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Abstract

Contemporary approaches to therapy are based on a premise that is no longer viable:  split the person into pieces and orient treatment toward one of those pieces.  That is, the profession of psychology is split into disparate, frequently antagonistic, schools of therapy:  psychoanalysis, behaviorism, cognitive therapy, humanism, existentialism, and even transpersonal therapy.  However, it is claimed that this piecemeal approach to treatment works against the growth and well-being of the client and should be changed.  Consequently, it is advocated that the standard of clinical psychology should be integral therapy, in which all therapeutic positions are subsumed within a single, coordinated approach.  This paper presents such an integral therapy.  Indeed, it is claimed that capable therapists already make use of this model intuitively, even if unawares.  The purpose of this paper is to make the basic tenets of this model explicit.  To do so, no affiliation with existing schools of therapy is indicated.  Rather, this paper relies soley on an explication of therapeutic technique to describe the therapeutic process.  Part I of this paper focuses on a general overview of this integral model, as well as the initial elements the therapeutic process.  Part II focuses on the specific therapeutic techniques of this model.  

Introduction

In recent years, mental health service providers have recognized that their therapeutic paradigms are not adequate to assist them with all the mental disorders encountered in clinical practice (Norcross & Goldfried, 1992; Okun, 1990).  In fact, an onslaught of criticisms has rocked the mental health field:  consumer groups and insurance companies have pressured providers to demonstrate efficacy in their clinical methods, biologically and behaviorally based providers have questioned the psychosocial paradigm of therapy, and research findings have failed to demonstrate superiority of one therapeutic orientation over another (Carkhuff, 1971; Lambert, 1992; Patterson, 1984).  Indeed, the latter suggests the idea of separating the profession into discrete, often competitive, schools is not only no longer appropriate as an industry standard but hopelessly obsolete—perhaps even a violation of the prime directive of clinical practice:  Do the client no harm.
Consequently, increasing numbers of providers are searching for clinical solutions outside the paradigms of their areas of expertise and training.   It is becoming clear that the competitive specialties currently in place is in reality a symptom of the lack of maturation of the profession as a whole.  Yet, at the same time, the field of psychology is also undergoing a transformation of growth and development.  Psychotherapy integration is emerging as a formal movement, characterized by dissatisfaction with single-school approaches to complex clinical issues, and looks beyond the confining boundaries of these approaches to a unified system of therapy.  Norcross and Goldfried put the situation this way:  “Whether considered a paradigm shift or a metamorphosis in mental health, psychotherapy integration will be a therapeutic mainstay of the 21st century” (1992, p. x).  In a word, psychotherapy integration represents the future of clinical psychology.

However, there is some confusion in this approach.  For example, theories that used to be called eclectic are now being referred to as integral, primarily, it appears, to avoid the connotation usually associated with that term—being an arbitrary mix of therapeutic interventions (Nichols, 1996).  But integral therapy must be understood as distinct from clinical practices that would otherwise be thought of as eclectic.  The principle distinction between eclectic and integral therapy could be put this way:  whereas eclectic therapy simply accumulates therapeutic interventions, like a tool belt, integral therapy organizes these interventions into a systemic and interrelated clinical practice.  
To achieve a comprehensive framework, the following orientation is useful:  Integral Methodological Pluralism (IMP) (Wilber, 2005).  This approach can be defined as follows:

“Integral,” in that the pluralism is not a mere eclectic or grab bag of unrelated paradigms, but a meta-paradigm that weaves together its many threads into an integral tapestry, a unity-in-diversity that slights neither the unity nor the diversity.  “Methodological,” in that this is a real paradigm or set of actual practices and behavioral injunctions to bring forth an integral territory [e.g., clinical practice]….  And “pluralism” in that there is no one overriding or privileged injunction (other than to be radically all-inclusive).  (Wilber, 2005)
Simply put, IMP does not privilege any particular methodology over another.  Rather, it includes all paradigms or methodologies presently existing as modes of human inquiry.  No attempt is made to judge whether a particular practice or method should be included.  Since these paradigms already exist and are actually being practiced, it is presumed that they bring forth some type of truth-value.  The only question is where they belong in relation to one another and the inquiry overall.
Although Wilber developed IMP to apply specifically to research methods, the above principles can apply to clinical practice as well.  Instead of engaging therapy via the enactment of a single point of view relative to therapeutic intervention, this orientation engages therapy via the enactment of every point of view relative to therapeutic intervention.  However, practically speaking, it is not always possible to engage all the myriad interventions potential for any given clinical issue.  Nonetheless, like the basic colors on a color wheel, it is possible to identify the main groupings that make up the whole, as will be seen.  
It is also claimed that the greater the range of differences included in any activity such as therapy, the more relevance the outcomes will potentially achieve.  To ensure the fullest account possible of the psychological substrate underlying these differences, this paper not only presents an IMP for therapy, but does so through a common factors approach:  “The most general conclusion is that common factors shared by all psychotherapies are the most important ‘active ingredients’ of psychotherapy.  These common factors appear to be more important to client improvement than are differences in specific psychotherapy techniques” (Drisko, 2004, p. 84).  The basic premise of this approach is simple enough:  there is a single therapeutic process by which people are healed of mental ailment and, thereby, enter into greater growth and well-being.  

Clearly, implementing a common factors framework requires that the allegiance to a model involving competitive schools be overcome, replacing it with a collaborative paradigm.  The integral therapy of this paper suggests an approach whereby this can be done:  establish the clinical process on a foundation of therapeutic technique, rather than theoretical orientation.  This idea has been proposed before:  “It is distressing to hear therapists ask each other what schools they belong to, because as soon as they have labels for each other, misunderstanding begins.  The alternative to [such] labels is probably to say what one does in therapy” (Martin, 2000, p. 246).  In other words, this approach shifts the emphasis of therapy from theoretical diversity to diversity of technique.  
However, these techniques are not merely listed or catalogued in this paper for the therapist to choose from, as might be the case with eclectic approaches.  Rather, they are organized according to the overall objectives of the therapeutic process, in order to guide and give direction to clinical treatment.  Indeed, each of these techniques is thought to intervene in a particular area of the process, as based on the specific nature of psychopathology underlying the client’s mental ailment.  Further, the particular intervention techniques included here are not meant to be exhaustive.  Rather, they are intended to indicate the most representative interventions for each skill set, in order to establish the fundamental parameters of the therapeutic process.  Any interventions not specifically mentioned can be placed within their respective section of these fundamental parameters.  Finally, this paper focuses on psychotherapy as a talking cure.  Although extremely important adjuncts to psychotherapy, biological or medical interventions are beyond the scope of this paper.  It is suggested the interface between the therapeutic process and these types of intervention is best handled through referrals done as a part of case management.
The Therapeutic Process


Currently, clinical practice tends to split the whole person up into parts, the prevalence of any given piece depending on the preference of the therapist (see Bohart et al., 2003; Schneider et al., 2002).  For example, behaviorism claims behavior as its own, while psychoanalysis stakes out the domain of unconscious conflict, and existentialism gives preeminence to awareness and will.  Likewise, humanistic therapy advocates empathy, as does self psychology, while cognitive therapy gives priority to expectation and perspective.  But any one without the other is impoverished:  “Psychology without subjectivity leaves behaviorism.  Psychology without objectivity leaves existentialism.  Every school of psychology delimits its perspective in some way…” (Mann, 1994, p. 81).  In other words, therapists tend to be specialists, nevermind how much they might dip into each other’s tool kit.  But specialization overlooks the unique reality of the whole person, and the obligation of the therapist to address every aspect of the individual in the course of therapy.


Nonetheless, in practice, each therapeutic approach tries to account for all of these dimensions of the human being, albeit by grounding them in their respective theoretical orientations.  Yet, it could be said that the exact same therapeutic process is engaged intuitively by every capable therapist, irregardless of theoretical orientation and the fact that different schools of therapy tend to emphasize one aspect of the therapeutic process over others.  Consequently, to address this issue, this paper presents an integral therapy that is unaffiliated with any school of theory but, rather, focuses on the specific therapeutic techniques of which each therapy is comprised.  Freed of this restraint, clinical practice can be understood to occur according to a four-stage process overall:

1. Abreduction:  case management and counseling (e.g., psychoeducation and skill training) for the purpose of protection against exposure to imminent threats and the provision of basic needs.  

2. Abreaction:  eliciting exposure for the sake of reliving the original trauma and mitigating its resultant stress, albeit in a safe and protected manner that ensures self-esteem and well-being.

3. Integration:  coming to terms with the traumatic past and creating different expectations for the future; through new ways of understanding.

4. Adaptation:  having regained the capacity for trust, autonomy, and appropriate boundaries, one asserts themself for the sake of achievement and discovery.

Treatment represents the bringing to an end something that has up to now proved to be invaluable to the individual, perhaps even life-saving.  Therefore, the release of one’s symptoms is invariably experienced as a loss, putting them at grave risk.  Consequently, successful treatment must resolve both issues:  the underlying problem the symptom is designed to solve—and the problem it also represents.  To simply intervene on the problem side of the equation produces treatment plans that are inadequate to address all the issues that the individual faces.  Only by treating the entire problem are reliable and satisfying outcomes produced.  
This process can be diagrammed as follows:
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Each of the components of this diagram will be explained in turn in this paper, precisely because there is a specific procedure for their implementation in the therapeutic process.  However, some summary statements are warranted at this point.  First of all, the overall sequence of the therapeutic process moves the client through four stages:  abreduction, abreaction, integration, and adaptation—the last three of which also described this way:  encounter, engagement, and enactment.  In a sense, whereas the therapeutic encounter is something the therapist does to and with the client; the therapeutic engagement enjoins the client to engage in the skills of the therapeutic encounter with the therapist; and, finally, the therapeutic enactment is not only the engagement of these skills during session, but generalizing them outside the session with others.


In a sense, these discrete stages could perhaps be thought of as the wheels of the therapeutic process, and the therapeutic encounter as that which greases the wheels.  Indeed, each of the technique skill sets—i.e., supportive, interpretive, affirmative, confrontive, evocative, expressive, directive, and assertive—can be thought of as the various gears that turn the wheels and, something like a conveyor belt, move the client along toward resolution and the achievement of their goals.  Moving through these stages serve specific tasks necessary for the therapeutic process:  disclosure and dialogue, such that it leads to understanding; and agreement based on understanding, such that it leads to change of action.  Delving a little deeper into the therapeutic process, the purposes of these various sections can be put this way:

1. Understanding:  reaching a consensus between client and therapist:

a. supportive technique:  while being authentic, the therapist is aware of and accepts the client, so that they can explore the client’s disclosure for the sake of understanding; 

b. interpretive technique:  while considering the clients diclosure, the therapist explains their understanding and makes the client aware of this understanding; 

c. affirmative technique:  the therapist assents to (i.e., agrees with) what is true in the client’s understanding, so that the client can become authentic and aware; and 

d. confrontive technique:  the therapist challenges (i.e., argues with) the client’s understanding, so that the client can reconsider their understanding. 

2. Change of Action:  making changes by doing something different:

a. evocative technique:  the therapist invokes (i.e., argues for) change of action, by enhancing the client’s experience of themself and their world;

b. expressive technique:  the therapist advocates (i.e., argues for) change of action, by enhancing the client’s expression of themself in the world;

c. directive technique:  the therapist enjoins the client to agree to change their action, as based on prior agreement with their understanding; and

d. assertive technique:  the therapist urges the client to agree to change their action, as based on prior agreement with their understanding.


However, the therapeutic process is not a static or linear process.  As the client moves along the path of the therapeutic process and comes to a point of adaptation and resolution, it is not always clear-cut or precise:  “We do not…see resolution as an all-or-nothing proposition.  Instead, for each task, we distinguish three levels of resolution, ranging from partial resolution (where some progress or shift has occurred) to full resolution (where broadly based…change has occurred…)” (Elliott et al., 2003, p. 99).  Resolution lets the therapist know when the client is finished with a given issue, or at least finished for the time being.  In this way, the therapist does not complicate therapy by pushing the client to go on when the task is done.  Instead, the therapist can follow the loop of the therapeutic process through to goals, leaping over any unnecessary sections.  If the client has totally achieved their goals, perhaps a new one is now warranted.  Likewise, if the client has only partially achieved their goals, perhaps they need to be revised.


Dialectic and Dialogue

Overall, the flow of the therapeutic process moves back and forth between the steps of understanding, something in the way of dance steps, oscillating between intimacy and integrity; from there engaging the steps involving change of action with the same reciprocity—like the Two-Man Con, or Good Cop, Bad Cop method of influencing people.  Of course, different diagnoses will necessarily require different combinations of these treatment techniques, arranged in a particular order as indicated by the clinical situation.  

Linehan presents an integrative approach to therapy that stresses the dialectic of the therapeutic process, which she describes this way:

As its name suggests, its overriding characteristic is an emphasis on “dialectics”—that is, the reconciliation of opposites in a continual process of synthesis.  The most fundamental dialectic is the necessity of accepting patients just as they are within a context of trying to teach them to change….  [T]o focus therapy on active problem solving…balanced by a corresponding emphasis on validating the patient’s current emotional, cognitive, and behavioral responses just as they are….  (1993, p. 19)


This dialectic produces an ongoing tension in the therapeutic process, whereby the therapist is constantly in a balancing act involving accepting and valuing the client as they are, over against the need to change the way the are, precisely because something about them is problematic.  In the above diagram, that aspect of the therapeutic process oriented toward accepting and honoring the client as they are is outlined in bold, and identified as intimacy.  On the other hand, that aspect of the therapeutic process oriented toward changing the client in some way is outlined in italics, and identified as integrity.

As can be seen, the dialectic has much in common with the Serenity Prayer:  “God grant me the courage to change the things I can, the serenity to accept the things I cannot change, and the wisdom to know the difference.”  Indeed, this prayer offers a useful summary of clinical priorities overall:  having established the therapeutic alliance, if the client is ready to make a change, work on change; if the client is not ready to make a change, work on acceptance—and prepare them to work on change.  In a manner of speaking, if the client is ready for change, begin at the end of the conveyor belt (e.g., directive and assertive techniques).  If not, work your back through the process to less intrusive interventions (e.g., interpretive or supportive techniques) and strart there.  It is suggested that evocative and expressive techniques actually form a continuum with supportive and affirmative techniques, which represent a further means to ensure acceptance for the client.  However, in this case, the client enacts acceptance on their own part, as opposed to having the therapist engage them as such. 
The dialectic can also be seen in another integrative orientation to therapy:  “Infinitude’s despair…is the fantastic, the unlimited….  To lack infinitude [however] is despairing reductionism, narrowness” (Kierkegaard, 1849, pp. 30-37).  In this existential approach, paradox is thought to be the fundamental dynamic operating within the individual, holding them in a vice grips of competing forces.  Overall, the intervention to this paradox embraces a trio of assumptions (Schneider, 1999, p. 27):

1. The individual engages in life as part of a constrictive/expansive (i.e., finitude/infinitude) continuum, only degrees of which accessible to consciousness.

2. Dread of either the constrictive or expansive polarities promotes dysfunction, extremism, or polarization (each of which proportionate to one’s dread).

3. Confrontation with and subsequent integration of these poles promotes optimal living.


Centering is the capacity to be aware of and direct the integration of these possibilities.  When the individual lives within their centric mode, or “fluid center,” they have the capacity for a fully functional life (Schneider, 1995, 2004).  In this approach to the dialectic, infinitude and expansiveness can be understood as associated with intimacy (e.g., unconditional positive regard), and finitude and constriction associated with integrity (e.g., confrontation, setting boundaries).  Consequently, the entire process of therapy can be seen to conform to this pattern.  Not only must one integrate these two poles during therapy, optimally, they must do so in an oscillating manner, weaving back and forth between them in a harmonizing synthesis.  However, one can move backwards and forwards along the sequence at any time, or else even start over, as indicated by the clinical situation.  

Further, not every technique skill set must be employed at any given moment, or even included at all as part of the treatment plan.  This point is probably best illustrated with an analogy:  a painter’s palette.  Although you may not use every single color in any given painting, you must have them all at your disposal—and be proficient in the use of them—precisely in order to use them effectively when needed (even if not until your next painting, in some cases).  This palette includes enjoining the client to obey through directive techniques, or allowing the client to emerge through supportive techniques, or altering the client’s understanding through interpretive techniques, and so on.  Integral therapy must incorporate all techniques, and do so in an organized and coherent fashion that is aligned to the therapeutic process overall.

Simply put, clients are not always available for the entire complement of the therapeutic process.  For example, you may focus solely on an extreme directive technique in the case of a violent psychotic client when you have them hospitalized, or rely heavily on supportive technique in the case of a client who is too timid or suspicious to accept an interpretive or confrontive intervention.  Further, the whole point of brief therapy approaches is to address issues that don’t require considerable attention (Walter & Peller, 1992)—to use the car mechanic metaphor, flat tires or perhaps worn-out spark plugs.  From this point of view, the therapist must determine where the damage is, precisely so that they can determine where to start the repair.  Whenever a good auto mechanic begins triage, they always start with the simplest explanation of the problem—precisely because this will afford the client the least cost, while still resolving the issue and producing repair.  
Abreduction and the Prelude to Therapy

Following on the establishment of one’s goals is the attainment of abreduction.  The fundamental issue underlying trauma treatment and recovery is exposure.  However, this issue must be understood in two entirely different ways:  safety and satiety.  Consequently, abreduction must be understood as operating in two entirely different directions:  first, one must decrease the exposure, in the sense of threat or danger (i.e., safety); and one must increase the exposure, in the sense of provision (i.e., satiety).  It is for this reason that the term abreduction was coined—to address the dual nature of the protection/provision process.  To reduce injury is to decrease exposure, but to reduce loss is to increase exposure.  In this sense, reduction goes both ways.


Case Management
To engage in abreduction is to engage in a preliminary adjunct to therapy:  case management.  Case management has to do with the therapist representing the client’s interests outside of the client-therapist relationship.  This involves the interface between the therapist and other service providers (e.g., clinics, hospitals), government agencies (e.g., social services, legal system), family members and significant others, and any others making day-to-day demands on the client.  Simply put, case management refers to the assistance the therapist provides to help the client manage the practical matters of their life, so that overall functioning and well-being are ensured and the client can make progress relative to their life and treatment goals.  Thus whenever problems or obstacles arise that might interfere with the client’s progress, the therapist engages in case management procedures, which involve two principle activities:  referrals and placements.  

Case management influences treatment by engaging in a particular formula relating safety and satiety to therapy:  mitigate Axis III/IV conditions and Axis I/II symptoms will reduce accordingly (for an account of the axial method of diagnosis, see APA, 2000).  When the brush is cleared of Axis III/IV conditions, the individual’s Axis I/II symptoms can be assessed in their own right.  And in so doing, these symptoms are reduced to a more manageable level, amenable to therapeutic interventions.  Perhaps better said, the interventions of case management involve the mitigation of risk factors (Axis III/IV) and the increase of resiliency and resources.  Risk factors are those elements of the environment that either produce trauma or threaten to do so.  Resiliency is those elements of the individual or the environment that prevent trauma, or else the threat of it.  Unfortunately, the current axial system of diagnosis employed by the DSM does not include a separate axis for resilience.

Counseling

Augmenting the interventions of case management are those of consultation, or better said counseling.  In this case, the client is encouraged to actively solve their own practical problems and and obstacles to achieving goals:  

Generally, the emphasis in traditional case management…is on interventions by the therapist in the patient’s environment.  The case manager from this point of view is the systems coordinator and service broker.  In DBT, the bias is toward teaching the patient to be her own case manager (the consultation-to-the-patient strategies).  (Linehan, 1993, p. 399)

Counseling operates through the principles and practices of pedagogy.  The difference between the two can be put most succinctly this way:  either you can cook for someone (i.e., case management) or teach them how to cook for themself.  The latter is accomplished by the two fundamental interventions of pedagogy:  psychoeducation and skills training.
Overall, there are two kinds of skills taught in skills training:  life skills and coping skills.  Life skills can be thought of those skills required of a person to succeed at life.  However, it should be remembered that there is a sliding scale to success, measured differently for different people.  One’s talents and abilities must be taken into account to determine success—the greater the functional impairment, the less demanding the life skill for success.  Further, life skills include the class of skills necessary for pedagogy, which one would ordinarily learn in school:  

1. information processing:  language and communication skills, including how to improve the use of memory and imagery, and   

2. problem solving:  the development of logic and reasoning, especially as applied toward overcoming the obstacles of life.

If the individual is faced with difficulties learning this skill set due to psychopathology, the coping skills of therapy will need to be taught.  These skills involve the therapeutic process itself, and fall into the following three categories:

1. stress management:  changing one’s experience through interventions to the environment that alter conditions in order to serve one’s best interests and include the following skill sets:  relaxation, self-soothing, and support systems;

2. emotion regulation:  changing one’s mind through interventions to the psyche that alter beliefs, values, and goals in order to serve one’s best interests and include the following skill sets:  alternative thinking, awareness, and self-esteem; and

3. interpersonal relations:  changing one’s interactions through interventions to the psyche that alter behavior in order to serve the best interests of others and include the following skills sets:  communication, appropriate assertiveness, and conflict resolution.

Yet, these skills might be difficult for the client to learn, which requires the therapist to actually do therapy to the client—i.e., engage in the therapy skill set with the client.  In this way, the overall procedure of therapy can be delineated through a four stage sequence as follows:

1. teach the client life skills; or, if this is not possible,

2. teach the client coping skills; or, if this is not possible,

3. actually do therapy with the client, and work your way back to teaching each of the preceding skill sets as it becomes possible.

In this way, counseling can be thought of as comprising the underlying substrate of therapy.  In a sense, the purpose of therapy is to teach the client to be their own therapist and thereby engage the therapeutic process in the absence of the therapist.  Consequently, the coping skills of therapy can actually be thought of as an extension of life skills, indeed, the most sophisticated life skills of which mature human beings are capable.

Abreaction and Exposure
The fundamental issue of treatment and recovery is exposure.  However, this issue must be understood in two entirely different ways:  first, the individual must be protected from exposure, but then they must engage in exposure—both external reality and internal imagery.  Abreaction can be defined this way:  the systematic reliving and releasing of one’s traumatic memories (Pine, 1993).  In this way, the painful emotion associated with these memories is finally dealt with and discharged (Pulver, 1995).  Having been protected from exposure through case management, and better informed about how to protect themself through counseling, the client must now engage in precisely that aspect of treatment and recovery they are most loathe to engage:  exposure—especially the exposure of internal imagery.  
The therapist should always be alert to signs of a particular impediment to therapy:  resistance.  Clients generally enter therapy with mixed feelings.  On the one hand, they seek out therapy to reduce symptoms and get relief from their suffering (with the possible exception of clients mandated to appear in therapy).  Yet, they usually want to retain these symptoms as well, primarily because their symptoms are all they have ever known as a way to deal with life.  Consequently, they resist the very efforts of therapy they have enlisted for their well-being.  Although frequently thought of as sabotage or self-defeating behavior, the purpose of resistance is actually intended toward the best interests of the client.  


Disclosure and the Therapeutic Encounter
Disclosure is the specific activity by which the various processes of therapy are accomplished, whether by the client or the therapist.  Yet, certain disclosures on the client’s part can be done without them even being aware of it.  For example, a functional analysis can be anonymous, perhaps observing the client unawares in a particular setting or even from behind a two-way mirror.  Such disclosures can also be enhanced by formal testing, as a result of which the client does not know what has been revealed.  However, a full assessment requires the therapist to interview the client directly, and perhaps the client’s intimates, associates, and other service providers as well, who can shed light on the client’s condition.  
However, there is a sliding scale associated with disclosure (Sommers-Flanagan & Sommers-Flanagan, 1999).  More is not always better.  Disclosure requires discrimination and sensitivity, taking into account the client’s comfort level and willingness to engage intimacy.  The client not only gives signs that they are prepared to disclose, but also to work on that disclosure in session.  These signs are called markers in process experiential therapy and indicate that some aspect of the client’s experience is ready to be worked on (Elliott et al., 2003).  Overall, the issue is whether to lead or follow the client:  

In a sense you are following your clients….  You are not urging certain issues to the front; you are listening with focused intensity for where your clients are trying to go.  In another sense, you are leading, since to be most effective, you stay one step ahead by dealing with what your clients only implied.  (Martin, 2000, p. 5)
It is a delicate balance between the two, for even though the client is the expert on their goals and experience, the therapist is the expert of the therapeutic process whereby the changes occur prompting the client to come for therapy.

In a similar manner, a critical evaluation required of the therapist by which they can determine the level of disclosure the client is willing to make is client position (Fisch et al., 1982).  More to the point, client position indicates the client’s commitment to and potential involvement in the therapeutic process.  There are three possible client positions overall:

1. Involuntary:  actively resists and objects to participating in therapy.  They feel they are either simply doing time or innocent bystanders.

2. Ancilary:  passively reluctant or indifferent to participating in therapy.  They are either window shopping or looking for a line of credit (i.e., get someone else to fix them or do the work of therapy for them). 

3. Participatory:  active participant in therapy.  Some clients engage therapy as a way of life, while others are fully vested, initiating the work of therapy and generalizing it to outside the session. 


As can be seen, initially many clients feel the source of their problems is other people.  In a manner of speaking, they are willing to acknowledge that they have a problem—someone else.  Of course, in some instances, this is probably the case.  However, regardless of the role others play in the client’s difficulties, it is always useful to explore and examine the role they play.  Consequently, it is important for the client to shift their focus from one that is outer-directed to one that is inner-directed.

The first stage of therapy is complete when the therapist and client have established a collaborative relationship and begun to work together on the client’s issues.  This collaborative alliance is a necessary prerequisite to the second stage of therapy:  the client’s journey inward.  In order to change, clients must become less preoccupied with the problematic behavior of others and begin to explore their own internal and interpersonal responses.  (Teyber, 2000, p. 87)
The first stage of this internal focus of change is to expose one’s self to their own inner processes, such as beliefs, memories, and emotions.  This can be done by redirecting the client away from the “blame game,” in which they complain and find fault with others.  Instead, the client begins to recognize their own part in the game they are playing.  The more they do this, the more they will become active agents in the therapeutic process.  Clients change most when they live through painful relational encounters with their therapist, especially when the relationship provides satisfying responses that are different from what is expected (Strupp, 1980).

The relationship between therapist and client is the primary intervention that facilitates the therapeutic process overall, often referred to as a therapeutic alliance (Zetzel, 1956).  However, these encounters do not always indicate high levels of functioning by the client.  Indeed, psychodynamic treatment focuses on specific disruptions to this functioning, often referred to as transference (Stone, 1995).  On these occasions, the individual displays to the therapist an interaction style previously developed during their relations with significant others, typically their parents.  This interaction style conforms to a particular pattern of intimacy developed throughout the course of the individual’s life.  


Transference indicates the two fundamental positions from which individuals generally live out their lives:

1. base position (i.e., baseline):  the ordinary pattern of behavior which can be readily observed by anyone; and

2. core position:  the deeper, underlying pattern of behavior to which the client has become fixated during the course of disrupted development.
Whereas the base position presents the greatest integration, but not stability, of the client’s self structure, the core position presents the greatest stability, but not integration, of self structure.  Under stress or crisis, the client reverts to the core position.  Consequently, this process is not rightly thought of as regression.  The core position is actually more of a default position and comprises an on-going aspect of their self structure even while the base position is currently operating.

Therapists must become adept at interacting with the client at both levels of functioning.  In the base position, the client may very well present as a mature and highly functional individual.  At the very least, this is the highest level of functioning of which the client is capable, the level of functioning they engage whenever they are trying to put their best foot forward, such as during a job interview or meeting someone with whom they want to make a good impression.  In this case, the therapist addresses the client with the greatest maturity and competence possible, presuming capability on the part of the client.  In this way, the therapist gives the client a sense of the level of higher functioning to which they can aspire, indeed, drawing on strengths that are at least somewhat already the case for the client.

Exploration and Supportive Technique

Treatment at this stage builds upon that which has been established with abreduction and case management:  safety within the client’s environment is augmented by safety within the clinical session.  An important aspect of the therapeutic alliance is the provision of a safe container, or what Bowlby (1969) terms the holding environment.  In doing so, the therapist conveys that two critical conditions are present in the clinical session:  the client’s symptoms are not only acceptable to the therapist, but the therapist is emotionally strong and stabile enough to endure the abreaction as it occurs.  

Rogers (1951, 1961) posits that there are three fundamental postulates for effective therapy, all of which related to this therapeutic encounter:  

1. Presence and Authenticity:  the capacity for introspection and the ability to genuinely be one’s self, totally free to express what one actually thinks or feels.

2. Empathy and Understanding:  

a. Awareness and Accurate Empathy (i.e., pay attention):  to be aware of another’s point of view—especially as they see it:
i. which must be communicated to them, and

ii. which must be at least minimally received, or else it does not exist for them.  
b. Acceptance and Unconditional Positive Regard (i.e., give affection):  to care about another’s point of view and accept them for who they are, even in all of their “human facets.” 

Throughout treatment, the therapist must continually monitor this degree of involvement with the client, which requires the therapist to engage a dual-role in the therapeutic process:  participant–observer (Sullivan, 1953).  Freud (1912) took a somewhat restrained approach to this process, referring s to it as free-floating attention.  In this case, the therapist is encouraged to hover just above their thoughts and feelings, so close that they remain aware of them, yet, at the same time, far enough removed to remain unimplicated by them.  Either way, the idea is to understand the person from their point of view (Kelly, 1963), which requires you have the flexibility to “de-center” and enter into the client’s subjective experience.  Consequently, the therapeutic process begins with attending to the client, which involves certain features:  “culturally and individually appropriate eye contact, body language, vocal qualities, and verbal tracking” (Ivey, 1993, p. 13), and results in empathic listening (Covey, 1990).
However, having listened attentively to the client, the therapist must now complete the cycle of interaction by speaking in return.  To help explore the client’s meaning this way, the therapist can engage in the following intervention techniques designed to facilitate disclosure (Elliott et al., 2003; Linehan, 1993; Sommers-Flanagan & Sommers-Flanagan, 1999):  observations, reflections, paraphrases, questions, and silence.  These five types of intervention comprise the fundamental means whereby therapeutic inquiry occurs.  At heart, all therapeutic techniques relative to exploration and disclosure revolve around a single purpose:  getting to know the client better.  Knowing which technique to use at any given time is usually indicated by the nature of the therapeutic encounter as it is taking place in the moment.

Integration and Understanding
Overall, the therapeutic encounter can be understood as comprised of two parts:  abreduction and abreaction.  Therefore, it serves as a threshold and transition point between counseling and therapy.  As abreduction, the therapeutic encounter could be thought of as the culminating feature of both case management and counseling or, perhaps better said, their principle focus.  Therapy is beyond the scope of practice of a case manager or counselor precisely for this reason:  whereas abreduction is purposed toward ensuring safety and satiety, abreaction reverses the process, putting the client at risk for the reenactment of trauma, and requires specialized training and experience (e.g., supervision, licensure) to protect the client from harm.

Put somewhat differently, in establishing the holding environment of supportive technique, the therapeutic encounter provides the abreduction necessary for the overall process of therapy to occur—which initiates abreaction.  It is precisely crossing over to this latter feature that establishes the therapeutic process, leaving case management and counseling behind.  But, of course, abreaction is only the front end of the therapeutic process, for the individual must still undergo perhaps the most arduous part of treatment and recovery:

At the same time that Putnam (1989) used the concepts of abreaction and discharge of affect, he also employed a quite different approach in parallel, an approach in which not the discharge of affect but its reintegration along with other elements of the traumatic experience was central….  (van der Hart & Brown, 1992, p. 129)

Such integration is a lengthy and ongoing process, requiring perhaps many attempts before it finally takes hold.  Nonetheless, at each juncture the process becomes more and more ingrained, making subsequent attempts that much easier to assimilate (van der Hart et al., 1993).  
In a similar manner, gestalt therapy rests upon the premise that human beings are whole organisms, or systems.  Therefore, every aspect of the individual is a manifestation of their essential being.  Consequently, any aspect is as indicative of the person as any other.  In this way, the individual is thought to be comprised of various levels of gestalten, or unfinished business, one layered upon the other.  Whatever aspect that happens to be at the top is there precisely because it is the one requiring attention in the moment.  The most urgent or important bit of unfinished business will be the one that emerges next into awareness, if one allows themself to be exposed to their own experience.  In this way, gestalten could be thought of as markers, indicating what the client is ready to work on next (Elliott et al., 2003).
Dialogue and the Therapeutic Engagement

Following upon disclosure, the therapist engages in two crucial activities:  assessment and diagnosis.  The role of assessment in the therapeutic process can be put this way:  whereas disclosure elicits information, assessment interprets and evaluates that information.  Assessments usually take two forms within the clinical setting:  the intake assessment and the Mental Status Exam (MSE).  Once the disclosure has generated sufficient information, and the assessment has organized this information in some kind of coherent pattern, the therapist must engage in the final aspect of the assessment process:  diagnosis.  Simply put, diagnosis is the determination of whether one’s conditions (i.e., symptomology), as revealed during assessment, indicate a mental health ailment, especially as defined by the prevailing version of the Diagnostic and Statistical Manual (DSM) (APA, 2000).  

Of course, to reach a state of understanding of the client’s symptomology such that an assessment and diagnosis can occur requires considerable disclosure.  The specific therapeutic function of the therapist helps facilitate disclosure to occur is dialogue, which can be understood to serve the purposes of language generally (adapted from Copi & Cohen, 2002):
1. informative:  conveying information to others:

a. explanation:  providing an account of some event, and

b. argument:  drawing conclusions from and convincing others of that account;
2. expressive:  sharing experience with others; and 

3. directive:  invoking responses in others.

The principle use of dialogue is simply to communicate information.  However, a further process is also involved in formulating and affirming (or else denying) propositions—i.e., present formal arguments.  Consequently, informative discourse is not only used to define the world, but derive conclusions about it as well.  Such discourse is not concerned whether facts are important or trivial, as in the case of expressive and directive discourse.  Rather, the informative function of dialogue concerns itself with a particular realm of language:  that which represents the world, especially in terms of what is true.  In this approach, the purpose of therapy is to help the client draw their own conclusions by making ever more accurate or insightful interpretations.  However, it is also important for the therapist to consider the disclosure, that is, evaluate the conclusions to determine whether they are accurate or actually suited to their purposes.  
Explanation and Interpretive Technique


When the individual engages a situation, a primary concern is uncertainty reduction, or perhaps even better said, increasing the ability to predict behavior in a given interaction.  Uncertainty is resolved in two fundamental ways:  recognition and interpretation.  As the individual apprehends the various elements of their experience, they must first be recognized as an instance of some established unit of meaning with which the individual has familiarity.  Having accomplished this, they must now interpret the recognition and see the similarities that it holds to other components of memory.  In this way, the item being understood is compared and contrasted to existing modes of understanding.
Such accounts are understood to be explanations.  Unfortunately, explanations can be confused for arguments, but the two are easily sorted out:

If our aim is to establish the truth of some proposition, Q, and to do that we offer some evidence, P, in support of Q, we may appropriately say “Q because P”….  But suppose, instead, that Q is known to be true.  In that case we don’t have to give any reasons to support its truth—but we may wish to give an account of why it is true….  [I]n this case we are giving not an argument for Q, but an explanation of Q.  (Copi & Cohen, 2002, p. 36) (emphasis in the original)

Often, clients ask for explanations during therapy, indicating that they need information.  Just as the therapist facilitates the client’s disclosure, sometimes the client requires disclosure on the part of the therapist.  If the therapist is not forthcoming with such explanations, or at least a disclosure explaining why (e.g., perhaps they don’t know the answer), the client will invariably feel uncomfortable with the therapeutic alliance and question either the therapist’s competence or their motives.  However, telling the client what they are thinking or feeling when they are unable to do so themself merely reiterates the abreactive situation.  Consequently, this is only the beginning of the process.  The client still has the difficult task of making sense of their traumatic experiences.

In essence, traumatic experiences shatter the individual’s sense of meaning, especially relative to their central assumptions about self, other, and the world that they previously held without question (Janoff-Bulman, 1992), what Clarke (1989) refers to as cherished beliefs.  Beck (1976) also refers to a triumvirate of beliefs:  self, others, and the future.  Unfortunately, these beliefs are not always accurate or serve the best interests of the individual.  Such nonproductive thinking re generally takes two forms:  distorted or deficient (Kendall, 1985, 1993).  Distorted thoughts tend to misrepresent reality, whether as commission or omission, giving the individual inaccurate information to work with.  Deficient thinking, on the other hand, suggests a lack of proper forethought or reasoning.  In other words, even if the input is accurate, the conclusions drawn from it are questionable (Kendall & MacDonald, 1993).

Ambiguity and Consciousness


Whenever there is ambiguity, individuals experience inconsistent meanings.  In such a case, the individual’s understanding is operating on the basis of several different meanings at once.  For that period of time that these options are present, their corresponding meanings are active in memory.  Consequently, the individual is backlogged with meanings, until the ambiguity is finally resolved.  However, resolving ambiguity does not ensure accurate or appropriate thinking.  Indeed, some resolutions of ambiguity actually result in distorted thinking.  Such distortions can be seen to take one of two forms overall (Johnson, 1997; Schiraldi, 2001):
1. evaluations:  a false understanding of events based on how we feel about things—usually by devaluing one’s self or others; and

2. exaggerations:  seeing things in terms of extremes, rather than a balance of all the relevant features of the event (e.g., black and white, all or nothing, making mountains out of molehills).

In both cases, reality is split up into a continuum and the current situation interpreted according to where it falls in the continuum—unfortunately, in a manner that misrepresents reality.  Whereas evaluations understand the current situation only relative to some other level of the continuum, such that the two are evaluated and compared, exaggerations split up the continuum into polar opposites, and only one end is deemed acceptable.  These orientations can be understood according to a particular facet of the psyche:  perspective.  

Perspective consists of all the attributions and expectations resulting from cognitive processing.  Therefore, the emphasis in cognitive psychology is not so much on how one experiences reality as how they interpret the reality thus experienced.  That perspective is that aspect of psychic operation that determines how one interacts with their environment.  Perspective determines not only what one will be aware of, but how they will be aware of it.  Consequently, perspective operates like a filter, or a stimulus threshold, not only admitting (or else not admitting) certain elements of the phenomenological surround, but also influencing the operation of cognition such that it organizes these elements into understandable patterns in the first place.  
Although distortions are generally thought to be irrational and unreasonable interpretations of one’s reality, more to the point is a perhaps unexpected collateral attribute:  they are entirely rational and reasonable interpretations—for a child at the preoperational stage of development (see Piaget, 1970, 1977).  In other words, distortions make complete sense, but only to a preschool-aged child.  Indeed, it is in precisely this way that one engages in their core position (i.e., transference), while their base position is likely assessing the world in the more rational or reasonable way usually attributed to concrete or formal operational thinking.  Indeed, it is only when thinking drops to the preoperational that clinical issues are thought to occur.  Otherwise, thinking is generally accepted.  Although concrete operational thinking is not well suited for high levels of achievement, it is not so dysfunctional as to engender mental ailment.

Of principle concern in this regard is the egocentricity of preoperational thinking, which involves three critical features:

1. transposition:  rather than thinking in generalizing or universal terms, understanding reality only in terms of one’s self;

2. anthropomorphism:  presuming sentience and volition on the part of inanimate objects—e.g., taking a spill onto the sidewalk and thinking the concrete did it on purpose and is at fault; and

3. magical thinking:  difficulty in differentiating thoughts or desires, especially one’s intentions, from what actually happens.

Distortions are often engaged as an internal dialogue:  “Much of what a person feels is caused by what they say to themselves.  People talk to themselves all day long with little awareness for it.  This is because self-talk is automatic and carried out repeatedly” (Johnson, 1997, p. 189).  The distortions of this self-talk can take many forms, all of which potentially debilitating for the individual (Beck, 1976; Beck et al., 1979).  


An important way to address distorted self-talk is to reinterpret the situation until it isn’t a problem anymore.  For example, an effective intervention is to reframe the thoughts (de Shazer, 1985; L. Greenberg & Safran, 1987; Watzlawick, 1984).  To discover core beliefs, take a particular item of self-talk and keep asking the following questions until the core belief is reached:  “What does this mean to me?” or “What’s so bad about that?”  The idea is to engage in a vertical descent (Leahy, 2003), burrowing down to the bottom-most belief at the root of the trouble.  In this process, one follows all the implications of their thinking until they get to the underlying, core presumption.  In this way, they ferret out the basic rules by which they live.
However, clients sometimes have difficulty accepting certain reframes—because they are not necessarily operating at the level of development required of the reframe (e.g., concrete or formal operational).  Perhaps more importantly, they are holding onto their lower level of development, or core position, for dear life.  In such cases, they not only give priority to perspectives dominating the individual earlier in life—such as those of safety and security, love and belonging, or self-actualization and self-esteem motivation (Maslow, 1968, 1971); or else preconventional, conventional, and post-conventional morality (Kohlberg, 1964, 1966)—but the cognitive ability that attenuate them—such as sensori-motor, preoperational, concrete operational, and formal operational thinking (Piaget, 1977).  These frames of reference generally change and elaborate over time, depending on one’s development.
In other words, self-talk is generally based on the story of one’s life, where many different characters play out their parts, each having a different point of view.  Changing points of view within the story—i.e., roles—allows one to consider their situation from many different angles.  There are many ways to tell even the very same story.  In this case, reframing is probably better said refocusing.  Rather than shifting one’s frame of reference, refocusing shifts attention within a particular frame of reference.  In this way, one can admit all relevant aspects into the consideration, if not refocus attention to aspects more to the client’s advantage (Monk et al., 1997).  The idea of the narrative conversation is to reveal talents and abilities on the part of the individual that they might have been unaware of and make them salient, so as to incorporate them more fully into their life (Neimeyer, 1993). 

Although it is frequently the case that certain subplots already existing in one’s story are more satisfying for the individual, this is not always the case.  Sometimes it is not enough to magnify these subplots, allowing unsatisfying plots to atrophy and wither away through nonuse.  Sometimes one must engage in revision, and rewrite their story (Freedman & Combs, 1996).  To accomplish this, one must wrest their interpretation of events away from the events and invest it with their own intention.  Indeed, everything can be taken from a person, except this:  “the last of human freedoms—to choose one’s attitude in any given set of circumstances, to choose one’s own way” (Frankl, 1963, p. 104).  In more mundane circumstances, one might find their job boring and meaningless, something required of them without their input or approval.  Consequently, they can invest meaning into even the most mundane or demeaning tasks by owning them and taking responsibility for them.  Likewise, they can imbue even severely disturbing interpretations of life-events with a more acceptable understanding.
Conclusion


As is the case with life generally, therapy must be done in collaboration with others.  People live in both a personal and social reality.  Consequently, it is not enough to simply rely on one’s own skills and abilities.  Effective therapy requires one learn to engage in the greater resources that are available through others.  However, collaboration is not always easy.  Indeed, collaboration can be circumscribed in the following manner:  whereas some individuals assemble together to work toward a common goal, some individuals assemble to work separately toward goals at cross purposes—in fact, at cross purposes of which they are unaware; indeed, perhaps even after you tell them.

Obviously, the second and third meanings greatly complicate the process.  Nonetheless, these three meanings taken together offer a useful framework within which to understand the various collaborative efforts that people typically engage during therapy.  The first two meanings suggest conscious awareness on the part of the participants of their respective goals, even if they do not make others aware of them.  But in the third meaning, at least one person in the collaboration is unaware of what’s really going on—and probably isn’t willing to be.  In this situation, although it might appear that there is agreement and consensus at the level of the overt collaborative effort, the real action is actually taking place somewhere else, covertly.  

As a result, different therapy strategies have been devised to address the various dynamics operating on each of these levels.  But the most effective means whereby these goals are accomplished requires one participate in the entirety of the therapeutic process—addressing all three levels.  Consequently, while Part I of this paper ends with a discussion of disclosure and dialogue, specifically dialogue as it involves ambiguity and perspective, Part II begins with a discussion of the procedures of dialogue that involve ambivalence and identity, whereby issues of unconscious cognitive processing are addressed.
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