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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


The entrance point to therapy is the presenting problem, or the reason one seeks out treatment.  However, despite the seemingly endless variety of issues and difficulties one encounters during the course of therapy, the overall process comes down to a single set of contingencies, which underscores the basic approach of the integral therapy (Alperin, 2001; Teyber, 2000):

1. clinical problems are essentially interpersonal in nature,

2. early life experiences are the source of relationship patterns, and

3. the client-therapist relationship is the key to altering and resolving such problematic patterns.


Indeed, even encounters with the physical environment can be thought of as interpersonal in nature (Neumann, 1952), although the family has the more indelible influence generally speaking.  That familial experiences should have such a powerful and long-lasting effect on the individual is two-fold:  the sheer repetition of family relational patterns, greatly magnified by the intensity of the affect involved.  Further, the client does not simply speak about these factors objectively or in the abstract.  Rather, they act them out and live them in the presence of the therapist (e.g., transference).  Therefore, the therapist is in the perfect position to offer the client a corrective emotional experience ( ), whereby the client can adjust their thinking and adapt their behavior accordingly.

To resolve problems, clients must experience in their real-life relationship with the therapist a new and more satisfying response to their problems than they have found with others….  In this process, clients begin to more successfully distinguish between past and present reality.  They also learn that they no longer have to respond in their old ways or always receive the same unwanted responses from others.  (Teyber, 2000, pp. 16-17)


As the client enacts their dysfunctional interpersonal patterns, the therapist must first identify the particular pattern, so that they can devise the appropriate treatment plan to offset the pattern.  In order for the interventions of therapy to occur, first an assessment of symptoms must occur.  In a sense, this procedure is, therefore, a kind of mini-therapeutic process involving disclosure and dialogue.  Part I of this paper concluded 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.

Ambivalence and Unconsciousness

Unfortunately, clients do not always see themselves as capable of the interpretive technique of revision, that is, of being the authors of their life story.  Even more to the point, their life stories often serve purposes unknown to them.  This points out why cherished beliefs are cherished:  one’s rules and roles are held in place by unconscious objectives—typically designed to influence a further critical part of their life:  relations.  Consequently, the therapeutic situation could be put this way:  whereas therapies that intervene in perspective emphasize one’s story (i.e., what things happen) and plot (i.e., how things happen), therapies that intervene in identity emphasize the remaining aspect of plot (i.e., why things happen).  

The operation of intelligence can be thought of as primarily deriving conclusions from premises, by which one establishes whether an outcome is either possible or probable.  Such conclusions are determined in the public domain and indicate what something generally means to everyone (i.e., semantic meaning).  The operation of judgment, on the other hand, provides a different standard of appraisal:  what something means to me.  Judgment provides one’s best chances of accomplishing their goals.  However, if some goals are unconscious and determined by private beliefs or values, based on personal experiences, especially from early life, the public domain is virtually useless for establishing the worth of the client’s judgment—they are pursuing goals that make sense only to them, even if only unconsciously.

The idea in psychoanalysis is that if one can be made aware of their repressed, unconscious drives, then they can make use of this insight and change self structure (Brenner, 1973; Kaplan & Sadock, 1998; Pulver, 1995).  However, this process does not come easy, for the individual is desperately in need of the self structure that is currently in place, precisely because it is all they have, nevermind its inadequacy or impropriety.  The procedure psychoanalysis has developed whereby insight into one’s unconscious processes occurs relies on a form of interpretation.  In other words, the therapist must identify the reasons why material has been relegated into the unconscious, and why the individual is therefore acting in an inappropriate or irrational manner.  Psychoanalysis identifies this set of reasons in a two-fold way:  conflict and defense.  Essentially, conflict is another word for ambivalence, and ambivalence means that the individual has a common, if troublesome, orientation toward some feature of their world:  mixed feelings.  Defense is what they decide to do about it.  

The basic premise of psychoanalysis rests on an overall pattern of ambivalence:  the impulse toward drive discharge (i.e., acting on one’s purposes) forcing the issue of painful encounters with reality (i.e., trauma).  In an effort to prevent this unpleasant circumstance, the individual engages in defenses to resolve the ambivalence—either by preventing the drive discharge from occurring in the first place (e.g., repression, dissociation), or else disrupting the discharge should it occur, usually through a lesser of two evils transformation, converting it into disguised forms (e.g., sublimation, reaction formation, undoing).  In this manner one’s thoughts are rendered unconscious, and the desire producing them converted into alternative forms.

However, defenses and mixed feelings are not arbitrary or accidental.  Rather, they engage in a very specific configuration that represents the primary relationship which the client engaged growing up:  child and parent.  Indeed, Berne (1964, 1972) refers to one’s core position in terms of child and parent ego states.  Likewise, Freud (1923, 1933) refers to it in terms of id and superego, while Rogers (1959) refers to it as the individual’s organismic valuing process and conditions of worth, and Kohut (1971, 1977) simply refers to it as the bipolar self, the accumulation of one’s ambitions and ideals.  Whereas Rollo May (1969) refers to this arrangement in terms of one’s emotional process—eros and agape, Rotter (1966) refers to it in terms of motivational process—inner and outer locus of control.  Baldwin (1906) probably originated the idea with what he calls the socius, which is comprised of an ego and alter:  “Ego refers to the thoughts you have about yourself—how you view yourself.  Alter refers to the thoughts…you have about [other] people” (Ashmore & Jussim, 1997, p. 23). 

Overall, this arrangement could be described as the two primary aspects of one’s identity, which points out the difference between one’s core and base positions.  The core position must be understood as the interplay between child and parent states, as either attempts to gain the upper hand at any given moment, while the base position represents adult maturity, or the client’s greatest integration of the two thus far.  (Of course, for children, the greatest degree of integration might be that of the adolescent or juvenile, depending on their degree of maturation thus far.)  This interplay within the core position also represents the two fundamental relations possible between self and others:  self oriented toward others, as objects; and others oriented toward self, as their object.

The latter function is often referred to as mirroring or reflected appraisal (Hewitt, 1994; Lacan, 1966; Sullivan, 1953), in which the individual’s sense of themself is determined by the responses of others around them.  Sartre (1957) explains this process as follows:  while kneeling in the hallway and peeking through a keyhole, one has objects as their focus of attention; but if someone should turn the corner of the hallway and notice them, the tables are suddenly turned, making an object of them.  It is precisely this dynamic that underlies the concept of setting boundaries, which has significant implications for therapy:  “There can be no feeling into or with another person without being intimately affected.  To empathize is to court being significantly changed” (Fishman, 1999, p. 377).  What underlies the capability to set boundaries is the stability of one’s psychic structure—such that they remain autonomous even as they engage in attachment (Karen, 1994; Levy & Orlans, 1998).

Both positions are operative at any given time, but with one tending to take over the other at any given moment—with one side of the child/parent amalgam asserting greater influence should the core position emerge.  If the parent state should dominate to the point of repression and unconsciousness, it acts in the role of a censor, forcing defenses to emerge unawares in order to compensate.  On the other hand, if the parent state dominates only to the point of objection, allowing conscious awareness of the offensive desires, it acts in the role of a critic, enjoining certain defenses to emerge as act of compliance (e.g., codependency).  Either way, these debilitating intercessions are thought in psychodynamic therapy to be best addressed with interventions that facilitate insight and understanding.

In a broader context, Jung (1971) spoke of the transcendent function as a therapeutic intervention, whereby all the opposites comprising the psyche are integrated, especially oppositional archetypes (e.g., anima and animus, persona and shadow).  In a somewhat similar manner, the two sides of identity can be integrated through the use of two skill sets:  affirmative and confrontive technique.  Confrontive interventions challenge and provide structure.  If the individual is oriented primarily toward objects, they have not developed the empathy necessary for successful interpersonal relations and require limits.  However, as others take priority over objects, the individual becomes amenable to affirmative interventions, which rely on the ability for empathy.  Put somewhat differently, whereas confrontation establishes appropriate interpersonal structure and limits (see Kernberg, 1993), empathy and nurturing heal the ruptures of intimacy brought on by trauma (see Kohut, 1984).  The two are deeply intertwined and do not exist independently.  Rather, they play off of one another.  Like dance-steps, they weave back and forth throughout therapy.

Agreement and Affirmative Technique

Validation builds on the supportive technique of paying attention to the client.  However, there are two further steps that are critical to the process of validation, which engage in the same underlying orientation:  the client’s behavior must be understandable.  It is not enough that one understands another, however significant that might be.  Their behavior must make sense—and so, too, must the emotional state behind it.  These two further steps can be described as follows (Linehan, 2003):

1. validation in terms of sufficient (but not necessarily valid) causes:  even though information may not be available to know all relevant causes, the client’s feelings, thoughts, and actions make perfect sense in the context of their life to date; and

2. validation as reasonable in the moment:  likewise, the client’s feelings, thoughts, and actions make perfect sense given current circumstances.


Validation is the grain of truth in each person’s response, and basically states:  “Anyone would think, feel, or act that way—if they were in your shoes.”  In other words, validating is not simply a matter of making patients feel good or building up self-esteem.  If a patient says that they are not very smart, and it is true, saying they are smart invalidates their legitimate experience.  In a word, if it is true—then it is true.  People who are struggling with making sense of their lives and finding better ways to live must know the truth, otherwise they will have no foundation upon which to build.  Fundamentally, validation operates as a kind of filtering system for affirmation—separating what is true from what is not true.  In this way the client can accept what actually is good about themself, and submit the remainder for change.  

In a somewhat similar manner, solution-focused therapy focuses on the individual’s strengths rather than their weaknesses or symptoms (de Shazer, 1985).  In a manner of speaking, solution-focused therapy cuts out the middle-man and goes right to the outcome the individual most desires:  solutions.  “The far-reaching implication of clients reporting change regardless of whether or not we identified anything about the problem was that problem information was not necessary.… We realized that only solution or goal talk was necessary, that solution construction was independent of problem processes” (Walter & Peller, 1992, p. 8) (emphasis in the original).  Consequently, the problem is left to die from atrophy, since only the solution is affirmed.  As can be seen, this approach has much in common with refocusing.

If the client has been treated with acceptance by the therapist via the therapeutic encounter and supportive technique, they will come to accept themself over time.  Perhaps nowhere does this sense of acceptance become more notable than in what is perhaps the sine qua non of therapy:  self-esteem.  As opposed to interpretive technique, which adjusts and alters one’s perspective of themself, affirmative technique focuses on accepting one just the way they are.  A principle way of doing this is through the act of praise and positive speech.  However, perhaps the single most effective way to facilitate acceptance is to engage in the act underlying it that the individual is often most reluctant to do:  forgiveness.  
This process is no easy matter, as can be seen in abreaction generally.  Material that is kept out of awareness is not relegated into unconsciousness for no reason; enormously unpleasant reactions necessarily accompany the process.  Consequently, there is considerable working through required.  However, equally important is the affirmative technique of awareness itself.  A principle means of doing this is focusing awareness on experience, which takes attention off of conceptual interpretation, thereby creating the possibility for greater interpersonal empathy and identity integration (Yontef, 1993).  It is precisely the process of direct experience that allows the self to engage in awareness as a present act, even though the content of awareness may be distant, the opposite of experience-near.  
In being thus aware, the individual experiences not only their ongoing phenomenal experience in an intense and unimpeded manner, but also the very state of awareness itself.  One’s optimal experience, therefore, can be thought of as based on the flow of awareness (Csikszentmihalyi, 1991), or what is known in Buddhism as mindfulness (Suzuki, 1986).  This flow or mindfulness (i.e., awareness) occurs in one of two ways:

1. intense or absorptive concentration of attention in some activity, thereby becoming absorbed by the effort and indifferent to other elements of one’s experience; or

2. the simple release of attention so that awareness occurs, irrespective of the contents of experience—which allows the individual to be relieved of their usual distress.  

To facilitate awareness, Linehan (1993a, b) recommends the use of mindfulness.  As can be seen, flow and mindfulness suggest the here-and-now orientation of existentialism.  Although the content of awareness may be distant, the act of awareness is now.  For example, even though specific memories may be of past events, the process of remembering and becoming aware of those memories, always takes place in the present (Yontef, 1993).  Consequently, rather than changing or challenging one’s thoughts, the idea of this intervention is to simply observe them:  “[T]he emphasis is on changing awareness of and relationship to thoughts, feelings, and bodily sensations…(e.g., relating to thoughts and feelings as passing events in the mind rather than identifying with them or treating them as necessarily accurate readouts on reality)” (Hayes et al., 2004, p. 54).

Argument and Confrontive Technique

The purpose of confrontations in the therapeutic situation is two-fold:  1) to help the client see themself and the world more accurately, and 2) set limits during the therapy itself.  Clients will often test the therapist, not only to see what they can get away with, but also to see if the therapist is can handle them, and this in two ways:  1) handle their suffering, which is not always easy to do; and 2) handle them in an appropriate manner, which others have not always done.  Indeed, precisely because of the latter, clients typically enter therapy with a distorted view of themself, others, and the world.  In fact, although the DSM reserves the term delusion for psychotic disorders, its definition can just as easily apply to any distorted perspective:  fixed false belief.  

However, confrontations do not have to be critical, harsh, or rejecting, much less an attack on the client.  The therapist should employ only that degree of challenge necessary for the circumstances:   “Confrontation, for our purposes, is a direct and amplified form of vivification; instead of alerting clients to their self-destructive refuges, however, confrontation alarms clients about these refuges and, in lieu of nurturing transformation, presses for and demands such transformation” (Schneider & May, 1995, p. 170) (emphasis in the original).  Indeed, like arguments generally, confrontations are ineffective if they they polarize the therapeutic alliance or degenerate into power stuggles.  First and foremost, the therapist must remain sensitive and discriminative relative to the client, always clear that they are there to serve the client, not impose on them (Elliott et al., 2003).
Arguments that consider some matter attempt to delve into the underlying structure of the issue, the premises that may be hidden or obscured, but which, nonetheless, are operating to affect the outcome.  Once these underlying premises are revealed, they are subject to critique:

The…correction of cognitive distortions, is central to the approaches of cognitive therapy (Beck, 1976), rational-emotive therapy (Ellis, 1970), and systematic rational restructuring (Goldfried et al., 1974).  In each, personality change is understood to be the result of persuasion, logic, and instruction, as clients’ irrational or distorted beliefs are systematically brought out and challenged.  (Messer & Warren, 1990, p. 382)


Over against altering cognitive distortions is the overcoming of cognitive deficiency and developing more effective ways of thinking, or what could be called more effective ways of arguing (e.g., critical thinking).  As can be seen, confronting one’s distorted thinking requires proof, which involves two basic components:  evidence and argument.  The question to ask about distorted thinking is this:  Can it be proved?  In other words, is there evidence or argument to support it?  To determine if this is so, one can make an objective evaluation through a risk assessment, such as a thought chart, in which distorted thoughts can be evaluated for probability or logical inconsistencies (Leahy, 2003; Schiraldi, 2001). 

At the level of concrete and formal operational thinking, distortions are sometimes augmented by dissonance (Festinger, 1957; Heider, 1958), which can be described as follows:  

1. three elements in memory are related to one another in an inconsistent manner:  one element leads to a second element—which is in opposition to the third element; and

2. as a result, both the first and second elements are now in opposition to the third, and all the associations of the first or second elements are implicated into the bargain.  


Dissonance can be mitigated by changing one of these elements in the system.  It is also possible to reduce the total magnitude of dissonance by adding new cognitive elements.  Even in the presence of very strong resistances to change, the total dissonance in the system could be kept at relatively low levels as more elements are added.  In a sense, this is a version of reframing—by adding different combinations of elements into the cognitive system, an entirely new frame of reference can be produced.

Kohut (1984) claims making changes in one’s identity results from healthy interactions with selfobjects and refers to them as transmuting internalizations.  As the individual and therapist continually repeat the pattern of rupture and repair of self/selfobject relations in the process of an optimally frustrating transference, the individual becomes aware that the rupture is no where near so absolute or intractable as they previously thought.  Consequently, they begin to develop the trust in their relations that was so sorely missed previously, and alter their perceptions and expectations of others accordingly.  This new point of view now becomes a permanent part of their developing identity system.

Adaptation and Exposure

Ultimately, the purpose of therapy is the adaptation (i.e., maturity) of the individual.  In order to determine if adaptation has actually occurred, the client must be exposed to the conditions that elicited the mental ailment in the first place, or else represent aversive conditions in the present, and see if they have been overcome.  If the client no longer experiences unwanted symptoms in the face of these conditions, or else perhaps even now enjoys their encounter with these conditions and produce desired outcomes, they can be said to have adapted optimally. 


The optimal functioning of the individual can be determined by how well they engage life fully, with what Tillich (1952) refers to as the “courage to be.”  Rogers (1951, 1961) offer a description of the fully functioning person:

1. Openness to experience:  directly experiencing reality without defensive distortions, allowing one to be emotional and reflective.

2. Existential living:  immediately experiencing reality, moment to moment, allowing one to be flexible, adaptable, and spontaneous.

3. Organismic trusting:  fully experiencing reality without holding back, allowing one to assert themself with full recourse to all their abilities.


Such characteristics offer the individual a number of subsidiary benefits, perhaps the most significant of which being the opportunity to engage life freely.  They have the courage to make choices among competing interests, nevermind the fact there are consequences.  Further, one can engage life creatively.  Being open to the full range of their own innate abilities, they can exercise judgment that is not only most appropriate to their situation, but most auspicious.  Indeed, they find that they can invent and devise any number of novel responses to life, addressing those aspects of their present experience most meaningful to them.  

Change of Action and the Therapeutic Enactment

The following is a colloquial definition of mental ailment:  doing the same thing over and over again, but expecting different results.  Clearly, the only way to change is to do something different.  But, to do so, it is imperative that the individual have a clear understanding of two important elements of agency:  

1. freedom:  they have a choice in how their expectations get determined, and the behavior that results from them; and
2. responsibility:  choice is innate to human existence, and that fact must be not only acknowledged but engaged in with purpose.

When the individual can accept these two facets of their existence, they are put in an auspicious position to make positive changes in their life.  Freedom is, therefore, the bedrock of human existence (May et al., 1958; Warnock, 1970).

But the trouble with authenticity is not so much in the choice as the chance.  In other words, the real problem stems from a certain kind of choice, which is to say, the difficult choice—ultimately, one that might even result in your own death (Becker, 1997).  This is the dreadful angst producing the crisis of existentialism:  you must live with the consequences of difficult choices (Bugental, 1981).  Therefore, you must make the right choice.  No wonder freedom makes us anxious.  Freedom sends shivers down our spine precisely because it puts us on the spot to choose (Fromm, 1941).  And we must do the choosing.  There’s no use looking around for an expert or an advisor.  Even in choosing an individual to guide us, we have selected their expertise over others (Morris, 1990).  There is no escaping the angst of our freedom.

Yet, even though one is free to choose their actions, they are not free to choose the consequences of those actions (Covey, 1990).  Consequences are governed by innate laws, whether those of nature or society.  Social consequences depend on whether one is found out or not, and vary according to the differing opinions people have on what to do about it.  Natural consequences, on the other hand, are a fixed result.  One can decide whether or not to step in front of a fast-moving train, but they cannot decide what will happen if the train hits them.  This has already been determined by the laws of physics and causal reality.  It is by living in harmony with these laws that one’s choices bring positive consequences.  

Argument and Evocative Technique

It has been said that the client needs an experience, not an explanation (Fromm-Reichmann, 1950).  This approach is perhaps most directly, not to say dramatically, expressed in the following dictum attributed to Fritz Perls:  “Lose your mind and come to your senses.”  Simply put, evocative technique attempts to directly influence one’s experience, as it takes place within awareness.  In this way, evocative technique represents an extension of affirmative technique—making it a kind of argument in behalf of the client’s best interests.  Indeed, affirmation can be thought of in terms of two possible orientations toward the client:  1) acceptance of who the client is, and 2) acceptance of who the client would rather be—and asserting, indeed, perhaps even insisting on the possibility of this latter contingency.  Whereas affirmative technique proper addresses the former orientation, the latter is addressed with evocative technique.  

In this way, affirmation in the latter sense is a subjective journey, elucidated as the therapist helps the individual delve into the processes of their deepest being (Bugental, 1987; Yalom, 1980).  Indeed, phenomenology pushes the point with what Husserl (1952) calls the phenomenological reduction, or bracketing, stripping away the overlay of interpretation to revealing the pristine substrate of experience underneath.  As a result of this process, one’s “body” can be thought of in two entirely different ways:

Husserl (1952, p. 374) himself seems to indicate the same by speaking, as it were, of [different] levels:  first I have my body in an immediate way (as phenomenal body, in our terms)…and, finally, I take the perceptual organs as causally related to the things (i.e., I have the body as science conceives it, the completely objective body).  (Rojcewicz, 1987, p. 203)

As a result, the human body is split in two:  one physical, interacting with the causal environment of the object world; and one phenomenological, comprised of the experiences that emerge from such encounters.  Whereas the former is the subject of directive and assertive techniques, the latter is amenable to evocative and expressive techniques.
Overall, evocative affirmations can be described as follows:  a strong, positive, feeling-rich statement that something is already so (Fanning, 1988).  In a sense, affirmations such as these function like a hypnotic suggestion.  Evocative affirmations have three elements in common:  

1. Desire:  there must be a real desire to change.

2. Belief:  one must believe that the change is possible.

3. Acceptance:  one must be willing to have the change take place.

In other words, evocative affirmations give you permission to be exactly what you want to be—not what someone else wants you to be.  Therefore, revision can be augmented with an orientation addressing not so much the past, as the future.  To facilitate the revision of existing storylines into new and more fulfilling scripts yet to be enacted, one can visualize their future in detail, perhaps even enacting elaborate scenery, favorite companions, or adventurous journeys (Gawain, 1983; Odle, 1991).  In this way, one imagines a different and better way of life, perhaps even through an elaborate reconstruction of reality taking place within imagery (Achterberg, 1985).
However, imagination is not restricted to mere fantasy.  One’s experience can literally be taken to extraordinary heights, perhaps never encountered before, even taking them beyond their usual sense of being a particular person.  As used here, transpersonal suggests that the “individual’s sense of identity appears to extend beyond its ordinary limits to encompass wider, broader, or deeper aspects of life or the cosmos—including divine elements of creation” (Krippner, 1998, p. ix).  In this view of the self, transpersonal means that the self is in some sense larger or more extensive than ordinarily conceived.

In clinical practice, numerous spiritual disciplines have been incorporated into treatment and therapy in order to compliment more conventional therapeutic interventions, such as meditation, chanting, and prayer (Chopra, 1995; Tulku, 1991).  These disciplines are typically demanding to perform and require considerable commitment and proficiency before the individual can expect to enjoy their benefits.  Indeed, they rely on a particular understanding of reality:  “we are, in our essential state, pure consciousness.  Pure consciousness is pure potentiality; it is the field of all possibilities and infinite creativity….  There is no separation between you and this field of energy.  The field of pure potentiality is your own Self” (Chopra, 1995, p. 9).  Consequently, one must go beyond the boundaries of conventional psychology in order to engage interventions that involve this spiritual domain.  
As one participates in this deepening and transcendence, they may encounter various forms of altered states of consciousness (ASCs), even beyond what Maslow (1964) characterized as peak experiences, which are thought to be pivotal in transpersonal therapy:  

The use of ASCs is perhaps the oldest healing technique (Eliade, 1974; Walsh, 1990), yet contemporary psychotherapy operates largely within the realm of ordinary consciousness.  Some techniques, such as the analyst’s use of the couch or hypnosis, undoubtedly induce ASCs, and it is likely that ASCs play a larger part in the therapeutic process than is generally recognized.  (Kasprow & Scotton, 1999, p. 9)


Indeed, ASCs might even manifest in the sense of one’s own Self communicating to them from deep within, passing on instruction and wisdom.  Both Jung (1971) and Assagioli (1973) ascribe to this point of view, whereby a direct link between the Self and the individual’s conscious awareness occurs.  By being thus connected, the individual inheres in and conforms to the attributes of the Self:  “Self-realization involves an image or reflection of Self—“I”….  Thus, in developing an intimate relationship with Self, and so becoming an increasingly accurate image of Self, one may find increasing openness to the heights and depths of experience” (Firman & Gila, 1997, p. 203)

However, precisely because these states of consciousness involve such extraordinarily powerful and profound experiences that they can be disruptive to the individual, as well as healing, leading Grof and Grof (1989) to introduce the concept of spiritual emergencies into the nomenclature of psychopathology.  Indeed, a malady indicative of the improper emergence of ASCs into awareness is sometimes seen in a dysfunction common to clinical practice:  psychosis.  Traumatic stressors of this kind can result from the psyche venturing, by virtue of premorbid growth and development, into higher stages of development for which it is not adequately prepared.  It is essential to not confuse this condition with that of a weak or ill-formed psychic structure collapsing under the weight of far less demanding and threatening stressors, or expose the individual to unnecessary or even harmful treatment thereby, intended for psychotic disorders (Lukoff, 1985).  

Expressive Technique

Whereas evocative technique attempts to create more profound states of experience taking place within one’s phenomenological body, expressive technique attempts to generate more assertive states of expression within one’s physical body.  However, such expression can go two ways:  interior or exterior, the former expressed to one’s own awareness, and the latter expressed toward others and the world.  In other words, such states begin with the sensori- side of the equation, as experience is imparted to the mind and, ultimately, the self.  As a result, the physical body is manipulated directly through these expressive techniques, altering the internal expression of the phenomenological body.  These direct interventions primarily involve acupuncture and yoga (Woollerton & McLean, 1986), massage and body work (Claire, 2006), and biofeedback (Schwartz & Andrasik, 2005).

As can be seen, there is an intimate connection between the mind and body, whereby each influences and has a direct effect on the other.  It is for this reason that such interventions are thought to not only provide a calming balance and equanimity, but also directly alter the functioning of the mind—which can go either way:

Mental tension is revealed by the body in many ways.  Under strain, for example, the brows are knit and the muscles of the forehead become tensed, the stomach is pulled in and is rigid….  For this reason, holding the body in a certain way can provoke or accentuate the feelings or the thoughts that are associated with it….  In this way posture and body habits come, not only to reflect character, but to actually sustain it and so may hinder growth and evolution.  (Rama et al., 1998, p.3)

It is for this reason that psychosomatic disorders reflect mental difficulties in bodily states, such as migraine headaches or ulcers (Kellner, 1991), perhaps even somatoform disorders.  However, this connection between body and mind also extends to include emotion, or the etheric body overall (Batie, 2003).  These kinds of intervention all have one thing in common, what could be called therapeutic touch:  “ancient healing practices that have endured through time…[which] include the laying-on of hands, visualization, touch with and without contact, centering the consciousness, the therapist’s knowledgeable use of certain of her chakras, and the intentional use of breath for therapeutic purposes” (Krieger, 2002, p. 23).
However, when expression takes place on the motor side of the equation, and imparted through behavior toward the world, one’s own creativity is included.  These types of expression include dance therapy and various art forms.  In this way, the client is encouraged to explore their own creative intuitions and express them in a manner that is unique and meaningful.  Such interventions are especially useful for nonverbal clients, such as children or those who are cognitively impaired.  It is precisely for this reason that play therapy is considered useful:

Play has also been depicted as a mechanism for developing problem-solving and competence skills (White, 1966); as a process that allows children to mentally digest experiences and situations (Piaget, 1969); as an emotional laboratory, in which the child learns to cope with his/her environment (Erikson, 1963); as a way of talking, in which toys are the child’s words (Ginott, 1961); and as a way of dealing with behaviors and concerns through playing it out (Erikson, 1963).  (Gil, 1994, p. 4)
An important variation on this theme is role playing (van Ments, 1999).  As is also the case with drama therapy, the client can try on different roles for size:  “This allows them to look at the situation with new eyes and enables them to achieve new insights and develop new connections with the people they relate to” (Satir & Baldwin, 1983, p. 246).  A specific kind of role playing is known as enactment.  These interventions have the individual actually act out the exact kinds of behaviors that they find problematic.  Such interventions are particularly useful in a group or family setting.  In these role plays, the therapist can enter into the drama as a player themself, or remain more outside, as a director, offering cues to how the play might be better enacted for the benefit of the individual (Colapinto, 2000).

Gestalt therapists frequently make use of creative and spontaneous types of interventions in which to facilitate this outcome (Zinker, 1978).  However, they emphasize a critical difference between such interventions and the exercises used in conventional therapy.  In fact, they prefer to call their interventions experiments (Polster, 1995; Yontef, 1993).  For example, the individual might be asked to speak to an empty chair—as if a significant other were present.  Essentially, this is a role-playing technique in which the individual plays all the parts—including the aspects of self they are least identified with, especially in the case of their core or base positions.  In other cases, the individual might be invited to sit on the hot seat and be the subject of intense scrutiny, while performing their strategies in front of an audience (especially if in a group setting).  Or else, the therapist may attempt to draw attention to some facet of one’s identity revealed through their behavior, especially in the form of gestures or certain postures.

Agreement and Directive Technique

What makes understanding so valuable is that it informs and positively influences the agreements upon which it is based.  Indeed, agreement in the absence of understanding is invariably an act of poor judgment.  In fact, one cannot really agree to anything that they do not understand, at least such that it has any binding effect.  The agreement simply will not be obeyed.  To merely intimidate or coerce someone through argument and persuasion does not create the conditions necessary for them to follow through on their agreement.  If agreements are arranged merely by force, there is no force in the agreement.  As soon as the force is removed, so, too, is the agreement.


One must buy into the new behavior intended to elicit a preferred outcome.  As a result, contracts put the individual on the line for their agreements.  This is what it means to empower the client.  Yet, the therapeutic process is more complex than this, for clients will not consent to such agreements without likewise consenting to an equaling important feature of the therapeutic situation:  the therapist’s authority.  

As Othmer and Othmer (1994) suggest, empathy and compassion are important, but effective interviewers must also show expertise and establish authority.  In other words, no matter how understanding and respectful you are of your client, at some point you must demonstrate that you are competent at your craft; you must be perceived by your client as a competent professional who can act, if necessary, with authority.  Behaviorists generally refer to this concept as establishing credibility….  (Sommers-Flanagan & Sommers-Flanagan, 1999, p. 149)


With this component of the therapeutic alliance firmly in place, the therapist can now engage one of the most important elements of the therapeutic process:  enjoin the client to obey.  Obviously, this therapeutic technique requires considerable responsibility on the part of the therapist for the client’s well-being, as well as sensitivity to the client’s goals.  Yet, without techniques that are directive in nature, the client may not cross the line of their apprehension and actually act on the goals they have clearly expressed are important to them.

Consequently, the therapist must, at times, take a more assertive than confrontive approach to the therapy session.  This suggests more interactive interventions, where the therapist gives directions to the individual for some change of action.  These recommendations often take the form of specific instructions during the session:

Straightforward directives include giving advice, making suggestions, coaching, and giving ordeal-therapy assignments [i.e., homework] (Haley, 1984).  The clearer the formulation of the problem and the goals of therapy, the easier it becomes to design and implement directives….  Directives may be simple, involving one or two people, or complex, involving an entire family.  (Corey, 2001, p. 425)

Family therapy frequently makes use of directive interventions that seem paradoxical in nature.  With these directives, the individual is asked to do more of the same of the behavior that is thought to be problematic; or else to refrain from change, that is to say, refuse to give up the problematic behavior.  The former is usually referred to as prescribing the symptom, while the later is usually referred to as restraint from improvement (Keim, 2000).  The idea is that in complying with these directives, the individual discovers that they actually have the ability to make the desired change in behavior—or else, if they refuse to comply, they discover that they have…well, made the desired change in behavior.  In a somewhat similar manner, opposite action instructs the client to engage in the exact opposite behavior that produces an unwanted emotional state, thereby producing conditions inimical to that unwanted state (Linehan, 1993a, b).

As can be seen, directions can be thought of as an embellishment of confrontation.  Further, directive technique enjoins the client to engage in the one aspect of therapy they are intentionally avoiding:  exposure.  One way of looking at exposure is this:  a good way to nip things in the bud is to not only eliminate unwelcome triggers in the environment, but also the vulnerability one has to such triggers.  Systematic desensitization is a therapeutic technique that builds on relaxation training (Wolpe, 1958).  Desensitization is an attempt to gradually expose the individual to the anxiety producing situation over time, thereby reducing the sense of risk and threat—precisely because the encounter does not actually produce the harm expected.  Rather, the individual discovers that the stimulus in the situation is actually benign and innocuous.  


Exposure can also be done by a process called stress inoculation (Meichenbaum, 1985).  This is a training procedure by which the individual learns to handle problematic situations, first by being exposed to relatively mild stress and then by progressively stronger cases of stress.  On the other hand, flooding is an exposure therapy in which the anxiety producing stimuli is experienced intensely for a prolonged period of time, with the effect of getting the procedure over quickly (Spiegler & Guevremont, 1998).  However, actually forcing the individual to encounter dangerous situations in order to be freed of anxiety is not always practical, not to say ethical (i.e., safe).  Consequently, imaginal flooding is sometimes preferred, where the individual is instructed to imagine the situation rather than actually encounter it in life.  


Assertive Technique


Clients often feel discouraged and helpless, that their situation is grim and hopeless.  Yet, despite all the evidence to support these conclusions, they cannot be accepted at face value.  The principle objective of the therapist is to empower the client, which is to put them in a position to most optimally affect their own circumstances.  But for the therapist’s authority to be effective in producing this condition, they are going to require the client’s cooperation.  Overall, this process can probably be best thought of as encouragement:

Encouragement is fundamental to the task of helping families develop the courage to try new behaviors when current behaviors no longer work (Carlson & Fullmer, 1991)….  In the midst of all the “dysfunction”…[such] therapists look for the family’s assets and strengths….  The problem is that courage is not easily built; it cannot be given externally….  It is a process of providing…both challenge and support.  (Dagley, 2000, p. 409)


As can be seen, encouragement can be thought of as an embellishment of affirmation.  It enjoins the individual to go beyond themself and their current situation in life.  Further, it acknowledges the enormous demand and challenge this typically entails.  Indeed, encouragement could be thought of as intended to build courage (Bitter et al., 1998).  It is only in becoming aware of one’s strengths and the recognition that they are not alone that the individual will develop a sense of hope and commit to the arduous process of change.  It is only in this way that clients can translate insight into new and adaptive behaviors (Powers & Griffith, 1987).  At times, this process might become even more actively engaged by the therapist, such that their intervention could be thought of as coaching (Bowen, 1978).  

In a similar manner, reality therapy encourages the individual to take responsibility for their life by dealing with circumstances over which they have some control.  In reality therapy, one identifies alternatives to their unsatisfying relations with life (Glasser & Wubbolding, 1995; Wubbolding, 1991, 2000).  Effective goal-setting begins with the long-term and works back to the short-term.  This vision is an irreducible plan for living life (Covey, 1990).  It requires one to ask, “Would I be completely satisfied having led my life this way?  Completely satisfied?”  If the answer is no, then their goals are incomplete.  However, this vision always remains a rough draft.  It will be necessary to change it from time to time.  In that way, one’s goals are constantly aligned with their deepest values.  In this way, one asserts themself and takes charge of their life.  There are two ways in which the individual can engage this state of freedom responsibly (Yalom, 1980):  1) enter into it willingly, and 2) exercise intelligence and discrimination as they do.

In so doing, one develops the ability to assert themself appropriately and influence their environment effectively.  Behaviorism is the therapeutic approach most closely associated with influencing the environment, and conforms to the formula of A-B-C conditioning:  antecedents, behavior, and consequences.  The complexity of this dynamic is greatly increased by the fact that it can operate at any one of three different levels, where antecedents dominate the first level and consequences dominate the second level, while both fade in influence as the third level emerges.  Taken together, these levels emerge as a developmental progression, each one of which an advance over the previous modes of operation (Hewitt, 1994).  In other words, conditioning can occur in one of three principal ways: 

1. Respondent Conditioning:  pairing a stimulus to a targeted behavior in order to influence the occurrence of the targeted behavior—either positively or negatively (Kazdin, 1994; Wolpe, 1958).

2. Operant Conditioning:  reinforcing a targeted behavior after it has occurred—whether positively or negatively—by prompting, shaping, or extinction (Skinner, 1953).

3. Vicarious Conditioning:  reinforcing interior cognitive states through observation and modeling behaviors—again, either positively or negatively (Bandura, 1977).


These modes of operation are an attempt to describe the individual’s interactions with stimulus impinging upon them from the environment.  This stimulus makes its appearance in one of three modes, which is experienced by the individual as follows:  imposed, implied, and observed.  To most effectively address this stimulus, and thereby influence the behavioral response, one should engage in a chain analysis (Linehan, 1993a, b), whereby each of the antecedent and consequent conditions is detailed in an elaborate and lengthy chain of events.  In this way, one can determine the optimal point in the chain to make their intervention.
Conclusion

Currently, clinical practice relies on the DSM to establish diagnostic categories, upon which the clinician bases their treatment plan—but this practice may very well be obsolete.  Although diagnosis as it is currently done, establishing clinical syndromes based on symptom criteria, is certainly useful for providing a convenient label for one’s presenting problem, it does not yield much insight for treatment.  Rather, and to its credit, what it does give is a precise indicator for determining when treatment is successful—the reduction of symptoms, as indicated in the diagnosis.  But how to get to this positive outcome generally remains mysterious and covert, subject primarily to the judgment and clinical acumen of the provider.  This does not seem to be a very workable arrangement.  

In practice, clinicians usually engage treatment in the following manner:  

1. determine treatment based on the client’s clinical issues, as opposed to their symptoms, and 

2. apply their particular treatment method to all clinical issues, as indicated by the clinical situation.

For example, cognitive therapy is often cited as a particularly effective therapy for anxiety and depression, which involves a huge portion of the DSM (Roth & Fonagy, 1996).  Further, most anger management, assertiveness, and self-esteem programs involve cognitive interventions (see Eggert, 1994; McKay et al., 1997; Schiraldi, 2001), which involves another large portion of the DSM.  It is hard to imagine any treatment protocol not taking one’s core beliefs into account.  Likewise, existential and humanistic interventions, such as empathetic understanding and unconditional positive regard, are often claimed to be the specific curative agent in treatment (Luborsky et al., 1985; Orlinsky & Howard, 1986), regardless of not only the particular therapeutic orientation of the clinician, but also the symptom configuration of the client presented during treatment.

The reason for this is simple:  people are whole persons.  They cannot be split up into pieces, this part or that part undergoing an ailment of one kind or another.  The whole person is a single system, all parts of which participating in the overall process—albeit with certain domains within that system functioning better or worse as compared to optimum.  Instead of focusing on local symptoms, treatment is better purposed addressing global issues.  Such issues can be identified according to the following domains:

1. Stress Management (i.e., input):

a. relaxation:  mitigate agitation in the body, 

b. self-soothing:  mitigate stressors in the environment, and 
c. support systems:  elicit assistance from others.
2. Emotion Regulation (i.e., throughput):

a. alternative thinking:  improve accuracy or propriety of thought, 
b. awareness:  accept events for what they are, and
c. self-esteem:  accept oneself for who they are.
3. Interpersonal Relations (i.e., output):

a. communication:  improve the exchange of information,
b. assertiveness:  express oneself appropriately, and
c. conflict resolution:  effectively negotiate positive outcomes.

Regardless of the manifestation of symptoms, the underlying issues prompting them to manifest consist of these discrete skill sets.  Put somewhat differently, one’s clinical issues come down to how functional they are with these skills.  For example, one with anger issues probably has trouble with a number of skills, perhaps even all of them to one extent or another.  The same could be said for one with self-esteem issues, or else abandonment issues.  Consequently, treatment would focus on the areas requiring the most attention, given how available the client is to work on them.  Diagnosis, therefore, is useful only to the extent that it identifies one or more of these issues for treatment.  

In fact, the most important diagnostic indicator is probably the developmental (i.e., functional) level of one’s core position, as well as its degree of discrepancy from their base position.  By focusing diagnosis on clinical issues this way, much of the stigma of mental ailment is removed, and the client is given far more ordinary nomenclature with which to understand the clinician’s assessment and recommendations for treatment.

However, different therapeutic orientations currently specialize in certain of these domains.  But problems arise if one only uses some or even just one of these treatment methods.  At the center of each orientation is what could be called a “core competency,” or a set of foundational knowledge:  “justified beliefs all of us agree on” (Bruffee, 1993, p. 15).  As can be seen, the core competency of behaviorism is especially suited to stress management issues, and perhaps the assertiveness skill set of interpersonal relations.  Likewise, whereas cognitive therapy enjoys its greatest success with alternative thinking and communication, existential therapy specializes in awareness and assertiveness.  Rather than employing some or only one core competency, effective clinicians readily avail themselves of each and every skill set, without drawing any preexisting conclusions about them.
This stands in striking contrast to picking and choosing among available options as a particular style of therapy:
Frew (1992) talks of three therapy styles….  Using the imposing stance, the therapist is…the expert who evaluates, diagnoses, confronts, interprets, and dominates the relationship….  Using the competing stance, the therapist promotes the ethos of rugged individualism…a dance of negotiation, compromise, and a process of give and take.  In contrast, in the confirming stance the therapist is interested in acknowledging the whole being of the client…the client’s needs and experience become the center of the relationship.  (Corey, 2001, p. 212) (emphasis in the original)

As can be seen, the integral therapy of this paper attempts to make the diversity of therapeutic orientations superfluous.  In the absence of this diversity, selection among clinical techniques becomes the focus of treatment.  In a sense, by sifting out techniques from their respective theoretical affiliations, they are neutralized and stripped to their essence, which is to say, their sheer utility.  In this way, interventions can be employed without discriminatory preference, determined solely by the clinical situation.  
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