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Be kind, for everyone you meet

is fighting a great battle.


—  Philo 

THE SERENITY PRAYER

Children are loved for their innocence.

Adults are loved for their intelligence.

Integrating the two results in

the essence of human aspiration:

to love and to learn—

especially learn to love.

God grant me:

the serenity to accept 
the things I cannot change;
the courage to change 
the things I can; and

the wisdom to know 

  the difference.
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INTRODUCTION

There is an old story about hope and recovery:  A man was walking along the beach and saw another man down at the shore throwing starfish into the surf.  It was low tide and the retreating water had exposed thousands of their vulnerable skins to the brutal sun.  As they lay dying under the withering heat, he picked up one after the other, tossing them back into the consoling sea.  Noting the enormous multitude of starfish, the first man went down to the shore and confronted the other, wondering why he bothered:  “What does it matter how many you save?  You could never save them all!”  Bending over and securing another in his grip, the other man flicked his wrist, sailing the starfish out into the surf:  “Well, it mattered to that one.”

Therapy is like that.  Perhaps better said, it is something like blindly tossing starfish out the window, without ever knowing if they even hit the water.  Or like planting a seed, without knowing if the plant will eventually grow from the soil.  It is said that Mother Teresa was once asked how she could possibly hold up under the ordeal of loving all the teeming masses of people suffering in India, living in such poverty and squalor.  Expressing surprise, Mother Teresa replied:   “I don’t do that.  I just love the one who is in front of me.”  One at time.  One day at a time.  Much of therapy works like that.  

All reputable clinicians have a similar sense of patience and tolerance, an uncommon willingness to accept clients and an uncompromising faith in the therapeutic process.  It is believed that, although outcomes might be unknown, they will likely turn out for the best as long as one follows the standard of best practice.  But therein lies the rub, for what constitutes best practice remains surprisingly controversial, with different theoretical orientations vying for dominion.  This proliferation of treatment options is not necessarily a good idea.  Therapeutic orientations are often at odds with one other, sometimes to the point of discrimination and disregard.  

In recent years, mental health service providers have recognized that their therapeutic paradigms are not adequate to assist them with all mental ailments encountered in clinical practice.  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). Consequently, 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. 

A new paradigm is necessary for convergence in the field.  The “old school” model of psychotherapy, although an essential evolutionary process in the field of psychotherapy, creates unnecessary fractionation of the field.  If one examines the major systems of psychotherapy as clinicians practice them, the overwhelming reaction is that the therapeutic process is remarkably similar….  (Magnavita, 2005, p. 11)

However, work that is integrative is not necessarily integral (e.g., Linehan, 1993; McIntosh, 2007).  Indeed, integral therapy must be understood as distinct from clinical practices that are eclectic. The principle distinction between eclectic and integral therapy is twofold:

1. whereas eclectic therapy simply accumulates therapeutic interventions, like a tool belt, integral therapy organizes these interventions into a systemic and interrelated clinical practice—as based on the underlying structure of the whole person; and

2. whereas eclectic clinicians pick and choose those aspects of the whole person to treat that are most appealing or familiar to them, integral therapy addresses every aspect of the whole person in clinical practice—regardless of preference.

To be truly integral, clinical practice must be based on an understanding of the whole person. Conceiving of people in holistic terms has significant implications not only for understanding human beings generally but also the delivery of mental health services. In a statement of recommended principles for the practice of humanistic therapy, the term “whole person” is defined as follows: “Persons are irreducible to the sum of their parts…. [O]verall we focus on the whole person who is choosing, setting goals, pursuing meaning, establishing and living in relationships, and creating” (Bohart, O’Hara, Leitner, Wertz, Stern, Schneider, Serlin, Elliott, & Greening, 2003). According to this idea, the person cannot be thought of except as a single, irreducible aggregate—a whole.  Yet, no comprehensive account of the whole person currently exists.  A principal purpose of this work is to provide a coherent description of the whole person, in order to lay the groundwork for a viable integral therapy

Psychology needs a common language to improve the clinical efficacy of service providers.  Without this clarification of concepts and nomenclature, health care providers work at cross-purposes, aligning their treatment plans to outcomes that are dependent on very different, even contradictory theoretical principles.  The integration of this work does not simply represent another school or field.  Rather, it is the aggregate of all schools and fields, taken in their entirety.  In this new genre, psychoanalysis, behaviorism, cognitive psychology, existentialism, humanism, and transpersonal psychology all find their rightful place as members of a new democracy of the psyche.  The integral therapy of this work ushers in a new era of psychology, where all approaches to the whole person benefit from a common language and shared theoretical framework.  

Such an approach is not unprecedented.  Indeed, a discernable pattern can be seen common to treatment plans since even ancient times, involving a certain kind of rite of passage:
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Initially, the hero is unexceptional, going along minding their own business.  However, this changes dramatically with the onset of the crisis—some unexpected and unwelcome event.  Nevermind how unsavory, the real importance of this event is something even more unnerving:  a harbinger of things to come.  Simply put, the hero must answer the call of the crisis, thereby accepting the crisis and engaging it on its terms.  To refuse the call is to avoid or minimize the crisis—and, thereby, fail to engage in the transformative process of the journey.  Indeed, typically, the hero is not up to the task at first.  Nevertheless, supernatural aid often appears to assist them, giving necessary guidance and instruction relative to the mysteries of their journey.  Shortly thereafter, the hero comes to the threshold of their journey, where the ordeal and initiation takes place.  It is imperative that the hero cross this threshold and enter the ordeal of the journey willingly, with great courage and compassion, so that they can undergo the rigors of demand and, at the same time, make use of companions along the way.  

Having accomplished the many tasks of this ordeal—and learned the lessons and skills required to accomplish them—the hero must return to their ordinary life and live according to this new wisdom.  Unfortunately, the hero may refuse to return, preferring instead to continue the adventure of the journey.  In such a case, a drastic mistake is made, committing them to an eternal quest for the ultimate boon (gift or benefit), rather than submit to the truly auspicious nature of the journey—being transformed—the actual point of the journey.  In some cases, the hero must be rescued from without, again, by aids whose own powers combine with the hero to provide the necessary skills and opportunity to accomplish the ordeal.  It is at this point that the ultimate purpose of the Hero’s Journey occurs—returning to the world from which they came, replete with the wisdom and ability developed during their mastery of the ordeal.  Now, the hero is in a position to bestow their boons upon the world.  In other words, the hero can return the favor and give back to the world the same gifts and benefits they now enjoy for having successfully completed the journey.

Clearly, implementing such a framework requires that the allegiance to any model favoring competitive schools be overcome, replaced by a collaborative paradigm.  This can be done by establishing the clinical process on a foundation of therapeutic technique, rather than theoretical orientation.  One psychologist puts the idea this way:  “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).  Simply put, this approach shifts the emphasis of therapy from theoretical diversity to a diversity of technique.  However, these techniques are not merely listed or catalogued for the clinician 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 treatment.  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.  

In this way, the client can be restored to their true nature:  the whole person.  Unfortunately, clinicians have become 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 clinician to address every aspect of the individual in the course of therapy.  Simply put, each of these orientations to clinical practice must find its place in a new democracy of the psyche.  Indeed, in practice, each of the therapeutic approaches tries to account for all of these dimensions of the human being, but by grounding them in their respective theoretical orientations.  Nonetheless, the exact same therapeutic process is engaged by every reputable clinician, regardless of theoretical orientation and despite different schools of therapy tending to emphasize one aspect of the therapeutic process over others.  

A good way to appreciate the situation is by way of a particularly quizzical metaphor:  medieval maps.  In these cases, the environs closest to the map-maker demonstrate an accurate account of the territory under consideration, but become ever more distorted and speculative the further away they go.  By the time one reaches South Africa or the Orient, for example, little resemblance exists to the actual terrains examined.  In fact, the medieval mind tended to populate the areas at the periphery of these explorations with fantastic creatures, suggesting enormous risk attenuated travel to such places, despite being based on the flimsiest evidence.  Clearly, a willingness to abandon perhaps even cherished beliefs is necessary to integrate maps such as these.  

For a truly integral psychology to occur, every school and system of the psyche must be welcomed into the fold.  Yet, powerful forces exist to keep this from happening.  Entire fields of study can become segregated, committed to a particular point of view.  Although specialization has significantly increased the expertise of the various fields of psychology, ultimately, it has also served to muddy the water for the profession overall.  Unfortunately, each school ends up working their own side of the street.  But the result of this practice is untenable:  each ends up working against the other, in fact, sometimes seeing colleagues as if competitors, if not enemies outright.  Obviously, this is not a workable arrangement.  

Yet, perhaps surprisingly, a notable scientific concept contradicts this arcane circumstance:  the norm and standard deviation.  This concept is a cornerstone of statistical analysis and offers a striking alternative to the usual way of understanding deviance.  Deviance is typically thought to be negative and dysfunctional.  However, there is a far greater range to statistical probability than that which is negative or dysfunctional.  Indeed, the range of probability is arranged symmetrically around a center that is the average case, with positive and negative instances extending out either way.  Along with dysfunctional deviance, an equally extensive range of positive and functional deviance exists, off-setting and complementing its negative side.  
These relations can be diagrammed as follows:
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The basic premise of this model is three-fold:  1) people function at different levels along an underlying developmental continuum, 2) their underlying developmental level influences the manner in which they interact with the world, and 3) this underlying developmental level continues to influence behavior after the onset of pathology, just as prior to onset:  “Rather than reverting to earlier and lower developmental levels with the onset of psychopathology, patients are presumed to maintain their premorbid developmental characteristics” (Glick, 1997, p. 228).  In other words, mental ailment could be put this way:  that disturbance presented to the child that is internalized and ultimately reenacted by the adult—i.e., development gone awry.  

Thus, people who were traumatized when 3 years old may continue to process intense emotions in ways a 3-year-old child would.  Individuals traumatized at a later stage of development would mobilize earlier developmental accomplishments to cope with the traumatizing situation, resulting in a different long-term adaptation.  (van der Kolk et al., 1994, p. 721) 

In a manner of speaking, growth occurs something like rubbers bands being snagged by hooks wrought by trauma in lower levels of development, at least certain lines of development.  As the development proceeds, certain of these lines get stuck while the remaining structure of identity continues is construction process, ascending into its normal course of hierarchy.  Bands of tension trail behind, creating untenable vortexes within one’s psyche.  In a sense, dips in the floorboards and carpeting appear on a given floor, distorting later floors such that they collapse into and enmesh with these vortexes in kind—all the while the unaffected structure around continues to emerge and ascend.  In this way, mental ailments display a hybrid of presentations, ranging from the potential for full functioning to a patchwork of symptomology involving childish and “adultish” attributes.  Perhaps better said, mental ailment is something like a child present in an adult body, albeit haphazardly transformed by those very adult abilities and experiences.

Whether higher stages of consciousness actually conform to the bell-shaped curve has not been definitively established.  Nonetheless, gaping holes can be seen in the psychological literature following the first positive standard deviation from the norm.  In truth, growth continues well beyond the highest reaches of what is otherwise considered “optimal” development:
The whole trajectory of human development can be parsed…into four tiers….  The first two—preconventional and conventional development—cover mental growth from infancy to adulthood.  About 90% of the general adult population functions within these first two tiers.…  [T]he two higher tiers, the postconventional and the transcendent, describe rarer and more complex ways of how adults make sense of experience.  (Cook-Greuter, 2000, p. 229)

The whole person includes considerably more complex aspects than just that of the lower self.  Relative to the deeper Self, 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).  Consequently, the self is merely the tip of the iceberg of the whole person, with ever more vast tracts of Self operating within one’s depths.   Maslow (1964, 1971) speaks of this state in terms of peak experiences, in which one’s awareness of reality is suddenly heightened and ecstatic encounters with reality begin to appear, perhaps even including mystical states. Rogers feels that, at such moments, a transcendent intuition is awakened whereby a synergy occurs and one’s capacity for healing is enhanced: “my presence is releasing and helpful to the other…it seems that my inner spirit has reached out and touched the inner spirit of the other. Our relationship transcends itself and becomes a part of something larger” (1980, p. 129).
A profound example of this extraordinary feature of the whole person has gained considerable popularity in recent years and provides a useful context for integral therapy:  mindfulness and nondualism.  Indeed, an important trend has been going on in psychology for some time:  Eastern spiritual doctrines finding their way into clinical practice. In fact, the immigration of Eastern spiritual ideas into Western society has been commonplace since ancient times. A steady stream of interpreters has been preparing these astonishing spiritual doctrines for a Western audience, starting most notably with William James and Carl Jung, and continuing recently with the works of writers such as Deepak Chopra and Ken Wilber, encouraging a much needed embrace of spiritual mysticism.

A host of therapeutic interventions build on the basic idea underlying mindfulness:  accurate empathy, mirroring and empathic immersion, focusing, communicative attunement, the intersubjective field, free-floating attention, gestalt awareness.  Perhaps better said, mindfulness is the appropriate rubric for all of these clinical approaches to developing awareness:

For clinical purposes, mindfulness can be considered a distinct state of consciousness distinguished from the ordinary consciousness of everyday living (Johanson & Kurtz, 1991).  In general, a mindful state of consciousness is characterized by awareness turned inward toward the present felt experience.  It is passive, alert, open, curious, and exploratory.  It seeks to simply be aware of what is, as opposed to attempting to do or confirm anything.  (Johanson, 2006, p. 2)

An essential clinical dictum follows from the principles of mindfulness:  the greater the awareness, the greater the love.  Yet, thus far, none of the texts espousing the principles of mindfulness and nondualism for clinical practice (e.g., Hayes, Follette, & Linehan, 2004; Prendergast, Fenner, and Krystal, 2003, 2007) explicitly mention the underlying dynamic making this therapeutic dictum possible.

Mindfulness has been welcomed into psychotherapy with certain implicit delimitations, especially relative to nondualism.  For example, it is rarely mentioned in texts advocating the use of mindfulness that it emerged historically within certain spiritual traditions specifically as a means whereby one might encounter nondual reality and enlightenment.  Further, that to which mindfulness refers is often considerably understated in clinical texts, despite being the fundamental process underlying the greatest psychic achievement possible for human beings:  “great mystics are merely people who carry to the point of genius an absolutely normal, ordinary, indispensable side of human experience” (Findlay, as quoted in Hunt, 1995, p. 1).  This indispensable side of human experience is consciousness, or awareness.  Yet, carrying consciousness to the point of genius is precisely the difference that makes the difference.

However, it is perhaps understandable why most texts on mindfulness fail to mention their nondual roots, for the core tenet of nondualism stands out as a perplexing confrontation with Western sensibility:  the absolute absence of any separation between self and other whatsoever.  Nondualism can be defined this way: “the understanding and direct experience of a fundamental consciousness that underlies the apparent distinction between perceiver and perceived” (Prendergast, et al., 2003, p. 2). The literal translation of the Sanskrit term advaita, from the ancient Indian spiritual tradition of Vedanta, is not-two, although more commonly referred to simply as Oneness (Greven, 2005; Katz, 2007).
Unfortunately, the total lack of separation between self and other is often thought too abstract, indeed, even alien an idea to be useful for human beings living out their ordinary lives.  Indeed, spiritual reality is sometimes thought to be ineffable.  By this it is usually meant that profound spiritual states cannot be described.  But such affirmations are misleading.  After all, the tenets of these spiritual traditions wouldn’t even be known if their texts had not offered an account.  No, ineffable is better put this way:  it isn’t that you can’t describe profound states of spiritual reality; it’s just that no one will understand them when you do—unless they have somehow had the experience already.  Consider this:  we all go through the developmental ordeal of thinking the opposite sex is “yucky”—until the wonders of sexual experience prove otherwise.  It is the same with spirituality.  One has to undergo a rite of passage before the otherwise inaccessible delight of divine presence is made known.  Until then, such extraordinary states can only remain questionable and remote.

This situation is most effectively resolved through the intercession of “Radical” Non-Dualism.  Although a seed rarely taking root in the West, an undercurrent of nondualism was put in motion during ancient times, and has continued through a host of medieval mystics to an extraordinary and unsurpassed nondual sage living today—Adi Da Samraj.  Adi Da was born in 1939 in an unpretentious suburb of New York City and grew up as a typical child of his time and place.  He graduated from Columbia University with a B.A. and then Stanford University with a M.A. It was at this time that he embraced spiritual practice within the context of his spiritual lineage, returning to New York City during the late 1960s, and contacted Swami Rudrananda. In 1970, after encounters with the remaining members of this lineage—Swami Muktananda, Swami Nityananda, and the Goddess Shakti (the latter two in the subtle, spiritual realm)—he became enlightened. The culminating process of this enlightenment took place in a small temple of the Vedanta Society in Los Angeles, a principle site in America for the worship of Ramakrishna and Vivekananda. (For a full account of these events, see Lee, 2003)  

Soon after, Adi Da became aware of the spiritual revelation of Sri Ramana Maharashi, noticing a striking compatibility between their respective works, so much so that he declared this contemporary sage to be another significant member of his spiritual lineage. As an example of this compatibility, Ramana Maharshi’s description of transcendental Self-realization indicates that the seat of Consciousness in the human body-mind is located at a locus in the right side of the heart, an observation coinciding with Adi Da’s own experience of Divine Reality. This sequence of spiritual masters has provided Adi Da with direct links to an unprecedented array of spiritual realizations: “in the last one hundred and fifty years…the different types of possible Spiritual Realization were all demonstrated to an unsurpassed degree through the lives of these remarkable Adepts, and in direct association with Avatar Adi Da’s Appearance” (Lee, 1999, p. 48).
Interestingly, Adi Da has also commented on another relation that, although not a part of his lineage strictly speaking, still played an important role in his divine incarnation. His appearance could not have occurred until Freud’s theories preceded him, introducing and preparing the public for such unacceptable notions as sexuality, narcissism, and the bondage of unconscious motivation. Adi Da’s divine incarnation at this point in time is neither arbitrary nor accidental:

Look at all the…changes that occurred in nearly the first half of the twentieth century before I Appeared—tremendous technological changes, communication changes.… All that was part of the ripening of the time.… During and since World War II all this has fully developed. If I had Appeared in 1903, I would be a pretty old dude right now—ninety years old and a little overripe to deal with you.… Also, Freud would not have completed his work. He died the year I was born. What has come to characterize mankind as a whole did not characterize mankind fully until the time of My Birth. What has come to characterize the twentieth century and what will characterize the future took a good piece of the twentieth century to develop—modern physics, all kinds of things. (1993b, p. 12)

“Radical” Non-Dualism offers the only account by which the difficult issues of treatment can be fully resolved.  Indeed, this spiritual revelation offers a unique way to apply Ockham’s razor:  although “Radical” Non-Dualism can account for every other philosophical, spiritual, and psychological system, the reverse is not true:  no other philosophical, spiritual, or psychological system can account for “Radical” Non-Dualism.  Consequently, “Radical” Non-Dualism is not only the more elegant account of the psyche, but the most auspicious.  Adi Da’s account of world politics is equally applicable to the current state of professional psychology:

The “old factions” are all tribal entities, from a time in the past when human intercommunication was splintered by the geographical separation of different territories….  The only means by which the separate “old powers” can maintain their power is to persistently re-assert the fragmentation of the world—because they, themselves, came into being in times when the world was not functioning as a whole….  Only egolessness (or inherent non-separateness) is the principle of prior unity….  Tribes are not “it”.  Tribes are what must be outgrown.  (2007, pp. 16-19) (emphasis in the original)

A principal contention of this work is that there is no point in isolating out any one aspect of the psyche and attempting to make a comprehensive theory of it—the remaining aspects will only beg for admission.  Indeed, the clamor from these excluded aspects demands the distortion of theory, precisely to account for what is left out.  Consequently, the guiding principle of integral theory could be put this way:  whatever is left out distorts the rest.  Such a principle naturally leads to an admonition for inclusion.  Only when the differences between various viewpoints can be integrated into a common vision will each side engage in a meaningful dialogue, where one embraces the other.  Clearly, such a project can be initiated in only one field:  where the whole person is valued above all else.  

CHAPTER 1:  INTEGRAL LOVE
In findings based on three decades of research on what has helped people change, Lambert (1992) suggests successful change occurs primarily as a result of four interrelated factors:

1. Client factors (40%):  strengths, talents, resources, and resilience.

2. Relationship factors (30%):  empathy, acceptance, warmth, and congruence.

3. Expectancy factors (15%):  hope and expectations for a positive outcome.

4. Theory/therapy factors (15%):  theoretical orientation and intervention techniques of the therapist.

Added together, one can readily see that at least 85% of therapeutic success can be attributed to factors that have nothing to do with one’s theoretical orientation or therapeutic approach (Carkhuff, 1971; Lambert, 1992; Patterson, 1984).  These conclusions have enormous implications for therapy: no particular therapeutic technique is more effective in inducing positive change than any other.  What these studies don’t explicitly state, however, is exactly why this is the case:  because the love in the relationship has healed the individual and, thereby, induced them to engage in the ordeal of therapeutic change (i.e., submit to therapeutic technique). In other words, the fundamental dynamic underlying all effective therapeutic interventions can be summarized as follows:  Love is the healing principle.  No matter what inappropriate or dysfunctional behaviors are being displayed in any moment, they are nothing more than acts of unlove—indeed, typically arising because of acts of unlove.  The fundamental imperative underlying all human interaction is simply this:  intimacy and love.  
Yet, love is extraordinarily controversial in the profession of psychology, especially as a treatment intervention.  Rarely, if ever, will you see the following intervention on the part of the clinician appear in the treatment plan:  “Love the client.”  Instead, a host of phrases might appear instead:  unconditional positive regard, communicative attunement, social reinforcement.  But these are all nothing more than sanitized and exceedingly awkward ways of saying love.  Unfortunately, the profession of psychology is embarrassed and even a little ashamed of love, and for one simple reason:  clinical practitioners are not very good at it.  In fact, they have bungled this essential core of their business.  
Up until the 1970’s, clinical practice allowed clinicians to engage in many kinds of intimacy with their clients, including having sex with them.  However, complaints began to pile up in which the exploitive nature of certain clinical practices became known.  As a result, the concept of dual-relationships entered into clinical jargon—the presence of a personal and professional relationship between clinician and client—and the clear recognition that the power differential between them puts the client at risk to be exploited if dual-relationships are not carefully managed.  Unfortunately, rather than develop greater expertise in these relationships, it was deemed wiser to prevent them from happening, ultimately, throwing the baby out with the bathwater.
Fear of love in the clinical situation has not always been the case.  Even Freud recognized the essential nature of love for the outcome of treatment:  “Psychoanalysis, Freud once said, is a cure through love…. The individual I [or ego] is, in his essence, a response to love” (Lear, 1990, pp. 27, 219). That is, love can be thought of as the specific tool of therapy: “After all research on psychotherapy is accounted for, psychotherapy still resolves itself into a relationship best subsumed by the word love” (Burton, 1967, pp. 102-103). Gordon Allport drew similar conclusions nearly sixty years ago: “Love is incomparably the greatest psychotherapeutic agent” (1950, p. 80). 

Psychoanalysis is probably the most staunch advocate of love in the therapeutic situation, justifying this approach based upon the etiology of psychopathology:  “This kind of parental love…agape…is the kind of love the psycho-analyst and psychotherapist must give the patient because he did not get it from his parents in sufficient measure or in a satisfactory form” (Guntrip, 1953, p. 125).  In fact, it could be argued that the only reason for engaging in technique at all is in order to create a circumstance within which to engage the therapeutic encounter—for this is what heals. Such is the basic context of all treatment:
The patient comes to therapy for help with a particular problem, but also the patient is bringing as subtext his or her unique version of a universal aim, namely, the achievement of love. Correspondingly, the therapist’s desire to help improve the patient’s life is an unstated but fundamental wish to give love…. The reciprocity of loving and being loved in therapy occurs within the wider field of intersubjective relations that constitute the therapeutic experience. (Natterson, 2003, p. 515)

However, a number of controversies attenuate any discussion of love as a therapeutic intervention. Although it is beyond the scope of this work to consider the entire discussion by which love might be appropriately engaged in clinical practice (e.g., tough love versus unconditional positive regard, dual-relationships, sex with clients), nonetheless, an issue can be identified operating behind the scenes and fueling the controversy: confusion over what love actually is. Although conventional accounts of psychology acknowledge the existence of love, as well as the value love represents in terms of healing, growth, and well-being, no credible account exists in the profession of psychology for the source of love, or even the mechanism whereby love engages in its healing properties.  Only nondualism—especially “Radical” Non-Dualism—gives a coherent account of these features of love. 
Simply put, there is an intimate—indeed, nondual—relationship between love-bliss and awareness (for a further discussion of this relationship, see Sleeth, 2008). They are utterly inseparable from one another and form the fundamental nature of every human being. Awareness can be thought of as the living presence of the human being, precisely because the human being is literally made of love-bliss, much in the same manner that the radiance of light can appear in the form of waves or particles—i.e., energy or matter. However, attention tends to operate in the midst of Love-Bliss Awareness, mistakenly directed toward its surrogate objects of interest or intent—indeed, even attached, or addicted. In the latter case, one is not able to enjoy the present and ongoing reality of Love-Bliss Awareness, but degenerates into obsession over ever more futile substitutes for love:

And so it’s not a matter of finding out that [Reality] Loves you. It’s a matter of understanding yourself, Realizing Reality, being Love. If Reality is Love, it’s not a matter of It Loving you. It’s a matter of you being Love. You see? Because Reality being Always Already the Case, the “you”—however it might be described—is That. And if you’re not being Love, that’s your problem. That’s what you have to understand. You must transcend your impediment, the “you” that’s looking to be loved…. It’s not that you shouldn’t, however, luxuriate in love and being loved. You should. But you’re seeking it. And you are not being it... (Adi Da, 1997, p. 41) (emphasis in the original)

Obviously, this represents a high standard for the profession of psychology! Yet, that takes nothing away from its reality. The usual understanding of love could be put this way: the conditions under which one experienced love growing up (e.g., antecedent and consequent conditions, conditions of worth, narrative scripts or schemas, familial complex) are those that allow them to experience love now, as they are replicated. In a manner of speaking, life conditions are like the combination to a safe—having aligned just right, the door can swing open, revealing its mysterious contents of radiant love-bliss; at least for awhile, until the pattern reassembles again and opening the lock must be engaged all over again. Love and happiness are typically thought to be contingent upon these conditions—finding the perfect partner, achieving success at work, being the center of attention—and therapy, therefore, a matter of most effectively manipulating these conditions. Most of the common therapeutic interventions are used for this purpose: reinforcement, reframes, desensitization, interpretations, challenging nonproductive thoughts, bio-feedback, visualization, role playing.

But the premise underlying these kinds of interventions considerably overstates the case. Although it is true that replicating, indeed, even improving on certain conditions is a legitimate means by which to enact love, nonetheless, doing so operates as a kind of middleman, or what could perhaps be called the lesser of two loves. Simply put, it is not what you love, or even how you love, that is the greatest source of clinical efficacy, but a far more effulgent gesture: that you love—regardless of what happens as a result: “love is primarily giving.… In thus giving of his life, he enriches the other person, he enhances the other’s sense of aliveness.… He does not give in order to receive; giving is in itself exquisite joy” (Fromm, 1956, pp. 24-25). 
In this way, one is put into a position to learn an essential lesson of life—it is not enough merely to be loved or even to be loving, but to be love. Freeing awareness from any attachments or moorings is precisely what allows self love to be unconditional. Yet, clearly, unconditional love is not easy to do. The primary reason is that it requires a profound confrontation with the very act of one’s suffering, regardless of the symptoms:

Love Does Not Fail For You When You Are Rejected or Betrayed or Apparently Not Loved. Love Fails For You When You Reject, Betray, and Do Not Love. Therefore…Do Not Stand Off From Relationship. Be Vulnerable. Be Wounded, When Necessary—and Endure That Wound (or Hurt). Do Not Punish the other In Love…. Realize That each one Wants To Love and To Be Loved By the other In Love. Therefore, Love. Do This Rather Than Make Any Effort To Get Rid Of The Feeling Of Being Rejected…. Be Vulnerable and (Thus) Not Insulted. If You Are Merely Hurt, You Will Still Know The Necessity (or The Heart’s Requirement) Of Love, and You Will Still Know The Necessity (or The Heart’s Requirement) To Love. (Adi Da, 2004, p. 763) (emphasis in the original)

Yet, it is easy to get confused. Although certain orientations to psychology suggest the individual can find meaning and even happiness in the midst of the worst atrocities, they do not actually say why this is so. Even spiritual orientations confuse the issue. But it all comes down to a simple matter of orientation. That is, love can be enacted in two very different ways:  all about me or all about us.  
Love that is all about me can be called autistic love, and love that is all about us can be called empathetic love.  Autism, in the sense that it is being used here—a general state of being, as opposed to a clinical disorder—can be defined as the concomitant operation of two fundamental attributes:  egocentrism and narcissism (i.e., a big ego).  Egocentrism is the inability to either distinguish between one’s own perspective and that of someone else, or to take into account the perspective of someone else.  Consequently, autism is primarily defined as the individual being preoccupied with their own point of view.  However, this perspective is anything but incidental or arbitrary.  Indeed, especially initially, it is highly preferential (i.e., narcissistic), indicating what is of primary interest to the individual.

But life is not simply a matter of the individual attempting to accomplish their own ends, as significant a factor as this might be.  If others exist simply as a means to the individual’s ends, then relationships are going to be severely circumscribed.  Consequently, autism must be augmented with empathy, which is ultimately purposed towards others.  Empathy is more than the ability to be aware of what is taking place within another.  It also requires the individual to engage a concomitant activity necessary for maturity and well-being:  care about what is taking place within another.  It is precisely through the operation of empathy that so much of the work of therapy is done.  Indeed, the ideal is to balance the autistic and empathetic spheres in an integrative harmony.  
An important axiom for addressing this confusion can be simply stated: one size does not fit all. In other words, love can be enacted in very different ways, depending on whether the individual’s orientation is all about me or all about us.  Of the two, autistic love is far more complicated and essentially a selfish orientation, consisting of two main objectives overall:

1. Object Love: getting what you want—and, thereby, feel loved.

2. Other Love: having things your own way—i.e., getting others to give you what you want—and, thereby, feel loved.

Empathetic love, on the other hand, involves no intermediary, nor allows any impositions to come between us—sometimes referred to as an “I-Thou” relationship (Buber, 1970). Consequently, its sole objective is simply stated: the ways in which the individual has a direct awareness and experience of love. Consequently, there is a continuum to love, whereby ego love operates as the lesser of two loves.

The manner in which these two overall ways of Integral Love are enacted can be thought of as comprising “loops” in a cycle, which trace out the various places of interface where the individual not only interacts with their environment, but also engages the various aspects of the whole person. Each element of the overall cycle involves a particular boundary point, demarcating its respective juncture of interface. There are three boundary points pertaining to the whole person:

1. Contact Boundary: interface between body and world.

2. Encounter Boundary: interface between self and mind. 
3. Context Boundary: interface between mind and memory. 

Whereas the contact boundary mediates between organism and environment, the encounter boundary mediates between self and mind. It is through the encounter boundary that one engages in relationship and intimacy, the essence of us and self love. This boundary is a fluid medium. When operating properly, it allows experience to flow unimpeded to the self. Initially, one’s interface with the environment is negotiated at their contact boundary. As experience passes through the contact boundary to the mind (via the body), it engages the self in turn, at the point of the encounter boundary. Yet, as experience enters the mind, it is also mediated by cognitive processes. In this way, the contents of memory (e.g., perspective, identity) operate to recognize and interpret experience, providing meaning—thereby engaging the context boundary. 

The Cycle of Love

Perhaps the most significant feature of love apparently unknown to clinical practice is the fact that love is splintered among conventional approaches to treatment, affiliating with the various therapeutic orientations.  To assemble the various pieces of the whole person, it seems advisable to start with the therapeutic approach that enjoys perhaps the greatest credibility, certainly the largest following in the profession: cognitive-behavior therapy (CBT). CBT is one of the first attempts to articulate something in the way of an integral therapy, albeit as an alliance depicting human beings in terms of their barest elements. Yet, it offers a significant adjunct to the therapeutic models operating at the base of clinical practice: 

1. Psychiatric Model:  medication for the sake of symptom reduction—i.e., changing one’s brain chemistry—whether through pharmaceutical agents and dietary supplements or improvement of brain functions through ECT and surgery.

2. Behavioral/Social Learning Model:  conditioning for the sake of self empowerment—i.e., changing one’s experience—whether through exposure, modeling, or the manipulation of antecedent and consequent conditions.

Predicting and controlling behavior is the mainstay of CBT, seeing human beings as based on an underlying set of causal contingencies: stimulus and response. That is, one’s interactions can be seen as taking place between two sets of events: those that precede behavior and those that follow it, or what has been called the A-B-C of human relations: antecedent conditions, behavior, and consequent conditions. Whereas antecedent conditions result in one’s behavior, behavior likewise produces behaviors in others, or consequent conditions. In this way, the consequences of behavior can become antecedents themselves. 

Although human behavior is extraordinarily complex, its basic parameters can be put relatively simply. Indeed, it is common to hear people describe their interpersonal relations in this manner: 

1. Something bad happens (i.e., trigger).

2. They feel bad about it.

3. They do something about it.

4. Then someone does something back to them—which becomes another trigger, starting the whole cycle all over again. 

The contact boundary operates this way:  stimulus from the world impinges upon the body and is transmitted through the five senses of the nervous system to the brain, where in some manner it is converted into sensory and perceptual experience; which is then converted into a response, downloaded into behavior.  The interactions of these organismic and environmental elements determine not only what we love but how we love, starting even from the beginning of life.  

Consequently, the incipient ways of love can be diagrammed as follows:
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One’s bodily experiences play a decisive role in autistic love. Indeed, one might say they love ice cream, vacations in Hawaii, or perhaps even sex. Under certain conditions, one might even say they love to withdraw or aggress. But these orientations delineate the dimensions of a single variable: the maturation of love. Autistic love dominates the individual early in life, such that love is engaged in a self-serving manner. Simply put, autistic love is purposed toward the consumption and acquisition of one’s own desires. To a child, getting what one wants is to be loved, and the only reason to be loving, despite the presence of any empathetic or altruistic tendencies beginning to emerge. In fact, even as the objective to be loving does emerge, it is initially intended primarily to serve the self-interests of the child, in the way of barter or as an exchange.

Yet, over time, greater wisdom does prevail and this orientation is augmented with empathy and caring, thereby becoming more social in orientation—making love, for example, as opposed to just having sex. But, until then, this latter orientation remains an alien and incomprehensible reality for the child, something to be as much avoided as embraced. Clearly, the contact boundary is too simplistic to account for all aspects of human behavior by itself. Indeed, disillusionment with such a limited approach prompted behaviorists to integrate their position with the tenets of cognitive therapy, thereby producing CBT. However, in order to maintain the primacy of behavioral conditioning, this integration is done by conceiving of internal states as simply different kinds of behavior. That is, the actions of the mind are thought to operate in the exact same manner as bodily behavior. In this way, the principles of behaviorism can be transposed to the mind. As a result, the context boundary augments the contact boundary, resulting in the two main models of clinical practice pertaining to the mind:
1. Cognitive/Narrative Model:  education for the sake of self improvement—i.e., changing one’s mind—whether by modifying nonproductive thoughts and adding cognitive skills or encouraging thoughts already deemed appropriate and satisfying.

2. Psychodynamic Model:  interpretation for the sake of self understanding—i.e., making the unconscious conscious—whether addressing fantasies, wishes, ego defenses, early memories and dreams, interpersonal patterns, or self- and object-representations.

In this way, the primary conceptions of cognitive therapy are retained: there is an internal core of operations at work behind one’s interpersonal relations. This suggests that the contact boundary leaves out a crucial piece between steps 1 and 2 of one’s interpersonal relations mentioned above: some thought within the mind happens that makes them feel the way they do. In other words, as cognition processes one’s sensual and perceptual experience, this understanding prompts a further experience in one’s emotions—which triggers the sequence all over again—impelling one toward their ultimate behavior. 

The context boundary is based on an essential feature of the psyche: perspective. Perspective pertains to one’s expectations. It is for this reason that the emphasis in cognitive therapy is not so much on how one experiences reality as how they interpret that reality thus experienced, providing context for their understanding. In other words, perspective is that aspect of the psyche that determines not only what one is aware of, but how they are 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. 

Consequently, subsequent ways of love emerging later in life can be diagrammed as follows:
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Cognition operates this way:  it evaluates events and then makes attributions into memory based on those evaluations.  In turn, these attributions are used as a base upon which the individual can then make further expectations.  Having established this platform of expectation, the individual uses it as the principal means by which they interpret and understand their ongoing experience.  In this way, attributions and expectations are two sides of the same coin. 
In other words, we want what we want, but we only do what we think we actually can do—consciously or unconsciously (i.e., autistic love).  We rely on past successes to indicate our chances of success in the future.  If one is used to having their own way, say, by bullying or intimidating others, they might well believe such tactics will work in any situation across the board.  Of course, a disillusioning encounter or two with someone willing to (and capable of) calling their bluff might well alter these beliefs.  Clearly, employing such a tactic—or any tactic, for that matter—rests upon the underlying confidence one has that it will actually work.  However, in another sense, what one cannot do might become what they will do, in that they might do it later when circumstances allow for it (e.g., saving up for a vacation or getting a good education in order to get a good job).   
Perspective influences the way in which one might engage love as follows:  depending on the manner in which one is treated, especially while growing up, they will draw conclusions about their own value or sense of worth.  The memory of these conclusions dictates how loveable one believes themself to be, determined as a consequence of how loved they believe they have been.  Simply put, if one believes they are loved, they will feel loveable.  Conversely, if they do not believe they are loved, they will likely draw the opposite conclusion:  they are not loveable.  Once these self representations becomes an immutable part of identity, one might even tweak or distort on-going reality to confirm their conclusions—i.e., engage assimilation over accommodation—perhaps even despite times in which present circumstances are actually being loving.

No matter what the actual circumstances of his life, the child always experiences some degree of this sense of betrayal or unlove.  Eventually, the child, this vulnerable individual, concludes that “you don’t love me”….  If an event of betrayal did not actually occur, you would invent it in your childhood in order to differentiate yourself….  This sense of betrayal or “you don’t love me” is the same as “me”.  It is ego.  (Adi Da, 1985, pp. 138-139)

From here, the outcome is inevitable:  if you believe you are loveable, you will behave in a loving manner; conversely, if you do not believe you are loveable, you will not behave in a loving manner.  Indeed, you may behave in a decidedly unfriendly manner, perhaps even pay others back for not loving you.  More to the point, you might give up any hope of being loved and opt for self-serving strategies, such as indulgence or indifference to others, nevermind how self-defeating they might be for any prospects of being loved.  

Clearly, this is a Catch-22 arrangement:  in order to be loved, one must be loving; but in order to be loving, they must believe they are loveable; and in order to believe they are loveable, they must first believe they are loved; and in order to believe they are loved, they must first be loved—whereby they feel love—which is ensured only if one is loving, starting the whole cycle all over again.  The only exception to this sequence is unconditional love, or empathetic love, which is both extremely rare and highly valued.  Indeed, perhaps the most crucial part of the cycle is precisely that where love is felt:  the self, conspicuously missing in the diagrams depicted thus far.  

More to the point is an even more important feature of the Cycle of Love conspicuously absent from conventional accounts of the psyche:  the self is collapsed upon the mind.  To be collapsed upon the mind means that the self is identified with mind, or, as certain Buddhist traditions put it, attached to the mind.  Actually, enmeshed is probably better said.  Although not formally designated a disorder by the DSM, this state is a principal source of stress and dis-ease, disrupting the ordinary operation of the psyche.  The self mistakenly takes itself to be the mind, as well as the body the mind is intended to serve.  

However, to exist very deeply at this level of being requires an abiding courage, for enormous responsibility attenuates awareness and will, and their ultimately baseless freedom.  Therefore, authenticity is perhaps the individual’s most prized attribute—the ability to face facts and encounter the unsavory aspects of life without flinching.  Yet, authenticity is more than merely an honest appraisal of existence, although certainly that.  It is also the responsibility to live with and accept the consequences of that honest appraisal.  In so doing, one engages life at the level of the encounter boundary:
1. Intersubjective Models:  empathetic inquiry for the sake of self attunement—i.e., healing the self—whether through structure building involving internalization or the resumption of processes disrupted by trauma incurred during early interpersonal relations.

2. Phenomenological/Experiential Models:  intimacy for the sake of self enhancement—i.e., bringing forth presence—whether in terms of one’s relationship to their own here-and-now experiences or the therapeutic alliance of the clinician relative to the client.

Overall, love can be operationally defined this way:  intimacy and integrity integrated, based in innocence, yielding intelligence.  Only the integration of the entire equation provides the optimum operation of human beings.  Therefore, innocence without intelligence equals ignorance, and intelligence without innocence equals arrogance.  Either one by itself is deficient.  Unfortunately, the two operate in conflict for most human beings, thereby resulting in the deficiency.  Any part left out only serves to distort the rest.
Consequently, the full complement of love can be diagrammed as follows:
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As can be seen, whereas it is the self that feels love, it is the mind that determines (especially as based on memory) whether to believe one is loved, and loveable.  Different therapeutic approaches intervene at different points in the cycle, depending on the orientation to love and priority given to that piece of the cycle.  Yet, all parts of the cycle are essential for one’s ultimate well-being.  
Unfortunately, the state of most human beings is that of the self collapsed upon the mind.  This state occurs as follows:  when overwhelmed by trauma, the self can no longer operate upon its own authenticity and authority.  To protect the self, the mind takes over. In this way, the self becomes identified with the mind, essentially along for the ride. However, despite being a wonderful servant, the mind makes a poor master. Nevermind how appropriate or adequate to the original circumstances, this programming is hardly ever appropriate or adequate thereafter.  Indeed, extraordinarily difficult therapeutic procedures are usually required in order to alter the outcome in such cases. 
The seeming paradox of the client’s symptoms can be described this way:

1. the client feels they are unloved,

2. they attempt to force the issue of being loved; yet,

3. by persisting in the very behaviors by which they feel unloved,

4. which ensures that they will not be loved,

5. prompting them to pay others back for not loving them.

Therapy attempts to improve the conditions of life, but that does not put people in touch with the source of love.  When present risk factors (e.g., poverty, drug use, recidivism, illiteracy) are compounded by little support or resiliency (e.g., domestic violence, unreliable intimacies, poor attachment), clients inevitably wonder:  “What do you have in your bag of tricks for me?”  In such cases, it quickly becomes apparent how incidental manipulating the conditions of life really is.  This is a principle reason why when people hit rock bottom they so often get religion.  It is precisely here, in the irrelevancy of conditional life, that they get the truth of existence.  Although some measure of relief and comfort does certainly occur as a result of these kinds of interventions, they are all based on autistic love.  

Yet, autistic love is an important component of clinical practice, if for no other reason than that is precisely where most clients live out their lives.  But without empathetic love, this orientation is constrained and limited—indeed, collapsed upon the mind.  Therapy is something like riding a bike over different types of terrain, where different gears are required depending on the terrain.  If one specializes in a particular gear, it quickly becomes clear that only clients who present with the requisite terrain can be negotiated effectively.  Steep hills might require first or second gear.  On the straight-aways, fifth gear might cover the most ground.  It might even be necessary to down-shift into lower gears whenever the going gets rough, allowing one to regain speed and momentum during more manageable stretches of the road.  

So long as the client presents with a single kind of terrain, specialization is a workable arrangement.  However, most clients present with far more complicated scenarios than this.  The idea that one gear might be better than another is an outdated and arcane mode of clinical practice.  The most appropriate standard of practice does not ask which gear is good but, rather, this:  good for what?  Different gears are best used at different points in the therapeutic process.  To put it bluntly, the gear of autistic love is crude and selfish, lacking certain important features.  Without empathetic love, there is no ultimate closure, no final reckoning with the very source of love.  Integral therapy can be thought of as the means whereby a connection with the four ways of Integral Love can be made, and in every domain of love.  And in so doing, all orientations to clinical practice can operate within a shared framework of understanding:  engage in therapeutic interventions as indicated by the clinical situation—whether autistic love or empathetic love—ever working toward a deeper and more profound embrace of the whole person.

The Domains of Love

As comprehensive as the Cycle of Love is as an account of human interaction, it is more complex than this for it exists in a layered fashion involving four distinct levels that can be defined as follows:

1. Higher Power: the mysterious presence and force of love, providing not only healing but guidance and wisdom.
2. Own Person: all aspects of the whole person, especially as the individual values them (i.e., self-esteem).
3. Other People: the society of one’s closest intimacies (e.g., friends, family, lovers), indeed, even all people; and 
4. World Process: the wonder and causality of nature, within which one’s life is immersed and lived out.
Although the entire range of the Domains of Love exists even with the first breaths of the infant at birth, they only enter into one’s awareness in stages.  The developmental issues around which all mental ailment revolves can be summed up this way:  attunement, entitlement, and attainment—resulting in the four fundamental epochs of development:  attachment, autonomy, relationship, and responsibility.  These fundamental epochs could be called the Four Corners of human development, establishing the basic parameters around which all mental ailment revolves.  In other words, it is not so much important to determine the symptomology of one’s mental ailment (e.g., anxiety, sadness, intrusive thoughts) as the underlying issues prompting such symptoms to come into being.
As the infant emerges from the womb, the world must attune to their needs, or they will not be satisfied.  This only happens if the parents are responsive and administer to the infants needs.  The infant mostly sleeps during this period, spent in the difficult effort of birth and adjusting to their strange new reality.  However, by the second month, a dim awareness of the mother begins to take shape in the infant’s understanding.  Indeed, they begin to develop a sense of recognition and expectation of these critical interactions with their significant others.  If the attunement goes well—or else well enough (i.e., “good-enough mothering”)—they will feel entitled to their world.  Consequently, the infant makes the startling realization that certain conditions of their life are actually taking their needs into account.  
By the end of the first year, the infant must make an extremely fateful decision:  whether to align with those conditions (i.e., parents) or not.  In other words, the infant must decide to throw in with their parents and side with them—that is to say, attach to them.  If things have gone alright so far, the infant is typically only too happy to attach to the parents, seeing them as essential providers to their infinite needs (Karen, 1994).  If things have gone alright so far, the infant is typically only too happy to attach to the parents, seeing them as essential providers to their insatiable needs.  It is in this way that the parents attune to the infant, paving the way for attachment. The presence of such resources leads to secure attachment and the development of basic trust.  On the other hand, the absence of attunement leads to issues involving abandonment.    
These conditions do not merely indicate interactions with loved ones and significant others, but include the world process at large:  “Even where the personal parents plays a part—and in practice they always do—their personal share is relatively small, while that of the transpersonal parental imagos acting through them is enormously important” (Neumann, 1954, p. 190).  In other words, the individual experiences the world as comprised of the same mothering (nurturing) force and fathering (challenging) force as they find in their actual parents (Adi Da, 1993a).  For example, an earthquake or car wreck might suggest one is not loved by the world. Winning the lottery, on the other hand, might convince them that they are—at least for the moment. 

Consequently, the individual must come to terms with the world process at large, usually far in advance of the resolutions they work out with their parents or any other people:
Do you think…Reality Loves you?  Are you expecting It to Love you?  Have you been expecting It to Love you?  Yes, you have experiences of love here and there, but you haven’t become convinced that Reality Itself Loves you yet….  At least, It’s not too buddy-buddy about it.  Whatever kind of loving there is to it—there may be some huge, huge Whatever that Loves you—but It’s so huge that It destroys you just hugging you!  (Adi Da, 1997, p. 41)

By the second year, the child starts to move about more freely—indeed, typically with abandon.  One’s early relations with the world process are primarily determined by results.  Initially, the self simply wants what it wants and makes attempts to get it; while, at the same time, is mitigated by the results achieved.  We want what we want, but we only do what we think we actually can do.  However, what we can do, especially at this early stage of development, is utterly dependent on what others want for us and, therefore, either will do or won’t do for us.  Although these intercessions are crucial and indicate the love others have, the infant is oblivious to their presence.
Consequently, one’s initial developmental issues revolve around prosperity and can be diagrammed this way:
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Autistic Love
As can be seen, this diagram presents the first two of the Four Corners, which represents the basic circumstances through by which one interacts with their world.  These conditions can be understood as a combination of two separate aspects involving the contact and context boundaries:

1. relationships and contact boundary:  external interactions between one’s Own Person and the environment, whether in terms of the World Process or Other People; and

2. representations and context boundary:  internal images within one’s Own Person, especially resulting from their relationships.

At first, the infant has no idea that there are Other People within the World Process.  As far as they know there is only the world process.  In fact, as far as they know there is only their Own Person.  Only over time does the infant begin to understand that the processes taking place within their Own Person are actually separate from the causality of the World Process at large, and augmented by the society of Other People.  
However, for this to happen requires the emergence of a momentous ability on the part of the growing child:  imagine the presence of Other People, not otherwise apparent.  Indeed, the awareness that some of the objects in the child’s world actually possess their own sentience and volition, act from their own locus awareness and will, represents a startling discovery for the child—not least of which because of the sudden emergence of a wholly unexpected contingency:  requirement.  These Other People want things!  First they say “No!” at all the most inopportune times, and now they make demands that are utterly baffling to the child.  And they even expect to be obeyed!
The ability to present images is a long drawn-out affair, extending from the latter part of the first year of life and the establishment of attachment (i.e., culmination of infancy) to the end of the third year of life and the establishment of autonomy (i.e., culmination of toddlerhood).  Indeed, the presentation of images is initially a memory process, beginning around the period of 8 to 12 months:

1. remembering something from the past,

2. connecting past and present experience, and

3. predicting future events based on past experience.

The infant makes use of this new realization to extend their own abilities through a synergy with the parents in the following way:

· Joint Attentions:  noticing that their parents’ are looking at something and then looking at it themself, even checking back if they cannot figure out what warrants the attention.

· Social Referencing:  checking with the parents to see what their reaction to a new person or situation might be.

· Following (and Giving) Instructions:  as parents ask the infant to do simple things, they return the favor and make requests of the parents.

· Imitative Learning:  not only ascertain what the parents are up to, but attempt to perform similarly.

The establishment of internal imagery can hardly be overstated.  By these means, the infant’s world expands exponentially.  With the presence of images, the delightful (as well as dreadful) aspects of existence can now be carried around—even in the absence of the object producing that delight (or dread).  This is a good news/bad news arrangement.  On the upside, they can carry Mommy around with them wherever they go.  On the down side, they discover they can’t get the same relief from aversive objects anymore.  Dashing about pell-mell doesn’t leave aversive objects in the dust like it used to.  Instead, they follow the child around, in their minds.  Consequently, the child makes a disconcerting discovery:  they are going to have to deal with their aversive objects.  

It is at this time that the objectives of the child and parents are dramatically contested.  In these often spirited clashes, a crucial element of their relationship comes to the fore:  authority.  From the child’s point of view, everything has happened to them for precisely one reason:  they wanted it that way.  Ironically, it is by virtue of the parents’ very responsiveness that the child basks in this false sense of supreme authority.  Reversing this illusion is precisely the developmental task at this time—abdicating their authority and giving it over to the parents.  Perhaps better said, the child shares this authority with their parents, in a sense spreading it out between them.  

Consequently, these developmental issues can be diagrammed as follows:
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Autistic Love
If the child establishes sufficient attachment and autonomy, they will attempt to reconcile with the parents through a process of reparation, making amends for the state of separation brought on by their own individuation and independence.  Indeed, the child must integrate the first two corners, and thereby transforming them into their empathetic counterparts:  relationship and responsibility.  Children come to understand that attachment and autonomy are inadequate in and of themselves and begin to appreciate that others, especially the parents, are important adjuncts to their exploits and adventures.  
Along the way, the child begins to appreciate the essential dynamic of relationship:  the entitlement of others.  As a result, their world is no longer simply all about me, but now shifts to one that is all about us.  Unfortunately, this is a potentially conflictual world, where these two aspects vie for dominion:  their own, organismic delight (autistic love) and the value they place in the needs of others (empathetic love).  However, if reparation takes place, a sense of approbation and a need for recognition emerges.  It is at this point that the incipient form of responsibility emerges, whereby the child attempts to attain their entitlement, as signaled by their parents’ approval.  
If the Transfer of Authority is not navigated properly, a self-defeating thought process will ensue, in which the individual gets stuck in preoperational, magical thinking (see Piaget, 1977).  If one remains on the autistic side of the Transfer of Authority, autistic love will rule, along with an incipient sense of causality.  Not only will the individual tend to engage nonproductive thinking (e.g., see life only in terms of opposing polarities, such as black and white or all or nothing), but also consider their situation primarily in terms of others taking care of them.  As a result, they will only appreciate life for what is in it for them, and respond accordingly (e.g., look out for number one, make mountains out of molehills).  In other words, they see and understand their world the way a preschooler does—which is precisely what their thought process is.
The difficulties with the preschooler’s apprehension of reality include the following:

· Personalism:  seeing the world as all about me—others existing for and having the child’s interests as their imperatives.

· Anthromorphism:  attributing the human abilities to inanimate objects, as if they have feelings or intentions.

· Superficiality:  being distracted by surface appearances rather than underlying dynamics behind the operation of the world.

· Cause and Effect:  confusing coincidence for consequence and unaware of asymmetrical relationship between cause and effect.

· Transductive Reasoning:  confusing set for subset, and believing that because A causes B, B causes A.

· Magical Thinking:  difficulty in differentiating between wishes and what really happens, conforming their understanding of the way the world works to what they want to happen.

However, if approbation is established, repression will ensue.  As a result, the child will engage in the Transfer of Identity, compensating for the many compromises necessarily occurring in the course of the Transfer of Authority.  The child is intensely aware of how precarious their relations are.  The world is now an interdependent reality.  The parents are mysterious and powerful creatures, full of succor and special favors.  There is nothing equivocal to the child about any of this.  They need their parents, nevermind any aversive feelings they might have toward them.  It is for this reason that approbation is the crux of repression.  Young children engage repression because they love their parents, and they cannot live with their own failure to engage reparation in any real or significant way.  And approbation is necessary precisely in order to sustain love relations in the face of tenuous reparation.  

Young children at this age simply have no ability to engage reparation in any real or significant way.  And reparation is necessary precisely because of autonomy and the failed conflict resolutions that have accumulated in their lives thus far.  At this stage the complexity of unreconciled conflict comes to a head and is too much for the child to manage.  It is all too immense, not to say, intense.  The child can’t live with this conflict, not merely because of its inherent discomfort but because of the danger with which it appears to threaten the ones they love.  To spare the parents, the child renounces themself.  They will not abdicate their passion for any other reason but only spontaneously, out of love.  Any fears of reprisal involving an Oedipal complex the child might have simply get tossed into the bargain.  Indeed, if the child does substantially fear their parents, they will struggle with accomplishing repression, as can be seen in case involving neglect or abuse.  Repression based on fear is merely a concession and, ultimately, ineffectual to its purpose.  True repression requires love and caring for those it is intended to serve.  It is an essentially benevolent expression, operating for the sake of the child’s love interests.  

Further, it is at this point that the child begins to truly understand perfection, if for no other reason than no one can ask for any more than this.  The child is virtually obligated to engage in identification.  With approbation, the child comes to idealize their parents, setting the stage for assuming their powers.  Parents are large and, relative to the child, extraordinarily endowed.  The child has no problem with acknowledging any of this.  In fact, they insist on it, as they must bring as much genuine insight to their situation as possible, if they hope to favorably influence events in their own behalf.  Identification allow them to negotiate a life too complicated to understand on their own.  Indeed, if this modeling goes well, the child will likely generalize the process and extend it to a wide array of admired figures throughout their life (e.g., sports heroes, movie stars, perhaps even their own lovers).

The approbation is finally made complete through repression and identification—the Transfer of Identity.  Indeed, it is precisely the gap created by repression that identification is intended to fill.  The child can now unabashedly stand basking in their parent’s glow.  What the child gives up, they also receive, and by virtue of their affiliation with the ones they love.  They already love their parents, so how much more easy is the agreement?  Having made their bargain, the child discovers their reward.  They can be both their diminished self and their impressive other, all at once; provided, of course, the glow doesn’t wear off as the child’s awareness and capacity to understand things in greater context begins to develop—not only in the juvenile and adolescent periods, but also adulthood.

Consequently, the developmental issues can be diagrammed as follows:
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Although exceeding complex, the idea of morality has been slowly developing all along.  For the infant, morality consists of the barest objectives of autism:  consumption and acquisition.  The toddler, however, develops greater proficiency, whereby morality consists essentially of two maxims:  looking out for number one and might makes right.  Therefore, the behavioral injunctions of reinforcement—i.e., reward and punishment—make exceedingly good sense to and are the only society the toddler fully understands.  The preschooler, on the other hand, knows whether their actions constitute wrong-doing, regardless of the results, or even whether anyone knows what they have done or not.  As a result, the preschooler begins to appreciate two refinements in their moral compass:  best to be good and maintain law and order.  
However, these innovations are not well understood and merely represent the base upon which the juvenile develops their own expertise.  Although this basic structure is put in place by the time one is school-aged, empathetic love is still decidedly tentative and lacking in maturity at this point. It is only during adolescence that these moral imperatives finally begin to be replaced by versions more empathetic and altruistic in nature.  Indeed, at the present juncture of evolution, it can be said that the common attainment of humanity has been to reach adolescence—and then struggle with the resolution of preceding periods of development throughout adulthood.  Yet, integration of these prior levels is a requirement for the individual to truly enter into the full maturity of adult life.  Indeed, it could be said that such integration is precisely the defining characteristic of adulthood.  As a result, adults are able to see behind the superficiality of the previous maxims and understand love and their self-worth in a larger context:  universally and unequivocally (i.e., self-actualization and self-esteem). 

Overall, development can be seen to revolve around the crux of love and caring, which can be represented as follows:
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One does not simply outgrow each level. Rather, each level is embedded in those that precede it, which act as a context for those emerging. Consequently, every one of the preceding levels is contained in each successive level and continually elaborated upon throughout development. At the same time, each higher level also acts as a context for all those that precede it, requiring them to adjust and adapt level retroactively, as it were, as best they can.  It is in this way that the Domains of Love become integrated.
As can be seen, the principle process underlying the integration of the Domains of Love involves one’s Own Person to expand ever increasingly to include the World Process and Other People—even to the point that one could literally consider the sense of us to include the entire world and all people.  Yet, this sense of us can extend even further—to include one’s Higher Power.  At this point, a perhaps surprising discovery can be made:  one’s Higher Power is actually their own deeper Self.
This abiding dependence of ‘I’ upon Self amounts to an ontological union of ‘I’ and Self…. So complete is this union that it may be called ‘nondual’, a unity transcending any sense of duality, isolation, or separation….  The I-Self union is not something one needs to forge , not a union to be attained, but a union that is ever present—if it were not here, you would not be here…  (Firman & Gila, 1997, p. 45)

Roberto Assagioli and Carl Jung both describe this direct link between the lower self (or ego) and the deeper Self. By being thus connected, the lower self inheres in the deeper Self. Perhaps better said, the lower self arises within the deeper Self, and ever more conforms to the attributes of the deeper Self. Because the deeper Self and the lower self are in intimate confluence at all times, their relationship exists at every level of development—even those in which the lower self remains unaware of the presence of the deeper Self. Nonetheless, the lower self can become aware of this deeper presence to which it is connected and, more, this deeper presence is perhaps the more significant and relevant to one’s overall well-being.

In other words, the deeper Self presents its own presence, even right now, alongside you as this passage is read. William James refers to the dim awareness in which one typically notices the deeper Self as “fringe,” what is “more” than our waking self, which we may nonetheless actively participate in presently: “May not you and I be confluent in a higher consciousness, and confluently active there, tho we now know it not?” (1909, pp. 289-290).  In that case, unfortunately, all is not necessarily well between the lower self and deeper Self.  Nor do they always interact without incident. Despite the intimacy of the connection, its confluence is also being obstructed as well. Indeed, the relationship is particularly tentative and fragile. Only enormous strengthening of this relationship allows the deeper Self to enter into and animate the lower self—at least without undue stress and alarm to the lower self.

It is for this reason that altered states of consciousness (ASCs) are thought to be pivotal in therapy, for they are precisely what occurs as one’s Higher Power enters into awareness:  

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)
In addiction programs, forming a relationship with one’s Higher Power is often thought essential to recovery.  Outside of the fellowship offered in these programs, interpersonal relations can be fraught with all kinds of difficulties that might undermine the addict’s attempts toward recovery, even enable their continued suffering.  But such is not their only recourse:  “A Higher Power, however, offers nothing but unrestricted love and care” (Nakken, 1996, p. 93).

Although orientations to one’s Higher Power usually insist on it being defined as whatever one conceives it to be, this ultimately serves to miss the point.  More important is the living reality of the Higher Power, the fundamental nature of which easily stated:  love—even more to the point:  Love-Bliss Awareness.  At the most profound level of existence, the attributes of this couplet are utterly inseparable from one another. Traditional accounts of nonduality describe the fundamental nature of human beings this way:  “This is the term saccidananda…. The ultimate reality, the ultimate truth, is ‘sat’—being, ‘cit’—consciousness, and ‘ananda’—bliss” (Griffiths, 1973, pp. 10-12).
One’s Higher Power is literally the source and presence of love—ultimately, the nondual reality of Love-Bliss Awareness. Whereas love enters one’s Own Person directly from their Higher Power, it likewise does so indirectly via Other People and the World Process. Indeed, initially, the presence of the World Process is a far more accessible conduit for the new-born infant than Other People, who hardly even exist as a blip on their radar at that point in development.  Nonetheless, the importance of Other People relative to the World Process undergoes a striking transformation over time, perhaps even to the point that the World Process losses any sense of a being a living presence.  Nonetheless, the idea of integral therapy is not to play favorites but, rather, improve the quality of one’s intimacy in each and every Domain of Love.  In sum, the rite of passage from infancy to adulthood represents the culmination of a single process:  extend the sense of us until it includes everything and all that exists.
CHAPTER 2:  TRAUMA RECOVERY
Mental ailment is best understood according to its most telling etiology:  trauma.  Life is a difficult process to negotiate, the failures of which leaving their mark no matter one’s ultimate success.  Consequently, some element of mental ailment disturbs every individual, no matter how functional their abilities or fortunate their state.  All people suffer.  The only question is how much they suffer—and what do they do to relieve it.  Unfortunately, the DSM confuses the issues, associating traumatic ailments with sudden and severe, horrific events, such as war, earthquake, murder, or rape.  Yet, the accumulation of even mild trauma is traumatic, making otherwise innocuous events toxic in nature.  For this reason, the definition of trauma must be expanded:

The traumatic stress field has adopted the term “complex trauma” to describe the experience of multiple, chronic and prolonged, developmentally adverse traumatic events….  These exposures often occur within the child’s caregiving system and include physical, emotional, and educational neglect and child maltreatment beginning in early childhood…  (van der Kolk, 2005, p. 402)

In other words, acuity only indicates one end of a far more complex trauma continuum—what could be called strain trauma, as opposed to shock trauma (Wenar, 2000).  Defining trauma simply relative to its acuity, such as Post-Traumatic Stress Disorder (PTSD) or Acute Stress Disorder (ASD), only scratches the surface of the possible ailments that have trauma for their etiology.  In fact, every ailment of the DSM can be understood to have trauma in common as etiology.  The proponents of complex trauma put the situation this way:

Children and adults exposed to chronic interpersonal trauma consistently demonstrate psychological disturbances that are not captured in the…PTSD diagnosis….  [V]ictims of prolonged interpersonal trauma, particularly early in the life cycle, had a high incidence of problems with (a) regulation of affect and impulses, (b) memory and attention, (c) self-perception, (d) interpersonal relations, (e) somatization, and (f) systems of meaning.  (van der Kolk at al., 2005, p. 389)

Clearly, the criteria sets for PTSD and ASD are oriented toward ordinary trauma.  It is simply a matter of how distal or remotely related it the originating events they are.  For example, a knife could easily be conceived as symbolizing an incident involving rape at knifepoint in a deserted parking lot late at night.  So could any remote area, for that matter, or even a parking lot in broad daylight.  Consequently, phobias are close kin to PTSD, as are panic and generalized anxiety disorders.  

But people can more than simply draw the obvious conclusion that one parking lot is the same as every other parking lot (however consciously or unconsciously).  They can also draw an enormous array of conclusions that might have very little to do with the original trauma.  For example, they may conclude that the world is simply not a very safe place, or not a very welcoming place, or they are not particularly welcome at any rate, or perhaps that they don’t deserve to be welcomed, or maybe even at fault for the traumatic incident themself.  By the time one gets to the end of this unfortunate train of thought, every manner of anxiety, depressive, or assaultive disorder is potentially activated.  

Indeed, the real effect of trauma can be put this way:

We chronically consider our individuation, our birth, our mere bodily existence, to be a form of separation.  We use events such as coming out of the womb and the conflicts of childhood to elaborate this fundamental philosophical point of view.  The inherent vulnerability of our apparently independent existence is a shock, and we reflect on all experience, even the most primitive movements in the womb, as a kind of rejection.  When we look out into the universe we feel insulted, rejected, unloved….  That is our first philosophical gesture, the first time we say or feel “you don’t love me”.  (Adi Da, 1987, p. 33)

When trauma hits, whether in the form of an unexpected illness, a devastating car wreck, or the horror of war, it is not nearly the sheer pain of the incident that harms the psyche, but the sense of being unloved by the event.  Indeed, even incidents that are entirely remote from one’s personal relations can be further shrouded in unlove if they are understood to occur because one has not been protected by them, as a child might expect of their parents.

In other words, it is not simply or even essentially the impact of the trauma that disturbs the individual.  Rather, it is the conclusions one draws from these events, the manner in which they adapt to and attempt to cope with trauma that has such far-reaching and devastating effects.  Consequently, mental ailment can be thought of as the operation of the individual’s psyche being disrupted by the following sequence of circumstances:

1. They were subject to trauma simply more than they could bear—regardless of acuity.

2. They are still unresolved about this trauma and it continues to exist, therefore, as a residue in their memories (consciously or unconsciously).

3. They have their hands full coping with this residue, nevermind trying to deal with present circumstances.

4. As a result, this residue interferes with judgment, making them ill-equipped to handle present circumstance—much less, ironically enough, learn new behaviors that might put them in a better position to do so.

Overall, trauma consists of two possible outcomes:  injury and loss.  Whereas injury is the imposition of a painful incident, loss is a pleasurable incident withheld or denied.  Both contingencies can be seen to have immeasurable effects on one’s mental health and well-being.  Consequently, trauma could be thought of as split into two essential categories:  one that is inflicted and one that is afflicted.  Whereas injury is imposed, or inflicted, loss is withheld, so that one is afflicted.  In a manner of speaking, it is the difference between the cup being half empty and the cup being broken.  Clearly, the latter possibility represents injury and the graver contingency for the individual, not that loss can’t, likewise, be severely debilitating.    

Although trauma and stress are often thought of as similar, it is suggested they can be differentiated as follows:  whereas trauma is some unpleasant experience that has actually happened, stress is an unpleasant experience the individual expects to happen.  That is, they indicate the conclusions one draws about events, not the events themselves.  In this way, the residue of trauma, comprising their memories of the event, can rightfully be thought of as stress, for it is according to these memories that one interprets ongoing events in a stressful manner.  Indeed, it is especially the memories of one’s conclusions about the traumatic event that provide the most debilitating stressful states, ultimately resulting in the various diagnoses of mental ailment—e.g., low self-esteem, hopelessness and expectations of bad outcomes, the desire for revenge.
Perhaps more to the point, the most telling deficit in the DSM is the absence of any underlying organization to nosology.  However, such an organization does, in fact, exist, such that psychosis emerges first as disorders potentially impacting the individual, followed by symbiosis, and then by the neurosis.  Psychosis and neurosis border symbiosis (i.e., personality disorders), like bookends delineating the extremities of pathology.  Yet, more mild disorders potentially follow neurosis, known as adjustment disorders.  In the absence of this range of disorders, the individual can be thought of as disorder-free—albeit apart from disruptions of psychic equilibrium emerging in this relative state of health and well-being (e.g., existential angst or dread, as well as spiritual emergencies). 

Psychopathology can be summarized according to the following arrangement of mental health ailments (adapted from Monte, 1999):
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In this schema, reality testing means one’s ability to distinguish the inner world of memory, fantasy, wish, or drives from the outer world of people, places, and events.  In addition, reality testing includes the ability to accurately process incoming experience, as well as information derived from it.  Difficulties in these types of processes fall within a range of deficits ranging from hallucinations and gross delusions to simple mistakes in judgment.  Along with these failures of reality testing are those that confuse causality, essentially seeing reality in terms of preoperational thinking (i.e., magical thinking), rather than concrete or formal operational thinking (i.e., logical thinking).

Whereas cognition and reality testing indicates one’s appreciation of causality, interpersonal relationships represent their appreciation of society.  Again, these attributes fall within a continuum ranging from behavior that is confused, destructive, or manipulative to that which is relational, responsible, and caring.  Indeed, the disruption of one’s interpersonal relations is largely tied to their abilities to reality test.  If people are not understood to be independent entities possessing their own sentience and volition, but merely objects subject to one’s whims, clearly, it would be hard to employ attributes such as empathy or altruism in relation to them.

In Monte’s schema, other common diagnoses, especially those somatic in nature (e.g., sexual, eating, or sleeping disorders), may appear at virtually any point in the continuum, which indicates the problem of comorbidity.  Consequently, these ailments are best understood in the context of other disorders.  Perhaps better said, these somatic disturbances generally emerge only after puberty, when one’s hormonal levels kick into high gear and their normal balance is thrown into a wild disequilibrium.  Although somatic complaints can attenuate other ailments as symptom criteria, as in the case of depression and mania, for example, they usually appear in their own right only subsequent to puberty, when the individual’s hormones are raging but issues involving self-consciousness and identity confusion likewise come to a head.

According to Monte, psychoses and major mood disorders are separated, as per the most recent DSM.  However, earlier versions of the DSM regarded the major mood disorders to be examples of psychosis, which seems a far more accurate, not to say, eloquent depiction of mental ailment.  The major mood disorders are included at the same level of dysfunction as schizophrenia because of their shared, extreme disruption to reality testing and interpersonal relations.  These ailments show the greatest propensity for brain chemistry to underlie symptomology, perhaps resulting from biological or genetic dysfunction.

In Monte’s short course of psychopathology, borderline personality disorders—i.e., schizotypal, paranoid, borderline, and narcisstic personality disorders—are differentiated from the remaining personality disorders, the latter of which deemed less debilitating or dysfunctional.  What he identifies as borderline personality disorder butts up against the psychoses and can present with episodic losses of contact with reality, as well as primitive behavior in relations with others, such as self-destructive acting out, antisocial aggressive behavior, substance abuse, extreme difficulties being alone, and extraordinarily poor judgment for the consequences of behavior.  The remaining personality disorders do not manifest symptomology quite so severe or disruptive.

Anxiety disorders were known traditionally as neurosis, another eloquent term lost to recent editions of the DSM.  Although it has been claimed that neurosis has been defined in so many different ways it no longer has any particular clinical utility, it seems the real difficulty lies in the fact that the DSM fails to incorporate its distinctive feature into determination of nosology:  internal conflict, and the presence of anxiety that typically results from it.  Of particular interest to this characterization of nosology is the fact that one of the neuroses is a member of the mood disorders:  dysthymic disorder.  Hypomanic disorder deserves inclusion among the neuroses just as well, because reality testing is intact and interpersonal relations are, at worst, merely conflicted.

The range of disorders comprising psychosis, symbiosis, and neurosis are recorded on Axis I and II.  However, a final class of ailments pertains to adjustment disorders, which arise primarily because of disruptions taking place within Axis III and IV, involving recent traumatic experiences.  These traumas are referred to in the DSM as “psychosocial stressors,” although trauma is more accurate.  In the case of adjustment disorder, reality testing remains intact and only minor and temporary disruptions to one’s interpersonal relations is likely to occur.  These traumatic experiences are generally not so great as to represent insurmountable obstacles to one’s life but, still, great enough to upset anyone who might be subject to them.  Further, the entire gamut of neurotic and symbiotic symptomology can possibly emerge throughout the course when adjustment is problematic, although psychotic symptomology is unlikely due to the relative lack of severity of trauma.

Further complicating the clinical picture is the role of the clinician in the therapeutic process. Because the treatment of clinicians—i.e., therapists, psychologists, clinical social workers—have what could perhaps be called “full-scope” scope of practice, they are authorized to engage interventions of all kinds, from case management to counseling to therapy.  Consequently, the difference between these service providers is not well defined in the mental health field.  Generally the depth of treatment is considered to differentiate the two, from deepest to shallowest:  personality restructuring, symptom removal, skills training, and education.  Also related to the depth of treatment is the length of time of the treatment.  Whereas therapy is usually associated with work relating to one’s distant past, counseling is more likely indicated when the time frame involves one’s recent past or present life circumstances.

The relationship between case management and clinical practice can be sorted out as follows:
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Case management has to do with the case manager representing the client’s interests outside of their direct relationship.  This involves the interface between the case manager 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 clinician 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.  

Case management influences treatment by engaging in a particular formula relative to successful treatment:  resolve Axes III/IV conditions and Axes I/II symptoms will reduce accordingly.  The purpose of case management interventions is to mitigate Axes III/IV risk factors and precipitating events, and thereby increase resiliency.  Risk factors and precipitating events are those elements of the environment that either produce trauma or threaten to do so.  Resiliency, on the other hand, is those elements present in the individual or the environment that prevent trauma or the threat of it.  Resiliency is a two-fold process:  personal strengths and support systems.  The latter includes not only the intimacies of the client but resources in the community.  

Companionship, on the other hand, is the point of interface between the individual and the provider and involves treatment interventions resulting specifically from the therapeutic relationship, as might be said of the therapeutic alliance (e.g., unconditional positive regard, reinforcement, role modeling).  In a word, companionship can be defined this way:  good company.  At the heart of treatment is the relationship between the client and provider, not only in the sense as any professional purchase of services (e.g., plumber, architect, auto mechanic), but because the relationship itself is the very essence of treatment.  It is for this reason that clinical practice is sometimes characterized as a “purchase of friendship” (Korchin, 1976, p. 285).

Yet, of course, this is inadequate to describe the therapeutic process.  If for no other reason, friends do not ordinary schedule appointments, much less wait in the lobby for an opportunity to see you.  Rather, companionship functions more in the manner of an aide or a mentor, someone guiding or assisting the client develop into a successful, fully functioning person.  Consequently, companionship provides the fundamental base for all treatment, whether case management or clinical practice.  Upon this base, the more complex interactions involving counseling and therapy can be established.
Optimally, companionship is augmented by the services of counselor, or counselor.  When an attorney represents a client in court, they are referred to as a “counselor.”  Counselors represent the client’s best interests under difficult circumstances, by offering their own greater expertise in a particular area of concern.  What distinguishes counseling in clinical practice is that the client is encouraged to actively solve their own problems and overcome obstacles in achieving their 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)

This position can be summarized in the old adage:  If you cook for someone, they can have a meal that day; if you teach them how to cook, they can have a meal every day for the rest of their lives.  As can be seen, counseling has much in common with pedagogy and consists of two fundamental categories:  psychoeducation and skills training.  Further, there are two fundamental kinds of skills:  life skills and coping skills.  Life skills are those skills required to succeed at life, such as holding down a job, preparing healthy meals, maintaining one’s hygiene.  However, there is a sliding scale to success, which must be measured differently for different people.  One’s talents and abilities must be taken into account to determine success—the greater the functional ability, the more demanding the life skill for success.  

If the individual finds learning life skills difficult, although not because of a cognitive impairment (e.g., mental retardation, organic dysfunction) or symptoms of psychopathology, coping skills are necessary.  These skills fall into the following three main 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, assertiveness, and conflict resolution.

Yet, these skills might be difficult for the client to learn, which requires the clinician 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. do therapy with the client—and work your way back to teaching each of the preceding skill sets as they become possible.

In this way, counseling can be thought of as comprising an underlying substrate to therapy.  However, counseling and therapy can occur concurrently, whether practiced by case managers and clinicians.  Mental ailment can be approached in two ways:  as a coal burning in an hand openly presented or held behind one’s back and hidden.  Case management and counseling work with the lesser of two evils, as it were, the more available coal held out in the open.  The point of case managtement and counseling is to reduce the size of the coal, or lower its temperature, or otherwise diminish its debilitating effects on the client’s hand.  

Therapy, however, works more deeply, reading between the lines for what is hidden, and set to a somewhat different purpose: dropping the burning coal entirely.  In a sense, the intent of therapy is to teach the client to be their own clinician and, thereby, engage the same therapeutic process in the absence of the clinician.  As a result, the coping skills of therapy can be thought of as an extension of life skills, indeed, the most sophisticated life skills of which human beings are capable.

Psychopathology can be summarized according to this arrangement of mental health ailments, and affiliated with the principal domains of treatment in clinical practice:
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Although companionship and peer support are typically indicated in the case of psychosis, especially relative to high acuity, lower acuity versions of psychotic disorders might be better served by the next higher level of treatment:  counseling and skills training. As can be seen, there is a sliding scale to service delivery in this regard. Even though counseling and skills training is typically indicated for symboptoc disorders, high acuity instances of these disorders (along with psychotic disorders) might be better served with companionship and peer support. Further, even though therapy and group process is typically indicated for neurotic disorders, high acuity instances of these disorders (along with symbiotic disorders) might be better served with counseling and skills training. 

Put somewhat differently, these three treatment modalities can be understood as embedded within each other, each higher level requiring greater talent, training, and temperament on the part of the clinical provider, indicating scope of practice. Companionship and peer support are applicable in all cases, even if particularly appropriate for psychotic clients; counseling and skills training are applicable in all cases other than psychotic clients, even if particularly appropriate for symbiotic clients; and therapy and group process are applicable in all cases other than psychotic or symbiotic clients, even if particularly appropriate for neurotic clients. Further, although also applicable in all cases, brief therapy is particularly appropriate for Adjustment Disorders arising from transient Axis IV conditions. It is presumed that each level of treatment requires ever higher functioning faculties on the part of the client—whether cognitive, emotional, behavioral, or spiritual—which are precisely the faculties compromised in the course of severe mental health disorders.

Despite its general applicability overall, two problems are apparent in this short course in psychopathology:  a simplistic account of how treatments apply to disorders and a failure to take into account relative acuity of disorders.  Each disorder can present with the range of a further continuum involving acuity:  severe, moderate, and mild, which greatly changes the kinds of treatment applicable.  Likewise, any given acuity of disorder might be amenable to more than one type of treatment intervention, not only indicating comorbidity among disorders, but overlap between treatment modalities.  

These treatment options can be diagrammed as follows (C, companionship; C/C, companionship or counseling; C/T, counseling or therapy; T, therapy):

TREATMENT MATRIX



                   psychosis       symbiosis        neurosis


            severe
       C
          C/C
              C/T


          moderate
     C/C
          C/T
              C/T


              mild                    C/T
          C/T
                T


As can be seen, although therapy is most clearly indicated for mild neurosis, it can still be profitably used in several other cases, ranging from mild psychosis to moderate symbiosis to severe neurosis.  Further, although therapy can be used in the case of mild psychosis, indeed, perhaps even in the context of in-patient care where symptoms are being managed primarily by medication, counseling and especially companionship are likely to be the most effective therapeutic interventions—as could also be said of severe symbiosis, albeit to a somewhat lesser extent. 

The Therapeutic Process

A pattern underlies therapy, constantly requiring a precarious balancing act:  accepting and valuing the client as they are, over against the need to change them in some way—precisely because something is problematic.  This 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.”   An integral approach reminiscent of the Serenity Prayer is stressed in the dialectic of the therapeutic process:
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…  (Linehan, 1993, p. 19)

There is a significant difference between the dialectic and the Serenity Prayer:  whereas the dialectic pertains to the individual, the Serenity Prayer pertains to things happening in the world that affect the individual.  In the case of the Serenity Prayer, the tension is straightforward:  simply sort out the the stuff you can’t change from the stuff you can, and change the latter while accepting the former.  The dialectic, however, is a little more paradoxical in nature, accepting and valuing one and same client just the way they are, over against the need to change the way they are precisely because something about them is problematic.  Yet, this paradox is easily resolved, for the dialectic is purposed toward the two aspects of the whole person to which one is usually indentified:  self and identity.  They can be differentiated this way:

If you get a sense of your self right now—simply notice what it is that you call “you”—you might notice at least two parts to this “self”:  one, there is some sort of observing self (an inner subject or watcher); and two, there is some sort of observed self (some objective things that you can see or know about yourself—I am a father, mother, doctor, clerk; I weigh so many pounds, have blond hair, etc.).  The first is experienced as an “I,” the second as a “me” (or even “mine”).  I call the first the proximate self (since it is closer to “you”), and the second the distal self (since it is objective and “farther away”).  (Wilber, 2000, p. 33) 

However, he proximate self is not simply closer to you—it is you.  And the distal self is not simply farther from you—it is not you.  Rather, it is a representation of you.  These representations are committed to memory, through the operation of the mind, and coalesce over time into a coherent sense of identity.  Identity consists of all the attributions deposited into memory of one’s abilities and attributes, especially as they are engaged throughout life.  But they are not the living person (i.e., self) of whom they are representations—anymore than a photograph is a distal version of that person.  

Consequently, there are two essential dynamics taking place within the psyche, each of which aligned to a particular orientation:
1. Identity and Self-Actualization:  the ever-evolving state of the individual’s emerging potential.

2. Self and Self-Emancipation:  the here-and-now encounter with the individual’s innate presence.

Clearly, these two processes operate according to very different principles.  Perhaps better said, they influence very different domains of the psyche.  Whereas self-actualization is purposed toward the growth and development of mind and identity, self-emancipation is purposed toward simply existing as self presence.  Therefore, not only do these two processes operate according to different principles, they can also be thought of as heading in different directions:  one vertical (i.e., self-actualization) and the other horizontal (i.e., self-emancipation).  Taken together, the two comprise the fundamentally dual nature of psychic process:  the Integral Axes.  
Altogether, the Integral Axes can be understood as oriented toward the two principle points of interface within the psyche—self and mind, within the latter of which resides identity, as a part of memory:
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Actually, it is better to think of self as undergoing transition rather than transformation, from lesser to greater states of authenticity.  That is, whereas self-actualization is purposed toward the growth and development of intellect and identity, self-emancipation is engaged in a different purpose entirely:  existing ever more fully as one’s innate presence.  It is precisely by being in this self position that one can have a relationship with their experience, as recommended by certain existential approaches to therapy.  This orientation is based on a specific account of authenticity:  “By authenticity I mean a central genuineness and awareness of being.  Authenticity is that presence of an individual in his living in which he is fully aware in the present moment, in the present situation” (Bugental, 1981, p. 102).  This presence is what Heidegger (1927) speaks of as dasein, or “being there”—the simple presence of conscious awareness, or being itself.
Perhaps more to the point, this authenticity can move ever deeper into one’s being, from lower self to the deeper Self of their Higher Power.  In this way, greater awareness serves a particularly auspicious purpose:  greater love, even to the point of rapture that is Love-Bliss.  Obviously, this greater love is much easier said than done, for the contents of mind—i.e., identity and persective—greatly undermine this possibility.  Identity and perspective are built up over time as part of one’s development, taking the form of a hierarchy purposed toward self-actualization.  These aspects of the psyche determine one’s context boundary, or the way in which they understand their experience—in the end influencing their experience.  Put somewhat differently, as self begins to emancipate from mind, the operation of the mind operates more freely.  Unfortunately, this allows unsavory memories associated with identity and perspective to emerge into awareness, causing unpleasant emotions to be experienced.  It is in this way that one experiences the Wound of Love, for the worst experiences have all been suffered at the hands of those one loves—whether Other People or the World Process.
Nonetheless, to fully experience love, one must endure and undergo the Wound of Love—not, however, for the mere sake of suffering the wound all over again, but for the far more auspicious purpose of coming out the other end and finally being free of it.  As a result, the operation of the mind can now occur unimpeded, set to its own proper purpose:  serving the self.  In this way, the mind is able to offer up alternate solutions to life circumstances than those determined earlier in life, while one was a child.  It is precisely for this reason that anger management programs recommend intervention of delay, like counting to ten before acting; not just because the passage of time allows emotion to dissipate, but allows the mind to come up with better solutions.

If therapy can be thought of as essentially completing the job of parenting that was either incompletely or imperfectly done while one was growing up, then the objective is to implement the two fundamental tasks of parenting:  nurture and challenge.  Indeed, the former takes precedence over the latter:  “One who is not nurtured inevitrably feels too much challenged….  If you are well sustained, then you can deal with challenge” (Adi Da, 1993a, pp. 152-153).  Nurture and giving love is really just another way to say intimacy, while challenge and demanding love is another way to say integrity.  Together, they heal and facilitate the disruption of development brought on by trauma.  
What makes this process so difficult is that the solutions the mind currently has at its disposal are held on to so tenaciously.  This has not happened for no reason.  A Stress Cycle exists, operating in a layered fasion:  

1. attempts to solve problems become problems themselves, prompting the stress cycle to repeat itself all over again; and 

2. attempts to solve problems merely improve the problems momentarily—creating the illusion that the problem has been solved when it has not—prompting the stress cycle to repeat itself all over again.
Put another way, mental ailment symptoms are solutions to problems one encounters in life.  However, symptoms are problematic precisely because they are themselves a problem, one way or another.  Perhaps the individual feels the solution aspect of the symptom is adequate for their purposes—for example, getting angry at others for no reason, in retribution for the abuse they suffered at the hands of their parents as children.  Therefore, they may feel that the problem aspect is acceptable—for example, others imposing sanctions for their acting out behavior, perhaps through the legal system or sanctions in the home.  On the other hand, the individual might feel the solution aspect of the symptom is actually inadequate for their purposes—for example, avoiding contact with others to prevent the possibility of an angry altercation.  Therefore, the problem aspect will likely be unacceptable too—for example, severe depression or self-medication with drugs and alcohol.  

Obviously, solutions of this kind have their drawbacks.  One way or another, they produce as many—if not more—problems then they solve.  Ultimately, the individual ends up right back where they started:  having to deal with the original trauma.  There are two sides to the function of every symptom—and each side has its own problems.  As a result, some solutions to stress seem to work, or at least work to some degree.  In these cases, breaking the stress cycle becomes incredibly difficult, precisely because the stress cycle is thought to be working out—at least more or less.  In fact, if the individual has tried other responses to stress without success, they are going to feel this form of the stress cycle is the lesser of two evils—one that they will hold onto against all odds.  

As can be seen, there are two sides to the function of every symptom—and each side has its own problems.  As a result, some solutions to stress seem to work, or at least work to some degree.  In these cases, breaking the stress cycle becomes incredibly difficult, precisely because the stress cycle is thought to be working out—at least more or less.  In fact, if the individual has tried other responses to stress without success, they are going to feel this form of the stress cycle is the lesser of two evils—one that they will hold onto against all odds.  It is precisely for this reason that clients engage in resistance, which frequently appears to be an inability to learn from mistakes, or even at times as self-sabotage, whereby one becomes their own worst enemy.  In fact, they resist the very efforts of therapy they have enlisted for their well-being.  

In other words, symptoms are an attempt, albeit unconsciously, to protect the client from further trauma, whether in terms of ongoing life experiences or the internal reexperience of traumatic memories (e.g., intrusive thoughts, inaccurate interpretations).  Unfortunately, the attempt to protect the client from trauma—however successful—only ends up subjecting them to undue stress.  In assessing resistance, the clinician must be sensitive to the purposes that resistance serves.  Before the client will give up these strategies, they will need to know that there is an adequate replacement—precisely because these strategies are all that the client has to satisfy their needs (nevermind that they don’t actually work that well).  

Once trauma has had its effect, the individual’s need for self-preservation seems to go on permanent alert, as if they are concerned the danger may return at any moment.  Precisely because the conclusions they have drawn about traumatic events exist within their mind, they literally carry these propensities around with them wherever they go.  Consequently, they feel a need to protect themself at every possible opportunity—whether danger is likely to occur or not.  As a result, the traumatized individual becomes hyper-sensitive.  They startle easily and react irritably to small provocations that most would simply overlook.  It seems as if they cannot “tune out” incidental events (i.e., attention deficit) others would find merely annoying.  Instead, they respond as if such events indicate danger, if not unwelcome surprise.  Hyperarousal has lasting effects on the body, disrupting sleep and limiting one’s appetite.  Indeed, hyperarousal can easily become hyperactivity.

Internal images may also intrude into one’s thoughts, thereby affecting their emotions.  In extreme cases, these images may be flashbacks or nightmares of a particular traumatic incident.  Even normally safe circumstances might seem dangerous because otherwise harmless stimuli evoke memories of past events.  Obviously, one might go to great lengths to prevent these occurrences.  But doing so only aggravates the overall process, for these attempts to avoid symptoms often results in further symptoms, such as withdrawal or living an impoverished life.  When a person is confronted with a traumatic circumstance they are powerless to prevent, their conscious awareness may shut done entirely, resulting in a state of dissociation (i.e., self collapsed upon the mind).  In such a state, events may continue to register in one’s awareness, but the individual feels cut off or disconnected to them.  In some cases, they may feel deprived of emotions, like a robot, or perhaps like someone observing their own body from afar.  Either way, they live in a shadowy world where things seem to be happening to someone else.

Consequently, trauma recovery follows a two-stage process overall:

1. Safety:  protection and empowerment, which takes precedence over all other interventions.  

2. Satiety:  provision and enjoyment, readjusting to a life safe from debilitating trauma:

a. disclosure:  telling the tale of the trauma and confronting its maladaptive effects;

b. dialogue:  reliving the trauma within a supportive environment and understanding its debilitating nature; and 

c. discovery:  coming to terms with the trauma and creating a more adaptive way of life.   

Recovery is based upon the empowerment of the individual and the creation of new connections, not only within identity but also their interpersonal relations.  Unfortunately, clinical practice currently tends to split this process up into parts, giving prevalence to any particular piece depending on the preference of the therapist.  But any piece of the whole person without the others is misguided and impoverished.

In practice, each therapeutic approach tries to account for all dimensions of the whole person, albeit by grounding them in their respective theoretical orientations.  Nonetheless, it could be said that the exact same therapeutic process is engaged intuitively by every capable clinician, regardless of theoretical orientation and despite different schools of therapy emphasizing certain aspects of the therapeutic process over others.  To address this issue, integral therapy is unaffiliated with any existing approach to treatment, but, rather, focuses on the specific therapeutic techniques of which each therapy is comprised.  Freed of this restraint, trauma recovery can be understood to follow a four-stage process overall:

1. Abreduction:  protection against exposure to imminent threats (i.e., safety), as well as provision of basic needs (i.e., satiety).  

2. Abreaction:  eliciting exposure in a safe and protected environment for the sake of reliving the original trauma and mitigating stress.

3. Integration:  creating alternate expectations for the future through new ways of understanding the trauma and providing meaning.

4. Adaptation:  having regained a capacity for trust, hope, autonomy, and appropriate boundaries, asserting new purpose.

Consequently, the purposes of the various sections of the therapeutic process can also be understood as being arranged in the following way, inexorably moving the client toward a favorable clinical outcome overall:  understanding and change of action.  Further, the flow of the therapeutic process can be seen to align to a specific set of objectives initially:  whereas the fundamental purpose of supportive technique is to establish trust and facilitate disclosure, the fundamental purpose of interpretive, affirmative, and confrontive technique is to establish truth and evaluate disclosure—all of which through the process of dialogue.  Through the understanding (or insight) that comes from this therapeutic process, the client is put into a position where they can make binding agreements for change of action.  

The Serenity Prayer offers a useful formula for the selection of therapeutic interventions:  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—all the while preparing them to work on the change to come.  In terms of the therapeutic process outlined here, if the client is ready for change, begin with directive and assertive technique at the end of the conveyor belt, so to speak (i.e., change of action).  If not, work your back through the conveyor belt to less intrusive interventions, perhaps even all the way to the beginning and start there. 

This process can be diagrammed as follows:
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Intimacy
Although theoretical orientations provide an essential framework within which to conceive of treatment, and without which treatment planning would be impossible, it is still possible to become ensured upon the web of this framework.  The boundaries of the framework represent a bias for the clinician, which takes constant vigilance to overcome.  It is precisely because of one’s allegiance to the boundaries of their particular theoretical orientation that troubles ensue, limiting the range of applicability and efficacy of treatment.  A number of common dilemmas arise from boundary and allegiance issues:

1. brief versus ongoing duration of treatment,

2. selection of support versus confrontive techniques,

3. selection of directive versus nondirective techniques, and

4. insight versus change of action as treatment objectives.

However, the idea is to not only integrate the two poles of the dialectic during therapy, but do so in an oscillating manner, weaving back and forth between them in a harmonizing synthesis.  In other words, having applied one of the nurture-oriented techniques—i.e., supportive, affirmative, evocative, expressive—it is now possible to apply one of the challenge-oriented techniques—i.e., interpretive, confrontive, assertive, directive.  Nonetheless, one can move backwards and forwards along the sequence at any time, even start over at the beginning, as indicated by the clinical situation.  Yet, not every set of techniques must be employed at any given moment, or even included in the treatment plan at all.  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 still have them all at your disposal—and be proficient in their use—in order to use them effectively as indicated by the clinical situation.  Integral therapy incorporates all techniques, and does so in an organized and coherent fashion, as determined by the therapeutic process overall.

However, clients are simply 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 or psychotic client who requires hospitalization, 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—at least right away.  Ultimately, these priorities can only be determined by the individual seeking repair.  Consequently, the therapist needs to answer the following question as they prepare their treatment plan:  Is it the intention of the treatment plan to “fix” the individual or simply improve their “fit” in life?  That is to say, is the therapist going to attempt to resolve all the unresolved issues in the individual’s life, or are they simply going to help the individual resolve the issues they want resolved?

The point of brief therapy approaches is to address issues that don’t require considerable attention and are, therefore, “sub-clinical” (i.e., superficial) (see Walter & Peller, 1992)—to use the car mechanic metaphor, flat tires or perhaps worn-out spark plugs.  From this point of view, the clinician must determine where the damage is, precisely so that they can determine where to start the repair.  Yet, the clinician must be sensitive to other issues, for even if the client needs a valve job, so to speak, they may not be ready for it.  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 getting the car running and back on the street.  

Each of the components of this diagram will be explained in turn in this work, 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.  These discrete stages can be thought of as the wheels of the therapeutic process, and the therapeutic encounter as that which greases the wheels.  Each of the various technique skill sets—i.e., supportive, interpretive, affirmative, confrontive, directive, and evocative—can be thought of as the various gears that turn the wheels and move the client along toward resolution and the achievement of their goals.

Further, moving through these stages can be seen to serve particular 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. Intimacy (i.e., give love):  nurture and being in relationship with client:

a. supportive technique:  while being authentic, become aware of and esteem client, in order to explore and understand them; 

b. affirmative technique:  agree with truth of client’s understanding, so they can be authentic, aware of, and esteem themself and world; 

c. evocative technique:  assist client’s aspiration toward change, by expanding their experience of themself and their world; and

d. expressive technique:  assist client’s aspiration toward change, by enhancing their expression of themself in the world.

2. Integrity (i.e., demand love):  challenge and taking responsibility with client:

a. interpretive technique:  explain client’s situation and assist them to comprehend that understanding; 

b. confrontive technique:  point out falsity in client’s understanding, allowing them to accept an alternate understanding; 

c. incentive technique:  giveclient reasons to agree to change of action, based on prior agreement with alternate understanding; and

d. directive technique:  urge client to change their action, perhaps even without prior agreement if at risk of harm.

Overall, the flow of the therapeutic process moves back and forth between the first two steps of intimacy and integrity, something in the way of dance steps.  As a result, client and therapist reach a state of understanding about the client’s situation.  However, as change of action becomes the focus, a slight alteration appears in the process.  As the flow of dance steps moves from intimacy to integrity, the set of intimacy and integrity techniques are piggy-backed, so to speak, such that each extends and elaborates on its basic purpose.  
Therapeutic Technique
A good framework within which to conduct treatment is reality therapy, which deals with circumstances over which the client has some control.  In reality therapy, the idea is to identify alternatives to the client’s unsatisfying relations with life using the principles of the “WDEP” system (Wubbolding, 1991, 2000):  

1. Wants and Needs:  explore one’s deepest desires and define them in terms that make it easier to stay focused on them as goals.

2. Direction and Doing:  focus on current behavior and how effective it is in achieving goals.

3. Evaluation:  A “reality check” on the discrepancy between performance and results, the consequences of behavior.

4. Planning and Commitment:  problem solving in which behavior more aligned to values and goals is identified and implemented.

This vision requires one to ask, “Would I be completely satisfied having led my life this way?  Completely satisfied?”  If the answer is no, then one’s goals are incomplete.  They don’t represent one’s deepest needs and orientation to life.  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.  

However, the pursuit of these goals is dirrupted by the symptoms of mental ailment.  Disclosure is the specific activity by which the various processes of therapy are accomplished—whether engaged by client or clinician.  Yet, disclosure does not occur without some cost.  It is for this reason that companionship and supportive technique are the front-end of therapy.  Not only does supportive technique facilitate disclosure, but protects the client from the traumatic contents being disclosed. Consequently, all therapeutic orientations begin with disclosure, even those that deny intimacy or relationship even serves as part of the therapeutic process (e.g., radical behaviorism).    

Overall, disclosure requires certain conditions:

(a) The patient must identify a life issue which he wishes to explore more deeply and fully and describe it to the therapist completely—and often, repeatedly; (b) The patient must be as deeply immersed as possible while carrying out this description…, (c) The patient must maintain an expectancy of discovery, a readiness to be surprised.  (Bugental, 1987, p. 167)

However, there is a sliding scale associated with disclosure, requiring discrimination and sensitivity.  The client not only gives signs that they are prepared to disclose, but ready to work on that disclosure in session.  Gestalt therapy rests upon the premise that human beings are comprised of various levels of gestalten, or “unfinished business,” one layered upon the other.  These signs are called markers, which usually taking one of three forms (Elliott, Goldman, Greenberg, & Watson, 2003):

1. Importance:  the client expresses interest or else invests some energy or effort, indicating that they have signicant feelings about the topic.

2. Relevance:  the experience affects the client or has some specific meaning for them, as opposed to concerns about some topic generally (e.g., politics or people in general).

3. Incompleteness:  the experience is incomplete or blocked in some way, perhaps beyond the client’s ability to appreciate or comprehend.

A fundamental feature of clinical work is sometimes referred to this way:  the clinician being an auxiliary ego.  By this it is meant that the clinician’s own maturity and capability for reason and good judgement are imparted to the client through the process of dialogue.  However, another feature of the relationship is often overlooked, which, in a manner of speaking, could be referred to this way:  a kidney machine.  In other words, the clinician literally processes the client’s aversive emotional state through their own cognitive and emotional filters, thereby calming the client and restoring their balance and equanimity.  Although case managers and counselors may be capable of some level of this kind of processing, making their work therapeutic, it is not the same as therapy.  It is precisely this difference that underlies the idea of scope of practice.

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

1. Presence and Authenticity:  capacity for introspection and ability to genuinely be who one truly is, free to express their deepest beliefs, values, and goals.

2. Empathy and Understanding:  

a. Awareness and Accurate Empathy (i.e., pay attention):  to be aware of another’s internal state—especially as they see it.

b. Acceptance and Unconditional Positive Regard (i.e., give affection):  to care about another’s internal state and accept them for who they are, even in all of their “human facets.” 

All approaches to therapy advocate these principles, not only for healing but establishing a therapeutic alliance.  The process is most effectively served by the following function:  listening.  However, effective listening is not done merely perfunctorily or selectively but empathetically:  listening with the intent to understand and getting inside another person’s frame of reference, seeing things from their point of view. 
But the clinician therapist must augment listening with a host of techniques designed to facilitate the next phase of the therapeutic process:  dialogue, an exploration of the client’s meaning in the disclosure.  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 (Elliott et al., 2003; Linehan, 1993; Sommers-Flanagan & Sommers-Flannagan, 1999):

1. Observations: gathering information about what has happened or is happening in the moment.  Let go of theories, opinions, and personal biases.
2. Reflections:  accurately mirroring back observed feelings, thoughts, and behaviors.  A nonjudgmental attitude is essential.
3. Paraphrases:  reflections using the therapist’s own words.  Should be accurate and brief.

Yet, there is more to understanding than the sheer transfer of information from one person to another. In the clinical situation, as well as all areas of life, it is critical to establish that the communication really matters.  Yet, even this will often not be enough to facilitate the client’s disclosure.  Rather, their disclosure will need to be drawn out with more probing measures (Elliott et al., 2003; Sommers-Flanagan & Sommers-Flannagan, 1999)

1. Questions:  directly inquiring of the client what the meaning of their message is—can either be open or closed, the latter of which answered by yes or no.
a. Clarification questions:  making clear what was said or confirming the understanding is accurate.

a. Exploratory questions:  eliciting further information beyond what has been said.

2. Silence:  allowing the client an opportunity to take stock of themself during session and formulate a response, as well putting the onus of disclosure on the client and forcing them to take responsibility for it.

Whereas the therapeutic encounter and supportive technique establish trust, therapeutic engagement and interpretive, affirmative, and confrontive techniques establish truth.  These latter techniques provide a means whereby the client might integrate the disturbing thought processes churned up while undergoing abreaction.  Traumatic experiences shatter one’s sense of meaning, especially relative to central assumptions about self, other, and the world that they previously held without question, i.e., cherished beliefs.  Beck (1976) refers to a triumvirate of cherished beliefs:  self, others, and the future.  Mental ailments invariably involve distortions these beliefs.
The first process, 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….  [T]he focus is on changing how clients think about themselves and their environment.  (Messer & Warren, 1990, p. 382)

This process can be augmented by interpretations.  Interpretive technique is probably best thought of as the way in which one understands themself and their world.  However, life is full of vagary and ambiguity, allowing events to be understood in many different ways.  

Further, distorted thinking is often engaged as an internal dialogue, sometimes called self-talk:  “People talk to themselves all day long with little awareness for it.  This is because self-talk is automatic and carried out repeatedly….  It starts by a person telling themselves negative things about themselves and their life situation” (Johnson, 1997).  Self-talk can take many forms, all of which potentially debilitating, such as inner critic or command voices.  There are three basic interventions for self-talk:

1. Deframe:  stop the talk—undermine the impact of the talk:

a. disengagement:  ignore or rebuke the talk, 

b. substitution:  replace talk with something more acceptable, or 

c. distraction:  provide an alternative activity to unacceptable talk.

2. Proframe:  accept the talk—understand traumatic experience to be:

a. actually consistent with existing beliefs and not a violation (e.g., cost/benefit analysis), or

b. an exception that cannot be reasonably expected to occur again (e.g., risk analysis).

3. Reframe:  change the talk—by acknowledging the disconfirming, invalidating nature of the traumatic event and creating a new perspective wherein the trauma more readily fits.

These interventions focus on perspective, or the ways we believe the world works.  Other significant interventions focus on identity, or the ways we value the world and the goals based on them.  Of special concern are those values and goals established early in life, in the context of important family relations.  For this reason, perspective is best thought of as the front-end to identity, the point of interface whereby one understands their experience of the world.  Therapy that intervenes at the point of perspective relies on the process to trickle back, so to speak, into deeper layers of the identity system.  Put somewhat differently, the therapeutic process happens this way:  whereas interventions in perspective emphasize one’s story (i.e., what happens), interventions in identity emphasize plot (i.e., why it happens).  

Interpretations can involve a kind of Socratic dialogue, in which the clinician provides a special questioning process that helps the individual find out some truth about themselves.  So long as the individual’s “planes” fly beneath their “radar,” so to speak, they can do nothing to intercept them and alter their course.  These kinds of Interpretations take one of three forms (Manfield, 1992):

1. process:  explains the client’s situation in terms of their immediate or recent experience,
2. genetic:  explains the client’s situation in terms of the replication of early life experiences, and

3. transference:  explains the client’s situation in terms of the present, ongoing relationship with the therapist, and may be generic or not.

It is at this point that understanding is augmented with agreement.  Even though they are often confused for one another, agreements and understanding are not the same.  There can be understanding without agreement.  Likewise, there can be agreement without understanding.  In fact, it is precisely around the failure to appreciate this distinction that many disputes revolve.  Many people are deeply concerned by the following confusion:  if they admit to understanding another’s point of view, then they have somehow implicitly agreed with that point of view as well.  But this is an unnecessary confusion.  It is always imperative to understand others, whether you agree with them or not.

The principle use of message is simply to communicate information.  Occasionally, this is involves a further process of formulating and affirming (or else denying) propositions—i.e., to present formal arguments.  Informative discourse is used to define the world, as well as derive conclusions about it.  In this approach, the therapist helps the client as help them draw their own conclusions, by making more accurate interpretations themselve and their world.  However, it is also important for the clinician to consider the disclosure, that is, evaluate the conclusions to determine how well-suited they are to their purposes.  
Unfortunately, explanations are often confused for arguments:

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.”  We are in this way presenting an argument for Q, and P is our premise.  But suppose, instead, that Q is known to be true.  In that case we don’t have to give any reaons to support its truth—but we may wish to give an account of why it is an argument for Q, but an explanation of Q.  (Copi & Cohen, 2002, p. 36) 

Whereas arguments attempt to prove the truth of a statement, explanations merely assert a statement, presuming that the truth has already been established or at least is not in doubt.  In other words, whereas arguments infer conclusions, as based on premises, explanations provide reasons for why conclusions happen to be the case.  
A principal way of asserting truth to a client is through affirmative technique.  Praise and positive speech acknowledge and appreciate the client’s strengths.  Validation goes even futher, building on the supportive technique of paying attention to the client and the interpretive technique of articulating what the client has left unspoken.  But it is not enough that one understands another, however how significant that might be.  Behavior must make sense—and so, too, must the emotional state behind it.  These two steps can be described as follows (Linehan, 2003):

1. validation in terms of sufficient (but not necessarily valid) causes:  even though the 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.”  Validation can also acknowledge the individual’s sense of desperation, given the situation they are in.  Often, these responses take the form of small instances of reassurance, helping the client hold up under the difficulty of the therapeutic process.  

Perhaps the most useful approach to effective treatment is to focus on “what’s working” rather than “what’s wrong.”  In this way, problems are left to die from atrophy, since only solutions are put in play.  This approach could be thought of as a kind of planned obsolescence, which follows certain guidelines (Murphy, 1997; Walter & Peller, 1992):

· If it works, don’t fix it.  In other words, get out of the way.  

· If it works, do more of it.    

· If doesn’t work, do something different.  
· There is no failure, only feedback.  
The individual develops truth within a social context.  Identity consists of a set of roles that one engages like a character in a story.  However, the various themes of the story are selective, depending on what the author (i.e., client) prefers.  Some experiences are emphasized and elaborated upon, while others are ignored, perhaps even disdained.  The clinician stays alert to these hidden or devalued elements of the client’s experience, precisely so that they can be incorporated into an alternative and more integrated story later.  It is usually necessary to help clients identify exceptions to the problem.  A way to do this is through the 5-E Method (Solution-Focused Counseling, de Shazer, 1985):

1. Eliciting:  identifying exceptions through exploration.
2. Elaborating:  identify related features and circumstances.

3. Expanding:  generalize to other settings or greater frequency.

4. Evaluating:  determine how well it satisfies one’s goals.

5. Empowering:  establish ways to maintain gains achieved.

In this case, reframing is probably better said refocusing.  Rather than shifting one’s frame of reference, as is the case with reframes, refocusing simply admits all relevant aspects into consideration—or at least refocuses attention on aspects more to the client’s advantage.  To consider these possibilities, it is important to consider what isn’t being said (Freedman & Combs, 1996; Walter & Peller, 1992):

1. Alternate outcomes:  finding exceptions to the problematic story.
2. Hypothetical experiences:  imagine exceptions if there aren’t any.
3. Point of view:  finding different meanings by seeing things from another’s vantagepoint.
4. Time frames:  even if the story accurately represents the present, it does not necessarily represent the whole of one’s life.

However, clients do not always see themselves as capable of revision, or the authors of their lifestory.  More to the point, their lifestories serve purposes typically unknown to them.  This situation points out why cherished beliefs are cherished:  one’s roles and nonproductive thoughts are held in place by unconscious objectives.  Indeed, the therapeutic situation could be this way:  whereas therapies that tend to intervene in perspective emphasize one’s story (i.e., what and how things happen), therapies that tend to inteven in identity emphasize one’s plot (i.e., why things happen).  Needless-to-say, to priviledge one over the other is merely to marginalize the other.

Unfortunately, focusing on strengths and affirmation is not always enough.  Sometimes it is important to highlight one’s weakness and liabilities, albeit for the sake making that which is weak strong.  Although we have been taught since childhood not to argue, we argue all the time—and rightly so.  The issue not whether arguing is appropriate or not, but something else entirely:  whether the aregument is done well.  Overall, there are two ways to argue, the latter of which well suited for treatment:  

1. that which seeks to convince, and 

2. that which seeks to consider.  

Arguments that consider some matter attempt to delve into the underlying structure of the issue, in other words the premises that may be hidden or obscured but which, nonetheless, are operating secretly to affect the outcome.  Once these underlying premises are revealed, they are subject to critique.  Confronting one’s distorted thinking requires proof, which consists of two basic components:  evidence and argument.  As can be seen, the clinical situation in this regard bears a resemblensce to a courtroom, in which the attorney argues their case and presents evidence and expert testimony to support it.  However, whereas it is the purpose of the courtroom to establish truth for the sake of justice, it is the purpose of therapy to establish truth for the sake of the client’s growth and well-being.
Unfortunately, people don’t always want their distorted or dissonant thinking revealed.  Whereas interpretations involve alternate explanations for the client’s understanding, confrontations challenge their explanations.  The purpose of confrontation is two-fold:  help the client see themself and the world more accurately, and set limits during the therapy itself.  However, confrontations do not have to be critical, harsh, or rejecting, much less intended to be an attack.  A more useful way to think about confrontation is that they are a way to point something out to the client of which they are not presently aware.  Consequently, confrontation can simply persist through the individual’s resistance or objections, and in two ways:

1. alert:  point out some otherwise unknown aspect; or 

2. alarm:  press more demandingly for change and transformation.

Irreverence is another mild form of confrontation, in which the clinician behaves in a manner either unexpected by the client or contrary to their beliefs and values.  This operation leads to a second level of analysis:  even if it is true, does it really matter?  
Perhaps the most difficult part of therapy is also the most obvious:  clients are not fully functioning while they engage it.  This is precisely why clients come for therapy in the first place.  Clients will often test the clinician, not only to see what they can get away with, but to determine the clinician’s competence.  It is one thing to establish trust in terms of complicity.  It is another to establish trust in terms of capability.  Generally, the client is looking for reassurance:  that the clinician can handle their suffering—as well as handle them in an appropriate manner, which others have not always done.  
Kohut (1977, 1984) also views confrontation as essential to the therapeutic process, although in a somewhat reverse fashion—as an intentional frustration of the individual’s desires for responsiveness.  In other words, the individual comes into therapy because of deficits in their self structure and, therefore, with a desperate and exaggerated need for supportive attunement from the therapist.  The therapist wants to intentionally frustrate the individual in this regard.  As the therapist maintains a position of empathetic regard, the client will be able to interpret this rupture in their relations appropriately, enabling them to restore intimacy and more fully accept their situation.  Kohut refers to this process of making changes in one’s identity as transmuting internalizations.  
It has been said that the client needs an experience, not an explanation (Fromm-Reichmann, 1960).  This approach is perhaps most directly, not to say, dramatically expressed in the following dictum of Perls (1969):  “Lose your mind and come to your senses.”  However, material kept out of awareness is not relegated into the unconscious for no reason—unpleasant reactions necessarily accompany the process.  Consequently, there is considerable working through required before one’s senses will emerge into awareness. 
Having entered awareness, one must turn this experience into expression, i.e., a change of action.  Altogether, four fundamental postulates are required for a change of action:  

1. Presence and Will:  humans possess intentional agency, by which they establish authority in their lives.

a. Freedom:  they have a choice in how their expectations get determined and the resultant behavior.

b. Choice:  not just selecting among options, but the investment or commitment one gives that selection.

2. Responsibility:  freedom and choice are inherent to human existence, and this must be not only acknowledged but engaged with seriousness and purpose.

Freedom and responsibility are crucial elements in any form of psychotherapy.  Without the sense of being an active agent in the events of one’s life, which includes therapy, there is little hope for effecting change.  A sense of agency is crucial for creating the circumstances whereby one’s life can result in positive outcomes.  
Evocative technique focues on the stimulus side of one’s stimulus and response, attempting to enhance their experience.  In a sense, evocative technique attempts to incur a different future experience for the client, as oppoased to one taking place in the present.  In a sense, evocative technique represents an extension of affirmative technique.  Indeed, affirmation can be thought of in terms of two possible orientations toward the client:  acceptance of who the client is, and acceptance of who the client would rather be.  Evocative affirmations present two ways to aspire:

1. what’s already the case, but at least partially obstructed; and

2. what’s not yet the case, but potentially about to be.

Evocative affirmations can be described as follows:  a strong, positive, feeling-rich statement that something is already so.  In this sense, affirmations such as these function something like a hypnotic suggestion.  Evocative affirmations give you permission to be exactly what you want to be—not what someone else wants you to be.  One can visualize their future in detail, perhaps even enacting elaborate scenery, favorite companions, or adventurous journeys.  
Affirmations can be associated with peak experiences that come with self-actualization.  Likewise, they can involve threshold experiences, or ASCs, verging on spirituality.  In this case, one feels infused by their Higher Power.  One might feel as if held aloft and adrift, perhaps even floating in the radiant expansiveness of exquisite rapture.  Extraordinary visions, either of light or sound, might attenuate it.  More to the point, there is a sense of visiting higher realms of being.  Some even suggest that they come in touch with God.  

The means whereby such states might be invoked can be summarized as follows:

· Prayer:  a process of invocation and affirmation that brings one in direct contact with their Higher Power.

· Piety:  not so much acting as you are supposed to (as could be said of propriety) as aligning to one’s Higher Power.  

· Purity:  eliminating obstructions in the body-mind—precisely in order to accentuate one’s ability to do prayer and piety.

· Charity:  the act of giving love, a response to life that could be called the “attitude of gratitude.”
· Tithing:  effluence that returns to one’s Higher Power what was given through grace by one’s Higher Power.  
· Service:  to selflessly do things for others, offering one’s effort in behalf of love.

Many spiritual practices could be subsumed under prayer (e.g., meditation, puja, chanting).   On the basis of this invocation, one can then make gestures toward most auspiciously affecting their life, operative at the very core of one’s being:  “The Law of Pure Potentiality could also be called the Law of Unity, because underlying the infinite diversity of life is the unity of one all-pervasive spirit.  There is no separation between you and this field of energy” (Chopra, 1994, p. 9).  Piety is to have reverence for one’s Higher Power, a direct, loving relationship to their Higher Power.  Purity is simply a matter of facilitating the process by removing any obstructions.  Again, many spiritual practices fall under this heading (e.g., yoga, celibacy, fasting, poverty, humility).
Evocative technique is augmented by expressive technique.  Whereas evocative technique attempts to create more profound states of experience, expressive technique attempts to generate more explicit states of expression.  Such interventions are especially useful for nonverbal clients, such as young children or those who are cognitively impaired.  For these individuals, play therapy can be especially effective.  An important variation on this theme is role playing.  This is a method for exploring psychological issues by acting out conflict situations.  In this case, as can also be said for drama therapy, the client can try on different roles for size.  A specific kind of role playing is known as enactment.  

Gestalt therapists frequently make use of such creative and spontaneous types of interventions.  However, they emphasize what they take to be a critical difference between such role plays and the exercises used in conventional therapy.  In fact, they prefer to call their interventions experiments:  

Exercises are ready-made techniques…used to evoke certain emotions [and] can be used in many situations to make something happen or to achieve a goal…; Experiments, in contrast, grow out of the interaction between client and therapist… What is learned from an experiment is a surprise to both the client and the counselor…  Experiments are spontaneous, one-of-a-kind, and relevant to a particular moment and a particular development of a figure-formation process….  (Corey, 2001, p. 208)

The client might be asked to speak to an empty chair—as if a significant other were present.  The idea is to accept and integrate aspects of one’s identity that have become split off or disowned—perhaps even by letting the chair represent one of these aspects.  In other cases, the client 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.  
What makes understanding so valuable is that it informs and positively influences the agreements upon which it is based.  Agreements in the absence of understanding are invariably acts of poor judgment.  Indeed, one cannot really agree to anything that they do not understand, at least such that it is binding.  The agreement simply will not be obeyed.  To merely intimidate or coerce someone through argument and persuasion does not create the relationship necessary for them to follow through on their agreements.  If agreements are arranged simply by force, then there is no force in the agreement.  As soon as the force is removed, so, too, is the agreement.

In other words, the client must contract with the clinician, whether implicitly or explicitly.  They must buy into the new behavior required to elicit the preferred outcome.  Generally, contracts are verbal, although they can also be written down and referred to later.  They should specifically indicate the exact nature of the agreement, whether to refrain from self-harm, by virtue of cutting on oneself or by suicide, or else to set one’s alarm at 6:30 a.m. so that they can get to work on time.  To make a specific agreement obligates the client to perform that action.  Therapeutic contracts must be age-appropriate, based on the emotional, cognitive, and developmental capabilities of the individual.  Further, contracting must reflect the actual circumstances taking place in the individual’s life and is, therefore, an ongoing process.  Agreements should be discussed and evaluated regularly, and recontracting should occur as circumstances indicate.  

However, clients won’t enter into contracts if they don’t make sense.  Where people often make their mistake is to stop being scientists.  In other words, they fail to complete their research and, instead, simply look for evidence in support of their theories.  People tend to believe what they want to believe—despite evidence to the contrary.  But this is not good science.  In this way, their theories become inaccurate representations of reality.  Consequently, behavior becomes either inadequate or inappropriate to their purposes.  Therefore, it is important to revise the theory and base them upon accepted rules of evidence and proof.  In science, this is done through a process involving two parts:  hypothesis and experiment.

There are essentially two realms under consideration in any experiment:  theory and reality.  Whereas theory is what you expect, reality is what you test.  Whereas one is in your mind, the other is in the real world.  When we investigate a causal relationship, we have a theory in mind (i.e., hypothesis) of what the cause is.  This is the antecedent condition.  In addition, we have a theory of what will happen if the cause takes place.  This is the consequent condition.  With an experiment, it is possible to discovery the proper relations between antecedent and consequent conditions.  To make a change of action, one need only alter either end of the sequence.  
In a sense, some agreements are made unbeknownst to the client, as could be said of behavior modification and contingency management.  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.

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

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

Incentive technique also enjoins the client to engage in the one aspect of therapy they intentionally avoid:  exposure—both in the sense of overcoming aversive stimuli and complying with difficult treatment protocols intended to produce this outcome.  One way of looking at exposure is this:  a good way to nip things in the bud is to not only eliminate unwelcome triggers, but also the vulnerability one has to such triggers.  However, for this to occur, one has to develop greater resilience to the unpleasant circumstances producing their symptoms, as well as the faith and courage to persevere in the face of difficult decisions.  Clients are not always prepared to do this on their own.

Clients often enter therapy with a sense of bewilderment, turning to the clinician for advice and guidance.  At times clinicians must engage directive technique in the therapy session.  The principle objective is to empower the client, which is to put them in a position to most optimally affect their own circumstances.  But to be effective, clinician’s need the client’s cooperation.  Therefore, 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….  Courage requires a new foundation of self-affirming constructs to replace the self-defeating thoughts; it also requires carefully planned practice strategies….  It is a process of providing…both challenge and support.  (Dagley, 2000, p. 409)

At times, this process might become even more actively engaged by the therapist, such that their intervention could be thought of as coaching.  In coaching more interactive interventions are involved where the clinician provides recommendations 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….  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)

In a similar manner, directive technique might make use of 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.”  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.  If they refuse to comply, then they discover that they have, well…made the desired change in behavior. 

CONCLUSION

Contemporary 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 to the judgment and clinical acumen of the provider.  This does not seem to be a very workable arrangement.  

However, 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.  Further, most anger management, assertiveness, and self-esteem programs involve cognitive interventions, 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 healing, regardless of not only the particular therapeutic orientation of the clinician, but also the configuration of symptoms presented during treatment.

The reason for this is simple:  people are whole persons.  They cannot be split up into pieces—this 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.  Currently, each main therapeutic orientation can be seen to align primarily with a particular aspect of the whole person.  However, at the center of each orientation is what could be called a core competency—i.e., beliefs all of us agree on.  In a sense, specialization delimits professional discourse in the following way:  like a flashlight in the dark, it only illuminates areas that happen to be in the immediate vicinity, while territory further down the road remains unknown.  Although one can shuffle along in this fashion, they have no way to prepare for what’s ahead.  In this way, operating outside the scope of one’s practice could be thought of as essentially operating in the dark.  
The idea of dividing the profession into different schools—especially those incompatible or at odds with one another—is now obsolete.  Competing and oppositional theoretical orientations are simply not viable, for they violate the prime directive of clinical practice:  “Do the client no harm.”  Perhaps the most important diagnostic indicator is one’s level of functioning.  By focusing diagnosis on clinical issues, instead of symptoms, much of the stigma of mental ailment is removed—not to say, more ordinary nomenclature given to the client with which to understand assessment and assert recommendations for treatment.  
As can be seen, the integral therapy of this work 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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