which individuals are born with less pronounced and more ambiguous physical sexual characteristics.
Egalitarian: A relationship characterized by mutuality and equal power.
Empowerment: A term used to describe situations and relationships that afford opportunities for individuals to feel and experience personal power.
Ethic of caring: A phrase coined by Carol Gilligan. Ethic of caring was identified as an alternative to Kohlberg’s moral development theory in which rationality and fairness were seen as representing high levels of moral development. Gilligan theorized that for females, an ethic of caring that focused on relationship connection might represent an equally high level of moral development.
Feminism: As defined by Funderburk and Fukuyama (2001), feminism is the belief that human beings are of equal worth and that the pervading patriarchal social structures that perpetuate a hierarchy of dominance, based on gender, must be resisted and transformed toward a more equitable system. (p. 4)
Feminist consciousness: Feminist consciousness involves becoming aware of balance and equality in roles and relationships.

Feminist therapy: Involves egalitarian interconnection, empathy, mutual empathy, and empowerment of the oppressed, neglected, and marginalized.  It is an approach that is grounded in multicultural feminist scholarship and is diversity oriented. 

Fight or flight phenomenon: A phrase traditionally used to describe the human response to highly stressful situations. More recent research has revealed that this behavioral tendency occurs more often in males.
First wave feminism: The feminist and liberation-oriented activities occurring around and before the women’s suffrage movement.

Fourth wave feminism: Descriptions of this wave of feminism emphasize technology and the Internet, reproductive justice, spirituality, and support for transgender persons, plus-size fashion, and sex work, all in the service of gender equity and social justice. Fourth wave feminism is an inclusive feminism that fights for the marginalized and oppressed. 

Gender: A term referring to the socialized or socially constructed roles, behaviors, activities, and attributes associated with identifying as female or male.
Gender role: The role that individuals take (and often feel forced to take) based on their sex.

Girl code: Using Pollack’s boy code as a model, we surveyed students and developed a set of growth-inhibiting, gender-based norms for girls.

Goals of feminist therapy: These goals include: (1) Helping clients see the patterns and social forces that have diminished their sense of power and control, (2) Encouraging clients to reclaim power, authority, and direction in their lives, (3) Allowing clients to experience this shared power in the therapy relationship, and (4) Honoring and facilitating female ways of being or feminist consciousness, including growth stemming from deep, connected, intimate relationships.

Informed consent: Involves a written document that describes the process and purpose of therapy, along with likely benefits and potential risks.  Informed consent is also an ongoing process in most counseling relationships. For feminist therapists, informed consent is a particular process that includes empowerment and partnership. 

Interpersonal/social-contextual power: One of the four power categories described by Brown (2010), this category focuses on feelings of helplessness and the inability or unwillingness to behave assertively.

Intersectionality: The idea that overlapping or intersecting social identities within an individual create a whole that’s different from the sum of its parts. Social identities that intersect include, but are not limited to, gender, sexual orientation, sexual identity, race, ethnicity, religion, nationality, mental disorder, physical disability/illness, citizenship, and social class.

Intersex conditions: A term that was historically used to describe individuals who are born with less pronounced physical sexual characteristics.
Intrapersonal/intrapsychic power: One of the four power categories described by Brown (2010), this category is often associated with individuals who feel consumed with a past focus on events that cannot change.
Iron rule: As defined by Gilbert and Scher (1999), “[F]or any psychological or cognitive variable studied by psychologists, the differences within each sex are always greater than the differences between the two sexes.” (p. 37)
Kinder, Kuche, Kirche as scientific law: A 1968 publication by Naomi Weisstein that strongly critiqued the tendency for broad generalizations to be made about women even in cases when women weren’t included in scientific research. Kinder, Kuche, Kirche refers to children, kitchen, and church and was articulated by Kaiser Wilhelm II (and later endorsed by the Third Reich) as appropriate roles for women in German society.
Male as normative: A phrase referring to the fact that male behavior is frequently considered normal and superior. This concept implies that anything deviating from male can be considered abnormal and inferior.
Male crisis: A phrase used to describe the recent tendency for males in general and young males in particular to underperform in many areas, including academically.

Mutuality: This means that power, decision making, goal selection, and learning are shared. 

Mutually empathic: A term used, along with egalitarian, to describe the type of relationship that feminist therapists strive to establish with their clients.
Patriarchy: As defined by Brown (2010), “Patriarchies are the near universal hierarchical social systems in with attributes associated with maleness are privileged and those attributed to women are denigrated.” (p. 5)
The personal is political: A phrase that underlines how personal problems are intertwined with an individual’s social-political-cultural setting. It also implies that personal transformation can facilitate social transformation.
Power analysis: A process that analyzes an individual’s sense of power within specific domains with the purpose of helping clients become more able to assert or acquire power.
Relational cultural therapy: A contemporary feminist-informed therapy approach emphasizing the value and health-promoting effects of interpersonal connection and intimacy.
Second wave feminism: The feminist movement during the mid-1900s and characterized primarily by the women’s liberation movement efforts to address gender issues in political, relational, and professional realms.
Self-disclosure: A counseling or psychotherapy technique or strategy that involves the therapist sharing information about himself or herself. Research shows that therapists who identify themselves as feminist are somewhat more likely to use self-disclosure in therapy.
Sex: A term referring specifically and exclusively to the biological, physiological, and anatomical characteristics associated with being female or male.
Somatic power: One of the four power categories described by Brown (2010), this category focuses on body image and comfort with one’s body.
Spiritual/existential power: One of the four power categories described by Brown (2010), this category focuses moving clients from a place of meaninglessness and disconnection toward feeling empowered to embrace their individually and culturally preferred spiritual practices.
Subversive: A term used by Laura Brown (2010) to express how therapist and client should work together to undermine internalized and external patriarchal realities that serve as a source of distress and limit growth. (p. 4)
Tend and befriend response: A behavioral pattern identified by Shelly Taylor and her colleagues (2000). They noted: “[W]omen’s responses to stress are characterized by patterns that involve caring for offspring under stressful circumstances, joining social groups to reduce vulnerability, and contributing to the development of social groupings.” (p. 422)
Third wave feminism: An explicitly more expansive and inclusive feminism that focuses on how sexism and patriarchy affect all members of society, including ethnic minority groups.

Transgender: The term used for people who have a gender identity or gender expression that is different from their biological sex. 
Women and Madness: A 1972 book written by Phyllis Chesler and outlining ways in which women were being systematically mistreated within psychiatric and psychotherapy settings.
Chapter 11: Constructive Theory and Therapy


This chapter outlines and discusses constructive theory and therapy. Included next are (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms.
Alternative Lecture Topics

Lecture/Discussion Topic 11.1: Is Albert Ellis a Constructive theorist?


Here’s what Albert has to say on the matter:


“Although I was formerly in the logical positivist camp, I now consider myself largely a postmodernist and constructivist. Rational Emotive Behavior Therapy, which I originated as the first modern Cognitive Behavioral Therapy, was always constructivist in that it holds . . . that people have strong innate tendencies to solve their life problems and to actualize themselves. They also have inborn as well as acquired powerful tendencies to defeat themselves and the social groups to which they belong, but they can use their constructive proclivities to defeat their defeatism and to make themselves and their social group healthier and happier” (Ellis, 1998).

Classroom Activities

Activity 11.1: Therapy Is and Should Be Brief


Constructivist therapists, especially solution-focused therapists, generally emphasize that therapy must be a practical and brief activity. Like practitioners of individual psychology, constructivists strive to develop a philosophy or psychology of use. Consequently, emphasizing that therapists need to work within the natural limits (or realities) is characteristic of constructive therapy. For example, in Keys to Solution in Brief Therapy, De Shazer discusses relevant empirical research that suggests most clients only stay in therapy for about an average of 6 to 10 sessions (Koss, 1979):  

It has always seemed to me that if the average length of treatment is six to ten sessions, then I (or any other therapist) am ethically compelled to make the most use possible of that limited contact. Since six to ten sessions is all that can be expected, then the model needs to be built on that reality rather than on some ideal, hypothetically unlimited number of sessions. Furthermore, it seems to me that the quicker the problem is solved, the better (De Shazer, 1985).


Working within the boundaries of probabilistic reality, constructive therapists generally conduct therapy on a schedule that is briefer than most therapy orientations. Of course, this position seems both natural and logical. However, it seems appropriate to deconstruct the constructivist reality in this situation. Have your class consider the following questions and add others as you and your class see fit.

1. If managed care companies take the 6–10 session average seriously and bring it into their reality, then what happens to the significant number of clients who do not benefit sufficiently from 6–10 sessions?

2. Is it appropriate or ethical to base one’s therapy approach on what happens to the average person who enters therapy?

3. What if later research indicates the average person derives only one-third of his or her potential benefit after 10 sessions? Would the solution-focused therapist always change his or her reality to match the research? 

Activity 11.2: The Constructive Theory and Therapy Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with constructive theory and therapy practice. Read and briefly reflect on the following statements, and then circle the number that best represents how much you agree or disagree with each statement. 

1. Objectivity and reality are individually or socially constructed.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
2. It is crucial for therapists to help clients apply whatever strengths they bring with them into the therapy office to their personal problem situations.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
3. A major focus of therapy is to help people deconstruct their maladaptive or oppressive personal narratives and to reconstruct more adaptive and personally meaningful storylines. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
4. Therapists should focus on how language builds, maintains, and changes each individual’s worldview. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
5. Sometimes only a very small change is needed to address very big problems. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree
6. Therapy is a collaborative, cooperative, and co-constructive process.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree
7. Client resistance is natural and not the fault of the client.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree
8. Therapy focuses on strengths, partially because spending too much time discussing problems might only build and further deepen the client’s problem-focused worldview. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree

Scoring and Application

To get your total score, add all your circled numbers together. There are eight statements. The highest possible score is 80. The lowest possible score is 0. Calculate your score now:

A score of 80 could mean you believe this student manual may not really exist except as created (constructed) in your own mind or in our social discourse with you. A score of 0 would suggest you feel the reality of your eyes rolling back as you read about lived experiences and co-constructed realities. Fortunately, both these extremes are highly unlikely, and you can both keep from rolling your eyes and recognize that this student manual actually does exist. 

Generally, higher scores indicate your views are compatible with constructive theory and therapy, and suggest that you might enjoy further training in narrative, personal construct, or solution-focused therapy. However, as always, we encourage you to recognize that scores on this and other questionnaires change as a function of time, knowledge, and experience. Your scores may change considerably as you learn more about constructive theory and practice. 
For now, based on your Constructive Theory and Therapy Beliefs Pretest score, consider the following possibilities:
· If your score is 64–80, your current views about therapy are extremely consistent with the constructive perspective. This means that your values, your way of seeing the world, and your personality naturally lean toward a constructive perspective. A constructive approach may be an excellent fit for you, but you also may be naïve about constructive theory. Although your scores are high now, they could drop after you learn more about constructive thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the constructive perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward constructive ideas. This is a nice attitude; it could mean that you’re open to constructive ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about constructive theory and practice, you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience, your scores (and attitude) will likely move one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward constructive theory and practice. You don’t have a strong opinion in favor of or against constructive ideas. This could mean that you don’t care much about this approach one way or another, or it might mean that you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about constructive approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward constructive theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or constructive theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.

· If your score is 16 or below, you’re definitely not a fan of constructive approaches. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and constructive approaches, we strongly encourage you to push yourself to see at least some positive dimensions of constructive theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Constructive Theory and Therapy Terms 

Anti-anorexia/anti-bulimia league: In collaboration with Stephan Madigan of Canada, David Epston cofounded the Anti-anorexia/Anti-bulimia League, an organization that turns so-called eating disordered patients into empowered community and political activists.
Carl Rogers with a twist: Bill O’Hanlon described this subtle, indirect, linguistically-based strategy for shifting client perspectives. The technique involves using emotional reflection, along with shifting content from factual to perceptions, global to specific, and always to less frequently. This is a good example of solution-oriented therapists actively directing clients toward the positive. 

Cold memories: This type of memory is declarative, descriptive, and specific. They contain information, but affective components may be detached.
Complainants: One of three ways solution-focused therapists categorize clients in terms of motivational levels.  Complainants are interested in therapy because of the insistence or interest of a significant other.
Confusion technique: In an effort to produce positive change, Milton Erickson would speak to clients in ways that were circular, nonlinear, and confusing. Then, once confusion set in, client responsiveness to hearing and accepting alternative ways of thinking were increased.
Constructivist: Constructivists believe that knowledge and reality are constructed within individuals. They focus on the perceptual construction of experience as it occurs within the human mind or brain.
Credulous approach to assessment: George Kelly pioneered the credulous approach to assessment. He summarized this approach, “If you don’t know what is wrong with a person, ask him [sic]; he may tell you” (1955, p.322). Kelly’s approach—and every approach associated with constructive therapy—emphasizes that clients are the best expert on their own lives and should be treated as such.
Customers for change: One of three ways solution-focused therapists categorize clients in terms of motivational levels.  Customers for change are eager to work in therapy and ready to make changes.
Do something different task: The do something different task is a direct but nonspecific intervention that’s especially well-suited for disrupting repeating, dissatisfying behavior sequences. For example, if a parent comes to therapy complaining about her son’s recurrent tantrums, the therapist might tell the parent to do something totally different the next time a tantrum occurs.
Exception questions: In keeping with the theoretical position that only small changes are needed to instigate larger changes, exception questions seek minor evidence that the client’s problem is not always huge and overbearing.
Externalizing conversations: Externalizing conversations are designed to help clients, couples, and families push their problems outside the intrapsychic realm. Ramey, Tarulli, Frijters, and Fisher (2009) define externalizing succinctly: “Externalizing involves using language to position problems and other aspects of people’s lives outside of themselves in an effort to separate people from dominant, problem saturated stories” (p. 263).

First session formula task: This shifts clients from a focus on the past and negative expectations to a present–future focus and positive expectations. This task is based on the assumption that, in general, many positive qualities already exist within most people who come for treatment.

Forced teaming: This solution-focused formula approach involves teaming up with a reluctant client against another person or outside force. 

Formula tasks: Formula tasks or formula solutions are standardized activities that solution-focused therapists repeatedly use with or assign to clients.  

Hot memories: These memories are more affective; they include extensive sensory information, as well as physical and motor responses.
Letters of invitation: Letters of invitation are typically written to family members who are reluctant to attend therapy sessions. These letters gently highlight the individual’s important status in the family, focusing on the positive reasons for attending a session, rather than on the negative consequences or implications associated with nonattendance.
Letter writing: To deepen the therapy process and further stimulate alternative storylines, Epston, (1994; White & Epston, 1990) pioneered the use of letter writing as a narrative therapeutic technique.
Letters of prediction: Letters of prediction are written to help clients continue strength-based storylines into the future. Epston asks clients permission to make predictions for the future and then mails the letters—usually with a “private and confidential” label and an instruction “not to be viewed until [six months after the final session]” (White & Epston, 1990, p.94).
The miracle question: The miracle question is by far the most well-known solution-focused therapy technique. De Shazer’s (1988) original version of the miracle question follows: “Suppose you were to go home tonight, and while you were asleep, a miracle happened and this problem was solved. How will you know the miracle happened? What will be different?” (p. 5). The miracle question is a specific type of presuppositional question.

Narrative exposure therapy (NET):  This is a treatment approach that incorporates exposure therapy and story telling to help clients who have experienced trauma during their lifetime. The client creates a timeline of their life events in chronological order.
Narrative therapy: Michael White and David Epston (1990) developed a form of therapy based on each individual’s personal narrative. The personal narrative metaphor is the story that defines and organizes each individual’s life and relationship with the world. As we live and accumulate experiences, we each develop a personal story or narrative that gives our lives meaning and continuity. Much like a well-written story, our personal narrative includes an organized plot, characters, points of tension and climax, and a beginning, middle, and end.
Percentage questions: Percentage questions are similar to scaling questions; they give therapists a simple method for measuring exactly what change would look like. Typical percentage questions include: “How would your life be different if you were 1% less depressed?” “How about if you were 10% less depressed?”
Positive relabeling or positive connotation: This solution-focused technique involves reframing or recasting negative symptoms or behaviors in a positive light. Traditionally, these reframes were often extremely positive (e.g., “Your child is setting fires in order to get your attention and some emotional warmth in his life”).
Postmodern philosophy: Postmodern philosophy is the foundation for constructive theory and therapies. In contrast to modern-objectivist philosophy, postmodern philosophy emphasizes that everything is subjective and reality is a construction.

Post-modernism: Post-modernists believe in subjectivism and that there is no such thing as objective fact. 

Presuppositional questions: Constructive therapists use presuppositional questions to co-create therapeutic and life goals with clients. These questions presuppose that a positive change has already been made and then ask for specific descriptions of these changes.
Pretreatment change question: To help clients focus on how they’re already using their strengths and resources effectively and how they’ve already begun changing in a positive direction—even before they got to their first appointment—a version of the following question can be asked at the beginning of the first session: “What changes have you noticed that have happened or started to happen since you called to make the appointment for this session” (de Shazer, Dolan, Korman, McCollum, Trepper, & Berg, 2007, p. 5).
Questioned out: This is something that can happen to clients because narrative and solution-focused therapies use so many questions. Monk (1997) describes a role induction statement in narrative therapy with a young client: “A therapy of questions can easily make the client feel like the subject of an interrogation. To avoid the power imbalance that might follow from this kind of conversation, I sought permission from Peter to ask him some more questions, saying that if I asked too many questions, he could either not answer them or tell me he was ‘questioned out’” (p. 9).
Redundancy letters: Redundancy letters articulate observations and client reports of overlapping or enmeshed family roles. For example, a daughter in a family system may be overly identified with her mother and therefore enacting a parental role with younger siblings. Along with the observation of this family dynamic, the redundancy letter outlines the client’s impulse, using her own words, to move forward and establish a more unique identity of her own.
Reflecting teams: Reflecting teams are an in-session procedure that allows therapists to provide clients real-time feedback. Instead of a supervisor and fellow students sitting behind a one-way mirror and observing family therapy sessions, at some point and in some way, the observers “behind” the mirror are brought into the therapy session to provide their perspectives. 

Relabeling and reframing: These are core therapy tools. Reframing phrases and labels in a different way can be helpful to put a client or parent of a client at ease.  This technique is using different terminology to get on the client’s level. Constructive therapists relabel and reframe any part of therapy necessary to gain access to clients and engage them in social discourse.

Re-remembering: Neuroscientists claim that memory reconsolidation is an open process that involves re-remembering (Quirk & Mueller, 2008; Rüegg, 2009). As a consequence, every remembering is an opportunity to re-remember things differently. Of course, as humans we often re-remember things differently (depending on mood, who we’re with, time of day, and so on), which fits with the solution-focused idea of change being constant.
Scaling questions: Solution-focused therapists use scaling questions as a means of assessment and treatment. Scaling questions ask clients to rate problems, progress, or any therapy-related issue on a 1-10 scale. Typically, 1 is considered the lowest or worst possible rating and 10 the highest or best possible rating.
Skeleton keys: Because therapists also don’t need to know anything about how clients’ problems developed—and they need to know very little about the problem itself, solution-focused brief therapy primarily focuses on helping clients generate solutions (de Shazer et al., 2007). De Shazer refers to standard therapy interventions as “formula tasks” and “skeleton keys” (de Shazer, 1985, p.119).
Social constructionist: Social constructionists believe knowledge and reality are constructed through discourse or conversation.
Solution-focused brief therapy (SFBT): Steve de Shazer and Insoo Kim Berg cofounded the Brief Family Therapy Center (BFTC) in Milwaukee in 1978 and developed solution-focused brief therapy. Their approach emphasizes that clients don’t need to know anything about why or how their problem originated. Even further, therapists also don’t need to know anything about how clients’ problems developed—and they need to know very little about the problem itself.
Solution-oriented therapy (aka possibility therapy): Not long after solution-focused brief therapy began growing in popularity, William O’Hanlon and Michele Weiner-Davis developed solution-oriented therapy (O'Hanlon, 1988). The solution-oriented approach is derived from three main theoretical-practical precursors: (1) Milton Erickson’s work; (2) strategic intervention and problem-solving techniques developed at the Mental Research Institute (MRI); and (3) de Shazer and Berg’s solution-focused brief therapy. In comparison to solution-focused brief therapy, solution-oriented therapy more validating of clients’ emotions and experience, less directive, and less formulaic.
Summary letter: In a summary letter, narrative therapists write to clients immediately following a therapeutic conversation. Summary letters typically are written from the therapist’s perspective but highlight sparkling moments and use the client’s words to produce a more strength- and hope-based storyline.
Unique account and redescription questions: These questions ask clients to explore unique or positive aspects of their thinking and behavior. We often refer to these questions as “How did you manage that?” questions, because they help clients focus on how they resolved problems, rather than focusing on the problems themselves.
Unique outcomes or sparkling moments: These are also sometimes referred to as “i-moments.” These terms emphasize the positive portions of otherwise negative narratives.
Utilization: Utilization is both an intervention and a theoretical concept. Milton Erickson believed it was crucial for clients to utilize whatever strengths they brought with them to therapy. These strengths included their humor, work experiences, language style, personal resources, and nonverbal behaviors. When therapists use utilization, it means they’re accessing and using the clients’ strengths in developing an intervention.
Visitors to treatment: One of three ways solution-focused therapists categorize clients in terms of motivational levels.  Visitors to treatment are typically mandated clients who aren’t interested in change and show up only because they have to.
Write-read-burn task: This is another of de Shazer’s popular formula tasks. It involves having clients spend at least one, but not more than 1.5 hours per day on odd numbered days, writing down both good and bad memories of a boyfriend or girlfriend. On even-numbered days the client was supposed to read the notes from the previous day and then burn them. 

Chapter 12: Glossary of Key Family Systems Terms 

Alliances: Relationships sought out during divisive times, occurring when family members join together in support of one another to oppose another individual, subsystem, or system.

Blaming: When a person takes this position, responsibility is deflected, little thought or concern is given to others, and an air of self-importance flows from the communicator. 

Boundaries: Boundaries are borders between people and systems that represent a level of openness and ability to accept influence, sometimes serving to protect and enhance the functioning of a system or individual. Boundaries take forms that are can be clear, rigid, or diffuse.

Child guidance clinics: Adler established more than 30 of these in and around Vienna after World War I. After these initial clinics were established, they gained popularity and spread to the United States. 

Chronosystem: One of the six levels of influence developed by Urie Bronfenbrenner (1979). This refers to changes occurring in the other five domains over time. 

Circular causality: This is a systemic process that has no clear beginning or end and is maintained by a repeating progression in a circular pattern. In many ways it’s the opposite of linear causality.
Coalition: A type of alliance that occurs when two people or systems form an alliance and target a third entity.

Congruent communication: This communication style involves authenticity, sensitivity, and clarity. Congruent communicators share their inner experience while valuing themselves and others 

Communication stances: Satir identified five communication roles family members embody through their language, actions, tones, and styles. These communication stances or roles include:  placating, blaming, super-reasonable, irrelevant, and congruent.

Covert rules: These family rules are unspoken, but usually well-established; covert rules often are powerful partly because they’re not openly discussed or questioned, but, rather, quietly followed.

Cybernetics: As defined by Weiner (1948) this is “the entire field of control and communication theory, whether in the machine or in the animal.”

Differentiation: This term, considered a goal or positive outcome in multigenerational family therapy involves the establishing of sufficient independence, both emotionally and intellectually, from one’s family of origin.

Diffuse boundaries: These boundaries are loose, open, or absent. Diffuse boundaries can be common between a dysfunctional parental subsystem and the child subsystem.

Double-bind communication: A communication style that sends contradictory messages, leaving the receiver trapped in a no-win situation. This style was initially identified as a potentially causal family pattern in schizophrenia, but was later discarded as it wasn’t supported by empirical research.

Ecological systems theory: Developed by Urie Bronfenbrenner (1979) to organize, explain, and differentiate systemic forces that influence children’s development.

Emotional cutoff: This term refers to significant physical and/or emotional distance from one’s family resulting in little or no contact.
Enactment: This is a structural technique allowing family conflict to play out in the session which, in turn, allows counselors to see dysfunctional structures.
Enmeshment: This term refers to relationships characterized by diffuse boundaries, in which it can be difficult to see where one family member ends and another begins.

Exosystem: One of the six levels of influence, this includes entities or systems outside the microsystem with which the individual or microsystem interacts. 

Family enactments: These occur when therapists bring family conflict into the here-and-now to witness the conflict process and outcomes. This allows the dysfunctional structure of the family to be seen, rather than merely described. During family enactments, therapists focus on what’s happening with every family member; this helps expand the problem beyond the identified patient and into other family members.

Family mapping: A structural family therapy technique involving relational shorthand to represent and symbolize family structures, relationships, and boundaries.

Family roles: These involve the consistent emotional and behavioral patterns that family members take on within the family. 

Family rules: Set expectations for behavior and can be spoken or unspoken. Like roles, family rules support predictability or homeostasis. 

Family sculpting: An experiential technique that involves physically placing family members in positions representative of their relationships.

First-order cybernetics: The original cybernetics movement.  Here the observers of a system were immune to its influence.  The experts in this situation had no influence on the family system. 

First-order change: This systemic perspective focused on addressing symptoms.

Functional family therapy: Developed by Alexander and Parsons, FFT is an integration of behavioral and systemic approaches, with particular focus on the purpose (or function) of family member behavior. 

General systems theory: Considers nuances among human actors within systems. Developed by biologist Ludwig von Bertalanffy (1950), general systems theory included the idea that human systems function more like organisms and less like machines.

Genogram: An assessment tool that uses symbols to track family information, events, and relationship patterns (sometimes across three generations) to bring intergenerational patterns to the forefront and fully conceptualize the family.
Here-and-now: The process of maintaining a present focus on what’s occurring in the moment in the counseling session.
Homeostasis: A biological term referring to the tendency of organisms to return to a state of balance or a predictable state of equilibrium. Families, by their very nature, strive for this consistent balance as it provides a sense of certainty and safety.

Human validation process model: This is a humanistic family therapy approach focusing on modifying communication patterns to help families move beyond unhealthy and inflexible roles and rules. 

Identified patient or identified person or IP: The symptom bearer for the family system.
Intensifying: Heightening familial emotions in the moment to build internal systemic pressure and motivate the system to change.

Intergenerational family therapy: A family therapy approach with psychodynamic foundations; it focuses primarily on family history and patterns established across generations.

Irrelevant: Irrelevant communicators put their energy into shifting the focus away from the self, others, or other relevant factors.

Macrosystem: One of the six levels of influence, this refers to culture, laws, politics, and socioeconomics of a region or country.

Mesosystem: One of the six levels of influence, the interaction between micro- and exosystems. An example would be the interaction between the child’s family and the school administration.

Microsystem:The setting where the child lives. The microsystem includes parents, siblings, classmates at school, and others with whom the child has regular contact.

Mimesis: Defined as joining with the family in ways that set the foundation for trustworthy and open relationships. Specifically, mimesis involves making an effort to “fit in” with the family

Multidimensional family therapy: Focuses on individual, family, and environmental factors in an effort to remediate adolescent behavior problems.

Multisystemic family therapy: Described by Henggeler and Schaeffer (2016), this is a comprehensive family and community based treatment. MST has three theoretical foundations: (a) Bronfenbrenner’s (1979) theory of social ecology; (b) social validity or the orientation toward providing assessment and interventions in the client’s real-world settings; and (c) the reciprocal nature of human interaction.  

Ordeal: A strategic paradox in which the counselor constructs another problem or task, surpassing the present concern to distract family members and interrupt their current patterns.

Overt rules: These rules are spoken and direct. Examples of overt rules might include curfews, bed times, and household chores

Placating: This position is self-deprecating; it places others above the self. 

Positioning: A paradoxical intervention in which the counselor appears hopeless in the face of a family’s problem, suggesting that things are much worse than the family first thought.
Prescribing the symptom: A strategic intervention, creating a paradox by advising a family to do the opposite of what they need.
Reframe: A technique that involves the restatement of a family’s problem from a more positive perspective.

Restructuring: Interventions include an awareness of when to push family to open boundaries and accept influence and when to encourage families to strengthen or close boundaries

Rigid boundaries: These are thick, inflexible, and difficult to penetrate. A family with rigid boundaries won’t accept influence and attempts to keep the same impenetrable boundaries across time and contexts. 

Roles: Expectations family members build for one another that defines an individual’s way of being in the system.
Rules: Expected patterns of behavior that emerge in a family system. Rules can be developed and maintained overtly (spoken) and covertly (unspoken).
Second-order change: Deep and meaningful change that involves shifting a family’s deeply rooted patterns of interaction.

Second-order cybernetics: This emerged as the application of cybernetics to itself. No longer was the family counselor an expert-observer; now family counselors were participant-observers.

Strategic family therapy: Jay Haley and Chloe Madanes believed that insight wasn’t needed for change. They believed that families could change by following the therapist’s guidance. 

Structural family therapy: This approach emphasizes homeostasis, subsystems, boundaries, and coalitions as they relate to family organization and functioning.

Subsystems: Smaller, self-sustaining groups within a larger system. Classic examples of familial subsystems include the sibling and parental units.

Super-reasonable: These communicators are cool and logical. They sometimes become super-reasonable to excuse themselves and others from needing to work on uncontrollable factors. 

System: an organized whole that has interacting parts and the interacting parts maintain the system. 

Systems theory: An approach that focuses not on individual components but on unifying principles regarding how entities within organizations (i.e., systems) operate or function

The golden age of family therapy: Referred to as the time in the 1970s and 1980s when treatments, centers, theoretical concepts, and core publications flourished.

Triangulation: A family structure that occurs when a dyad in conflict pulls in a third party to hold their focus and relieve relationship distress.
Unbalancing: A technique in which the counselor intentionally aligns himself or herself with a family member whose power needs to be elevated in the family hierarchy. 
Chapter 13: Developing Your Multicultural Orientation and Skills


This chapter focuses on multicultural approaches to counseling and psychotherapy. Included next are (a) alternative lecture topics, (b) classroom activities, and (c) a glossary of key terms.
Alternative Lecture Topics

Lecture/Discussion Topic 13.1: Coping with Cultural Countertransference

The following essay is an adaptation of an essay written by Brent Richardson of Xavier University:


After I graduated from college, I took a job at a special education school living in a double trailer with 12 teenage boys diagnosed with “severe emotional disturbance and learning disabilities.” During that first year as a residential counselor, I began to learn the importance of paying attention to what I pay attention to.


I found myself becoming more and more angered and frustrated by a kid named Jamal. Nothing he did was right. I didn’t like the way Jamal talked, walked, or breathed. Truthfully, I did not like Jamal or his African American style. My supervisor, rather than directly discussing my racial biases, simply asked me to try the “Penny Transfer Technique.” It was really quite simple—the most memorable lessons often are. He asked me to start the day by putting five pennies in my left pocket. I was instructed to move a penny to my right pocket every time I commented on something Jamal did right. I was also instructed to avoid phony or superficial affirmations (i.e., I like your clothes).  My goal was to move all the pennies to the right pocket by the end of the day. I did this for one week. Although it felt somewhat contrived, two things began to happen. First, my relationship with Jamal improved dramatically. Second, I began to automatically notice things Jamal did right. I reconditioned myself to look for what was green and alive in Jamal. Since that time, I have successfully used the Penny Transfer Technique to shift my focus and enhance my relationships with challenging students or my own children. A number of counselors, educators, and parents have also reported a “successful shift” after trying this strategy.


After telling this story, ask your students some of the following questions:

1. Do you think it is appropriate to indirectly address racial prejudice, as in the story? Or should racial discrimination always be confronted directly?

2. Do you believe that this simple behavioral intervention could actually change the behavior of a counselor who is discriminating against a client based on race?

3. Is it reasonable for the supervisor to work on changing the counselor’s underlying attitude by working on the surface behavior?

Lecture/Discussion Topic 13.2: The Birthday Party


Singer-songwriter Peter Mayer has a song called “The Birthday Party” that tells the story of Buddha going to Jesus’ birthday party. To stimulate discussion, consider playing this song (or others that articulate spiritual or cultural issues) for your class. A few of the lyrics are included below:
The Birthday Party

By Peter Mayer

I saw the Buddha open up his eyes

One Sunday morning

Says he’s invited to a party for Christ

And he must be going . . . 
. . . Then Mohammed said “hey Buddha, it’s great to see ya”

. . . Then Jesus said “hey, let’s not be such strangers”

(The Birthday Party is from Mayer’s 1997 Bountiful CD).

Classroom Activities

Activity 13.1: Self-Discipline and Eastern Therapy Approaches


Three main Eastern philosophies provide the foundation for Eastern therapy approaches. These philosophies include (1) Confucianism, (2) Taoism, and (3) Zen Buddhism. Confucianism focuses on the therapeutic quality of right or virtuous behavior such as ritual, duty, and order. Taoism focuses on beauty, natural pleasures, and balance. Zen Buddhism focuses on building self-awareness and seeing into the nature of one’s being. Psychopathology can be articulated as an absence of virtuous behavior, an absence of balance in life, and the presence of automatic, unaware behavior patterns. In all of these approaches there is the common factor of a striving for self-discipline and self-control that form the basis of effective therapeutic approaches.

Activity 13.2: The Multicultural Theory and Therapy Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with multicultural theory and therapy practice. Read and briefly reflect on the following statements and then circle the number that best represents how much you agree or disagree with each statement. 

1. The many appalling historical examples of cultural, ethnic, and minority oppression make it difficult for members of minority groups to immediately trust therapists from the dominant culture or majority group. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
2. Ethnically diverse clients are better served by ethnically-specific therapy services that are oriented to the cultural needs of clients.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
3. To work effectively with minority clients, therapists need specific training in multicultural sensitivity and knowledge. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
4. Color blindness—or the process of ignoring racial and cultural differences—constitutes a denial that racism and White privilege exist. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
5. A multicultural stance can foster greater understanding between cultural groups and facilitate egalitarian treatment of all humans. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
6. Psychopathology is not a problem existing within individuals; instead, psychopathology is usually created by oppressive social forces outside of individuals.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree
7. Therapists can become more multiculturally competent by increasing (a) their self-awareness, (b) their knowledge about other cultures and minority groups, and (c) their ability to use culturally specific or appropriate skills. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10

Completely Disagree

  
     On the Fence


  Completely Agree
8. The process and content of traditional psychological assessment and diagnosis must be dramatically modified before it can be ethically used with cultural minorities. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

Scoring and Application

To get your total score, add all your circled numbers together. There are eight statements. The highest possible score is 80. The lowest possible score is 0. Calculate your score now:

A score of 80 could mean you’re deeply tuned into or completely aware of your cultural roots, trunk, and branches, and that you’re quickly ready to pounce on a cultural explanation for virtually everything in the universe. A score of 0 indicates your cultural sensitivity IQ is so low that you may be a danger to yourself . . . and you’re definitely a danger to others (if you try counseling them!). Of course, these extremes are highly unlikely. 

Generally, higher scores indicate that your views are compatible with multicultural counseling practice. You may be exceptionally multiculturally sensitive and skilled. On the other hand, it’s not unusual for individuals to think they’re multiculturally sensitive and skilled . . . but to have reality suggest otherwise. Whether your scores are high or low, you should recognize that scores on this and other questionnaires change as a function of time, knowledge, and experience. Your scores may change considerably as you learn about multicultural theory and practice and then change more as you learn about other approaches. 
For now, based on your multicultural beliefs pretest score, consider the following possibilities:
· If your score is 64–80, your current views about therapy are extremely consistent with the multicultural perspective. This means your values, your way of seeing the world, and your personality naturally lean toward a multicultural perspective. A multicultural approach may be an excellent fit for you, but you also may be naïve about multicultural theory. Although your scores are high now, they could drop after you learn more about multicultural thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range, we encourage you to be open to criticisms of the multicultural perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward multicultural ideas. This is a nice attitude; it could mean you’re open to multicultural ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about multicultural theory and practice, you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience your scores (and attitude) will likely move one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward multicultural theory and practice. You don’t have a strong opinion in favor of or against multicultural ideas. This could mean you don’t care much about this approach one way or another, or it might mean that you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about multicultural approaches.

· If your score is 17–35, you’ve got a moderately negative attitude toward multicultural theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or multicultural theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.

· If your score is 16 or below, you’re definitely not a fan of multicultural approaches. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and multicultural approaches, we strongly encourage you to push yourself to see at least some positive dimensions of multicultural theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Multicultural Terms 

Acculturation (aka ethnocultural orientation): This term refers to “a process of giving up one’s traditional cultural values and behaviors while taking on the values and behaviors of the dominant social structure” (Atkinson et al., 1995).
ADDRESSING: Hays’ book, Addressing Cultural Complexities in Practice:  Assessment, Diagnosis, and Therapy, described a multiculturally sensitive assessment process. Hays (2008) provided an ADDRESSING acronym to help therapists gather a range of information related to multiple dimensions of client identity:  

A—Age and generational influences

D—Developmental disabilities

D—Disabilities acquired later in life

R—Religion and spiritual orientation

E—Ethnic and racial identity

S—Socioeconomic status

S—Sexual orientations

I—Indigenous heritage

N—National origin

G—Gender
Affirmative therapy: A term originally coined by Malyon (1982), affirmative therapy refers to therapy with GLTBQ clients that is openly supportive, validating, and affirming of varieties of sexual identity and sexual behavior. 

Amok: A Malaysian disorder characterized by wild, homicidal aggression. It’s typically found among males who were previously quiet and withdrawn. Precipitating factors can include sleep deprivation, stress, alcohol, and extreme heat. It’s one example of a culture bound syndrome listen in the DSM-IV-TR (2000).
Assimilated: A cultural orientation or level of assimilation in which individuals are oriented toward the mainstream social culture and have little interest in their own culture’s traditional practices.
Bicultural: A cultural orientation or level of assimilation in which individuals are relatively comfortable and conversant in two sets of cultural values.
Collectivist: In collectivist cultures, values and norms are shared. The self and the personality are defined in terms of group memberships; the group needs and values are more central than those of the individual.
Color-blind phenomenon: A benign position that race should not and does not matter. Included in this stance, is a denial that racism continues to benefit white individuals (Gushue & Constantine, 2007).
Cultural adaptation: Cultural adaptation refers to specific types of therapy presentation and process modifications designed to make therapy more culturally sensitive and accommodating. Examples include:  language matching, use of an interpreter, ethnic-specific services.
Cultural self-awareness: Being aware of one’s own cultural heritage, biases, and reactions to other cultural groups.
Cultural knowledge: Gathering knowledge about other cultural perspectives in an effort to more deeply understand and appreciate those perspectives.

Culture: Culture is a difficult concept to describe and it has been defined in many ways.  Culture permeates our lives, it precedes us (we are born into it), and culture constitutes a general design for living and pattern for interpreting reality. 
Culture-bound syndromes: A list of culturally specific syndromes listed in the DSM. Examples include Amok and Windigo.
Culture-specific expertise: This involves acquiring knowledge about one’s own culture and about the client’s culture. It also involves the application of that knowledge in a culturally sensitive and effective manner.
Culture-specific skills: The use of specific skills that have been shown to be useful or effective in working with specific cultural groups.
Drapetomania: In 1851, physician S. A. Cartwright claimed discovery of two mental diseases peculiar to Africans. One of these diseases was called drapetominia. It was believed that this disease caused slaves to have uncontrollable urges to run away from their masters. “Whipping the devil out of them” was considered the cure. It’s an historical example of multicultural insensitivity.
Dynamic sizing: Therapists with this skill know when to generalize and be inclusive and when to individualize and be exclusive. This means knowing when to apply general knowledge about a culture to an individual and when to focus more on the individual than the culture.
Dysaethesia: In 1851, physician S. A. Cartwright claimed discovery of two mental diseases peculiar to Africans. One of these diseases was called dysaethesia. It was believed this disease affected individual’s mind and body causing disobedience and disrespect. Extra hard labor, causing blood to finally reach the brain and give liberty to the mind was considered the cure. It’s now considered an example of multicultural insensitivity. 

Ethnic matching: Client and therapist are intentionally matched based on having similar or the same ethnic/racial background. It’s an example of a cultural adaptation associated with positive treatment outcomes (Griner & Smith, 2006). 

Ethnic-specific services: Treatments that try to respond to clients’ cultural needs (e.g., culturally sensitive greetings are used, Chinese clients are offered tea as well as coffee). Some research showed that ethnic clients stay in treatment longer when offered ethnic-specific services.
Individualist: Within individualist oriented cultures, value is placed on an individual’s personal liberty and self-interest. Autonomy is regarded as a virtue and personality is viewed as separate from family and culture.
Language matching: Client and therapist are intentionally matched because they speak the same language. This is a cultural adaptation that appears very important to enhancing positive treatment outcomes (Griner & Smith, 2006). 

Marginal: A cultural orientation or level of assimilation in which individuals are neither connected with their own culture nor mainstream society. 

Melting pot: A concept that implied, over time, cultures should melt down, adding their own flavor and color to the “American soup,” while losing their distinguishing features in the process. The melting pot is a concept directly related to the acculturation process. 
Multicultural competencies: Multicultural competencies as defined by the Association for Multicultural Counseling and Development (AMCD) are organized into three broad categories: 
1. Counselor awareness of own cultural values and biases

2. Counselor awareness of client’s worldview

3. Culturally appropriate intervention strategies 

Multicultural counseling: A helping role and process that uses modalities and defines goals consistent with the life experiences and cultural values of clients, recognizes client identities to include individual, group, and universal dimensions, advocates the use of universal and culture-specific strategies and roles in the healing process, and balances the importance of individualism and collectivism in the assessment, diagnosis, and treatment of client and client systems (D. W. Sue & D. Sue, 2008, p. 42).

Multiculturalism: Broadly defined as the valuing of diverse perspectives.

Pan-traditional: A cultural orientation or level of assimilation in which individuals have been exposed to and perhaps adopted mainstream values but have made an intentional effort to return to their culture’s traditional values.

Scientific mindedness: Therapists who use scientific mindedness form hypotheses about their clients rather than coming to firm and premature conclusions. These therapists also develop creative ways to test their initial hypotheses about minority clients and then act on the basis of the data they obtain and not their prejudices or prejudgments.
Social justice: “involves addressing issues of equity, power relations, and institutionalized oppression” (Goodman, 2011, p. 4). Social justice also includes goals for all people to be able to live “with dignity, self-determination, and physical and psychological safety” (p. 4).
Spirituality: As described by Sue, Bingham, Porche-Burke, & Vasquez (1999), for most indigenous cultural groups and individuals born and raised in Asia, Africa, or Latin America, spirituality is a life force that undergirds their existence (p. 1064). 

Stereotype: A standardized and oversimplified mental picture or idea about members of a group.
Susto: A belief in which a frightening incident causes a person’s soul to leave his or her body. The result is depression and physical malady. The customary treatment in Mexico and Central America includes ritual healings in which the person’s soul is called back to the body.
Traditional: A cultural orientation or level of assimilation in which individuals practice their culture’s traditional customs, worship methods, and think in their native tongue. 
What’s good about you?: An informal self-esteem assessment and intervention activity. To initiate the activity, the therapist obtains client consent or assent and then says, “I’m going to ask you the same question 10 times. The only rule is that you can’t use the same answer twice. So, I’ll ask you the same question 10 times, but you have to give me 10 different answers.” The question to be asked is, of course, “What’s good about you?”
White privilege: The invisible privileges accorded to the dominant culture. In the United States, middle- and upper-class white people enjoy readily available unearned assets. One effect of membership in the dominant culture is unconsciousness or obliviousness to your cultural advantages or white privilege (McIntosh, 1998).
Chapter 14: Integrative and Evidence-Based New Generation Therapies


This chapter focuses on integrative theory and evidence-based practice in counseling and psychotherapy. 

Alternative Lecture Topics

Lecture/Discussion Topic 14.1: Contemporary Song Lyrics and the Eclectic vs. Theoretical Purity Dialectic: I (John) have an intro to the integration chapter that I’ve been developing for years. It involves using historical quotations from eclectic vs. integrational vs. ideological purists that eventually lead into quotations from Paul Simon, Jack Johnson, Lady Gaga, and other contemporary singer/songwriters. Because of copyright restrictions, I can’t share this information with you here, but I encourage you to be creative in how you develop stimulating lectures that help bring focus to the continual conflict and tension around the ideological purity vs. eclectic dialectic.
Lecture/Discussion Topic 14.2: No Overarching Theory


The following quote from Arkowitz can be used to stimulate class discussion.

Some who hear about psychotherapy integration are puzzled to find out that there is no single overarching theory of psychotherapy integration that is emerging and that neither is there a single well-defined integrative therapy that characterizes the field. To them, the very term psychotherapy integration implies the search for a single integrative theory that ties all of the existing schools of therapy together, along with a well-defined brand of integrative therapy. They are wrong. Such grand integrations in theory and practice are most definitely not the goal of most authors in the field of psychotherapy integration. Perhaps the term psychotherapy integrations better captures where the majority see it going (Arkowitz, 1997, p. 272).

Classroom Activities

Activity 14.1: Conducting a Multimodal Assessment

Sometimes we have students break into small groups to complete an assessment assignment. The following assignment involves using the BASIC I.D. model developed by Lazarus. Specifically, we’ve filled out the assessment outline using the case of Richard (from the behavioral and cognitive chapters), but you can present the outline to your students using any case you desire.

A completed BASIC I.D. assessment of Richard might look like this:

Behavior: 
Stays close to his wife as often as possible for fear of a panic attack.



Continues to teach at the vocational college.

Affect:

Reports anxiety about leaving home.



Reports anxiety about having a panic attack.



Fears that others will evaluate him negatively.



Fears death.

Sensation:
Feels dizzy.



Feels hot and sweaty.



Hands feel cold and clammy.

Imagery:
Imagines his wife will leave him.



Sees himself as having a panic attack and embarrassing himself.

Cognition:
Thoughts include, “I’m really a nut case”; and “There must be something very bad wrong with me”; and “I might die from a heart attack, just like my dad.”

Interpersonal:
Very few close relationships outside of immediate family.



Is generally well-liked by students and colleagues.

Drugs/Bio:
Uses caffeine.



Father had a heart attack when he was Richard’s age.

Physical examination indicates his heart is fine and that he is very healthy for his age.


There can be some overlap in the assessment and treatment of the client’s BASIC I.D. For example, if a client is abusing alcohol, it should be listed under “B” as a behavior and under “D” for drugs. After the assignment is completed, be sure to debrief by asking questions like:

1. What did you find difficult about the BASIC I.D. assessment approach?

2. What did you like about the BASIC I.D. assessment approach?

3. Can you imagine using this approach with all or most of your clients?

Activity 14.2: The Integrative Theory and Therapy Pretest (From Sommers-Flanagan, J., & Sommers-Flanagan, R., Study Guide for Counseling and Psychotherapy Theories in Context and Practice, Second Edition, 2012)
This pretest is designed to assess how consistent your current beliefs about human problems, therapy process, and therapy interventions are with integrative and practice. Read and briefly reflect on the following statements and then circle the number that best represents how much you agree or disagree with each statement. 

1. There is no single best or right theory of counseling or psychotherapy.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

2. There is no single or correct set of techniques that produce the best treatment outcomes.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

3. The therapeutic principle and process is the same in all forms of therapy. It involves establishing a safe and trusting relationship in which clients can be re-exposed to emotional situations that were too difficult to handle in the past. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

4. Most clients come to therapy because they’re demoralized because of long-term distress or persistent inability to make changes in their lives. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

5. Effective therapy involves an emotionally-charged relationship and a process that includes a socially sanctioned myth (about the cause of the problem) and an appropriate ritual that enhances positive expectations. 

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

6. Therapy is most effective when there’s a good match between the client’s problem, the specific technique, and the therapist’s style.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

7. There are many different evidence-based therapies that are quite different in their approach, but that produce positive outcomes for different problems.

0 - - - - - 1 - - - - - 2 - - - - - 3 - - - - - 4 - - - - - 5 - - - - - 6 - - - - - 7 - - - - - 8 - - - - - 9 - - - - - 10
Completely Disagree

  
     On the Fence


  Completely Agree

8. Mindfulness, acceptance of suffering, and other Buddhist and spiritual concepts have been found helpful when integrated into various therapy approaches. 
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Scoring and Application

To get your total score, add all your circled numbers together. There are eight statements. The highest possible score is 80. The lowest possible score is 0. Calculate your score now:

A score of 80 could mean you’re integrated in every sense of the word (whatever that means?). A score of 0 implies that you’re a purist who sees absolutely no value in combining divergent theories or approaches together. These extreme scores are highly unlikely. 

Generally, higher scores indicate that your views are compatible with an integrative therapy approach. That being the case, you might want to join the Society for the Exploration of Psychotherapy Integration (SEPI; sepiweb.org). However, deep integration takes time, and so we suggest you let your integrational ideas incubate before rushing off to join this excellent organization. As we’ve suggested previously, your scores may change considerably as you learn more about integrative and practice. 
For now, based on your integrative beliefs pretest score, consider the following possibilities:
· If your score is 64-80, your current views about therapy are extremely consistent with the integrative perspective. This means your values, your way of seeing the world, and your personality naturally lean toward a integrative perspective. An integrative approach may be an excellent fit for you, but you also may be naïve about the integrative perspective. Although your scores are high now, they could drop after you learn more about integrative thinking or after you learn more about other therapy approaches. If your scores are in the 64–80 range we encourage you to be open to criticisms of the integrative perspective (partly because it’s good to seek balance and partly because it’s especially good to know weaknesses of the approach you’re drawn toward).

· If your score is 45–63, you have a mildly positive attitude toward integrative ideas. This is a nice attitude; it could mean that you’re open to integrative ideas, but perhaps not quite sure what to think of them yet. Hopefully, as you learn more about the integrative perspective and practice, you’ll find yourself feeling more positive or more negative, depending on the fit between you and the theory and application. As you gather more information and experience, your scores (and attitude) will likely move in one direction or another.

· If your score is 36–44, you’ve got a neutral attitude toward the integrative perspective and practice. You don’t have a strong opinion in favor of or against integrative ideas. This could mean that you don’t care much about this approach one way or another, or it might mean that you don’t have enough information or experience to know how you really feel. If your score is in this range, we recommend that you be open to learning what you can while noticing and tracking your reactions to learning about integrative approaches.
· If your score is 17–35, you’ve got a moderately negative attitude toward integrative theory and practice. You may already know quite a lot about this approach and have decided you don’t like it. Or integrative theory may be a poor fit for your values—or it may clash with your personality. Whatever the case, don’t let your negative attitude close you off from gaining new knowledge about this interesting approach to therapy.
· If your score is 16 or below, you’re definitely not a fan of integrative approaches. The challenge for you will be to not write off this approach from the beginning. It may be a struggle for you to be open to learning anything from reading the textbook chapter or from practicing or observing this approach. To address this apparent incompatibility between you and integrative approaches, we strongly encourage you to push yourself to see at least some positive dimensions of integrative theory and practice. Being open to different perspectives (at least a little bit open) is a character trait required of mental health and human services professionals.

Glossary of Key Integration Terms 

Action stage: The fourth stage in Prochaska and DiClemente’s stages of change component of their transtheoretical model. In the action stage, people are highly motivated and plunging into the change process. 

Acceptance and commitment therapy (ACT): A new-generation integrative therapy developed by Steve Hayes that combines radical behavior therapy with Buddhist mindfulness approaches. Based on relational frame theory, this approach helps clients accept the idea that it’s normal for thoughts to cause suffering. ACT (pronounced as a word and not as A-C-T) also focuses on helping clients engage in value-based positive behaviors. 

Assimilative integration: This involves a committed allegiance to one primary theoretical orientation, along with an openness to selectively incorporating or assimilating techniques or procedures from other system

Authentic chameleon: Arnold Lazarus coined this phrase as a way of emphasizing that because every client is different, therapists should change their interpersonal style based on each new client they see.
BASIC I.D.: This is the assessment and intervention acronym that Lazarus developed for multimodal therapy. Each letter is associated with an assessment/intervention domain. 

B = Behavior

A = Affective responses

S = Sensation

I = Imagery

C = Cognition

I = Interpersonal relationships

D = Drugs and biology

Change processes: Identified by Prochaska and colleagues, these processes occur across different theoretical orientations and there are 10 primary processes.  

Cognitive fusion: Occurs when individuals operate as if “I am my thoughts.”  Thoughts are not reality and thoughts are not the only dimension of the self. Pulling thoughts too closely into the self is cognitive fusion and contributes to psychological suffering.

Common factors: The common factors approach to psychotherapy integration emphasizes that all forms of counseling or psychotherapy operate on the same basic or common therapy principles. Two of the most popular common factors approaches were described by Jerome Frank and Michael Lambert. 

Contemplation: The second stage in Prochaska and DiClemente’s stages of change component of their transtheoretical model. In the contemplative stage, the individual is aware that a problem exists, but she has not yet made a clear commitment to making a personal change. 

Corrective emotional experience: Alexander and French (1946) described the corrective emotional experience: “In all forms of ... psychotherapy, the basic therapeutic principle is the same: To re-expose the patient, under more favorable circumstances, to emotional situations which he could not handle in the past. The patient, in order to be helped, must undergo a corrective emotional experience suitable to repair the traumatic influence of previous experiences” (p.66).
Demoralization hypothesis: Frank (1985) considered demoralization to be the primary reason why people come to counseling or psychotherapy. He defined demoralization as follows: “Demoralization occurs when, because of lack of certain skills or confusion of goals, an individual becomes persistently unable to master situations which both the individual and others expect him or her to handle or when the individual experiences continued distress which he or she cannot adequately explain or alleviate. Demoralization may be summed up as a feeling of subjective incompetence, coupled with distress” (Frank, 1985, p.56).

Destructive normality: The idea that a normal person can use normal psychological processes and end up feeling quite disturbed.
Dialectical behavior therapy (DBT): DBT is a new-generation integrative therapy developed by Marsha Linehan (1993). This therapy approach integrates a person-centered or Buddhist form of unconditional positive regard (radical acceptance) with cognitive and behavioral skills training. It was originally developed to treat individuals diagnosed with borderline personality disorder.   

Dialectical philosophy: Dialectical philosophy emphasizes that reality includes opposing forces that are constantly shifting and changing. The three-stage process through which change occurs is referred to as the dialectic.
Eclecticism: Therapists who practice eclecticism will choose one technique for one client and another for a different client and even two theoretically divergent techniques for a single client without much concern for overall theoretical compatibility. This approach is generally viewed as opposed to theoretical purity.
Emotional dysregulation: This symptom of having strong emotional reactions to environmental stimuli is generally associated with clients who have borderline personality disorder. Linehan (1993) views clients with borderline personality disorder as being biologically predisposed to emotional dysregulation.
Emotion-focused therapy (EFT): Emotion-focused therapy (formerly process-experiential therapy) has roots in person-centered theory and uses the Gestalt empty chair technique as a means of focusing in on and deepening emotional experiencing and expression (Greenberg, 2011). EFT is broadly classified as an empirically supported neo-humanistic therapy approach.
An emotionally charged, confiding relationship: Contemporary  practitioners usually refer to this component as the therapeutic relationship or working alliance (Bordin, 1979; Norcross & Lambert, 2011).
Eye movement desensitization reprocessing (EMDR): EMDR is a new-generation integrative therapy approach. It is an evidence-based treatment for trauma in adults and children and was developed by Francine Shapiro (1989).

Gaslighting: A power-based strategy where the person in power questions the validity or accuracy of a victims perceptions.

Grief: Complicated bereavement following a loved one’s death.

Healing setting: The setting elevates the therapist’s prestige and provides a sense of safety.

Ideological purity: This is an approach to conducting therapy that emphasizes depth (the learning and application of a single theoretical approach) over breadth. It is very appealing in a practical sense; it allows you to become a master of one approach, rather than a mediocre jack-of-all-trades.

Interpersonal deficit: When a client’s social skill deficits contribute to relationship problems.

Interpersonal formulation: This involves linking the client’s depressive symptoms to one of four possible specific interpersonal situations.  These include grief, interpersonal role dispute, role transition, and interpersonal deficit. 

Interpersonal role dispute: Conflicts in an important social relationship (spouse, family member, coworker, or close friend).

Interpersonal psychotherapy (IPT): Interpersonal psychotherapy is a new-generation integrative, short-term, and focal approach to treating depression. It emerged quickly and established itself as an efficacious therapy for depression. IPT was developed in the 1970s by the late Gerald Klerman of Harvard University and a group of associates from Yale University. It was empirically validated in the 1980s.

Levels of change: Prochaska identified five levels of change including; symptom/situational problems, maladaptive cognitions, current interpersonal conflicts, family–systems conflicts, and intrapersonal conflicts.

Maintenance stage: The fifth stage in Prochaska and DiClemente’s stages of change model. In the precontemplative stage, During maintenance, people continue with positive actions and deepen their commitment toward permanent change. There is continual work or action toward relapse prevention. This stage continues from 6 months to infinity, but relapse often occurs at some point during maintenance.
Multimodal therapy: This is a technically eclectic form of therapy developed by A. Lazarus (1971). 
Precontemplation stage: The first stage in Prochaska and DiClemente’s (1982) stages of change model. In the precontemplative stage, the individual has little or no interest in changing his behavior.
Preparation stage: The third stage in Prochaska and DiClemente’s (1982) stages of change model. In the preparation stage, individuals are deep into contemplation and although they’re beginning some minimal action toward change, they’re not yet into the action stage.

Psychotherapy or counseling integration: The effort to move beyond individual theoretical systems; it involves bringing together diverse theories, models, strategies, and techniques. 

Radical acceptance: Radical acceptance is a concept and technique associated with DBT. It involves complete acceptance of clients and their emotional condition (as in Eastern philosophy and person-centered theory). At the same time, clients are engaged in a purposeful change process to help with emotional dysregulation and environmental invalidation (Linehan, 1993). Essentially, the therapist is communicating: “I accept you as you are, and I am helping you to change.”

Rationale, conceptual scheme, or myth: Clients need a plausible explanation for their symptoms and for the treatment approach to be used. Explaining the therapy rationale to clients is crucial.

Relational frames theory: This is the foundational theory for acceptance and commitment therapy (ACT). 

Ritual: Clients (and therapists) need a process or ritual they both believe will bring about a cure or improved functioning.

Role transition: A change in life status, including, but not limited to, the beginning or end of a relationship, retirement, graduation, and medical diagnosis.

Stages of change: One component of Prochaska and DiClemente’s transtheoretical model. The stages of change component focuses on how clients come to and progress through therapy at differing stages of change and therefore different interventions will be more or less effective at different stages in the change process.  

Syncretism: When therapists choose therapy techniques in a whimsical, unreasoned, or impulsive manner, it’s called syncretism.
Technical eclecticism: This is the rational and research-based approach to eclecticism popularized by Arnold Lazarus. See eclecticism.
Termination stage: The sixth and final stage in Prochaska and DiClemente’s (1982) stages of change component of their transtheoretical model. In the termination stage, people have 100% confidence (or self-efficacy) that they will not engage in the problem behavior again. They also report having no urges to engage in the problem behavior again. Prochaska uses a 5-year criterion of symptom liberation, plus 100% confidence, for classification into this stage.
The who-how-whom question: In 1969 Gordon Paul posed the following question to his behavioral colleagues: “What treatment, by whom, is most effective for this individual with that specific problem, under which set of circumstances, and how does it come about?” (Paul, 1969, p. 44). This question is seen as a call for technical eclecticism.
Therapeutic integration: Theoretical integration involves combining of two or more theoretical approaches to maximize therapeutic effectiveness.
Transtheoretical change model: The transtheoretical model is a higher-order integrational theory of psychotherapy, emphasizing both common factors and theoretical integration. It focuses on why and how people change, rather than on why people don’t change.
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Block VII


The experience of insight in psychoanalytic therapy is less like “Aha!” than it is “Oh no, not again!” This is why we need time to work through our old behavioral and relationship patterns and establish new ones.





Block VI


When human are exposed to an unstructured situation (e.g., free association), material from the unconscious is more likely to emerge untainted or unmuddied by situational factors. This can give a psychoanalytically-informed therapist access to deeper, historically-based, psychodynamics.  





Block V


Our lives are like a tapestry with threads from the past extending into the present and future. If we can become aware of why we have developed certain internal working models, then we’ve got a better chance of making positive changes—this is why insight is central to psychodynamic change!





Block IV


As you may know from observation, newborns and infants are all impulse (aka: all id). This means they want what they want when they want it. Freud’s quote: “Where id was there shall ego be” suggests that self-control, delay of gratification, and other important ego functions develop from dealing with our impulses and frustrations. Later, we develop superego functions of our conscience and ego ideal. 





Block III


While growing up, everyone moves through key psychosexual stages. During these stages different issues (e.g., oral gratification; anal control; etc.) become important. The way these issues are handled or experienced determines the sort of internal working model we develop.  Internalized working models may be adaptive or maladaptive (functional or dysfunctional), but they’re always repetitive (think: repetition compulsion!).





Block II


All things psychologically determined exist in either the conscious mind, the preconscious mind, or the unconscious mind. Usually, the aim of therapy is to enhance awareness of all things. This involves moving information slowly from the unconscious to the preconscious and finally to conscious awareness.





The Foundation Block


As a foundation, think about how all behaviors are psychologically determined. This means there’s a psychological reason for everything!
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