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         We all want to become better clinicians, to become more effective at our profession.

To accomplish this, we buy the latest book, attend the latest workshop, practice mindfulness and engage in whatever we believe will facilitate our growth.

Most times, we try to learn new theories and paradigms for perceiving and influencing behavior, both the client’s and our own.

         Our labels and descriptions of others tend to statically objectify process. We then maintain an illusion of certainty about the other, and perhaps about ourselves as well.

The danger here is that the more we think we know, the less we really see as our

vision is altered through the lens of our ideas.      

         These thoughts may merely reflect our humanity, -after all we are only human. Yet, if we begin to believe or invest in these thoughts as the only reality we are being inauthentic and creating empathic failure.      

         The research on the common factors, as well as on feedback is pretty conclusive, -Empathy, genuineness, the provision of hope, -all correlate with competent performance. 

(Duncan Miller and Hubble, 2004). When outcome and process measures are solicited from the client, this leads to improved therapeutic effectiveness. But as Scott Miller has stated, these factors and procedures also lead to a plateau where performance remains somewhat static for most of us. 

Evidence of Other Competent Interpersonal Skills

       Lambert, Anderson, Ogles, Patterson and Vermeersh’s research study on therapeutic effectiveness followed this trend ( 2009 in the Journal of Clinical Psychology vol 65).

The highest success rate from this study correlated to high performances in the Facilitative Interpersonal Skills Task. (FIT) This instrument measured therapist’s skill sets in perceiving, understanding and communication as well as the capability to influence others to apply suggested solutions and change behaviors. The scales included

verbal fluency, emotional expression, persuasiveness, hopefulness, warmth, empathy,

alliance bond capacity and problem focus.   

       Along with this, Dr. Daniel Goleman in his research on neurobiology and emotional-  social intelligence, breaks down empathy (and other interpersonal traits) into two categories, -perceptual and relational. 

       In the perceptual arena, there is “primary empathy” based on mirror neurons that we have in the amygdala. These neurons reflect and mimic another’s emotional state on a subliminal level. Certain neurological injuries and illnesses (such as autism) may impact our ability to perceive others feelings. He also discusses attunement and pacing which can be best described as listening with full receptivity, -giving undivided attention to the other. In this manner we are practicing acceptance and perhaps  “unconditional positive regard.” Next he describes “empathic accuracy.” Here we are connecting the neo-cortex

with our inner experience and perception. In this manner we are developing conscious awareness of what the other is experiencing. And of course our accuracy will increase when we solicit feedback from the other. Finally, he discuses “social cognition.” This is knowledge about how the world works, -an understanding of outspoken social norms and ability to decode social signals in groups and knowing how one’s behavior may impact others.  

      The relational side of empathy is more proactive in our exchanges. First comes “synchronicity,”-the ability to unconsciously adapt to the social cues we perceive. It is an intrinsic flexibility to be in harmony and sync with the other’s emotional state. Next, “self presentation,” is the ability to present one’s self in ways that make a desired impression. It’s the ability to assume a posture without posturing. In a sense, it’s the ability to be authentic and genuine. “Influence,” involves the constructive shaping of an outcome of an interaction using tact and self-control. Goleman suggests that this involves the modulation of our impulses for dominance with both empathy and social cognition.

It is a kind of confidence that we bring to the table. Finally, “concern” is our impulse to take empathic action for others. It is authentic compassion. 

Strengths as Weaknesses

            So, we have a variety of respected researchers telling us what behaviors correlate with successful therapeutic outcomes. So why can’t we just start a whole new process for training and educating our mental health professionals?

Well, -aside from the politics and conflicts between schools of thought and academic institutions highly invested in their own paradigms… we have another problem.

I would contend that we have been missing something important in our analysis.

I would think that all of these behaviors and traits would be considered strengths for any clinician, and for most all people and professions. 

The problem is… -every strength is also a weakness. 

And frequently, most of us can’t really tell which is which.

What I mean by this is simply that an objective observer may not be able to differentiate

the “genuine” positive behavior from it’s negative “counterfeit.” This may be due to a variety of factors, including the abstract levels of meaning for the labels we have as well as the fact that strength and weakness are best defined and seen in specific contexts.

Receptive Non-Directive Behaviors        

             For example, let’s take a look at some of what I would like to think are some of the more positive receptive/Non-Directive behaviors linked to competent clinical interactions. 

I believe that these actions are more passive and reactive to another’s verbal and nonverbal communications. A few of these may be acceptance, compassion, trust, openness, patience and flexibility. If the old adage is indeed true then these behavioral qualities may have a  “shadow” side where they become weaknesses:  

Receptive Strengths                              Receptive Weaknesses

Acceptance                                               Complacency   

Compassion                                              Pity and Sympathy

Trust                                                         Gullibility  

Openness                                                   Exposed, Defenseless

Patience                                                     Procrastination

Flexibility                                                  Placation

Relational Directive Behaviors                                                

           Likewise, we also have more proactive Relational-Directive behaviors that are also highly effective at helping people to change. These are the means we may use to influence another’s actions and process. Here are a few and their likely shadow counterparts, where they become weaknesses as well:

Relational Strengths                                    Relational Weaknesses  

Assertiveness                                                 Aggressiveness, Controlling

Directness, Genuineness                                Denigrating, Belittling

Ordered/Structured                                         Obsessive Compulsive

Spontaneous                                                    Impulsive

Humorous                                                       Sarcastic, Mocking

Verbal Fluency/Facileness                              Manipulative

Confidence                                                      Righteousness, Rigidity

Pride                                                                Arrogance  

           Now you may contend that these are qualitatively very different behaviors over all.

I would agree with you. Yet, -can you really tell them apart from mere observation?

I don’t know if there can be any objective certainty any one of these behaviors from its’ “shadow” form, except for at least one of the participants in the interaction. In this sense, the determination is purely subjective. The difference between making love and rape is consent. If we have no awareness as an outside observer to that consent, it would be difficult to tell the difference.

Determining the Difference

        Here’s where the clinician needs to make valuation of their own process, the client’s process and the outcome for the client. 

The positive receptive aspects all have one feature in common. They are used to empower BOTH the other and the self, much like Martin Bubers I-Thou relationship.

I believe that all receptive strengths turn into weaknesses when the clinician (or any person) compromises their own health, welfare, esteem and integrity for the “other,”

and/or simply to maintain a relationship with the other.

(Let’s differentiate “clinician” from “parents of infants and children” here, despite our tendencies for counter-transference.)

       The “heroic” therapist often sees the client as a “victim” and can diminish their strengths, resilience and abilities. I would contend that they are survivors of that abuse, not mere victims. Yes, we need to be empathic and ally with any client who is in pain or fear and be able to emotionally partner with them, even in validating how they have been misunderstood and injured. -Yet we also need to be cautious. Would-be heroes also tend to create a “villain” in the process and of course vilify others in the client’s life not deserving of such a label. This is not to say that our client’s are never used and exploited by others, or suffer from abuse and neglect. We have both a moral and legal obligation to protect children, the elderly and those who would be harmed by our client’s actions (including suicidal actions against themselves.) However, it is not up to us to save anyone, perhaps except ourselves. Our clients will save themselves as well...

Yet perhaps there is something deeper here…  

       There are those folks out there that believe that they have the right to use and exploit others, -sometimes for a good cause.  Our relational strengths become weaknesses when we compromise another’s health, welfare, integrity or esteem to benefit or aggrandize ourselves. When we are invested in proving how good we are or in demonstrating our knowledge, authority, power and control for our ego’s sake –then we are all in danger.  

Consequently, I would suggest that we have three ways to differentiate receptive and relational strengths and weaknesses in any clinical interaction:

1) Initiating informed consent about the scope of our capabilities and limitations as a clinician. 

2) Obtaining feedback from the client on our receptive and relational behaviors for process effectiveness.

3) Obtaining corroboration about the client’s behavior through feedback and significant others for outcome effectiveness.

4) Continual self-analysis and self-awareness of the client’s impact on our affect, imagery and ideation. Getting consultation when we are unsure and stuck.  

Defining Health, Welfare and Esteem /Integrity

       We all have various codes of conduct we’re required to follow in order to maintain our licenses, accreditations or standings in some professional organization. 

These are both laws and ethical standards that we all attempt to follow. To break these rules may jeopardize our ability to practice and subsequently, -the welfare of our clients.

       I’m not really talking about these as much as I am as getting clinicians to define these very subjective abstractions for themselves, -as well as to obtain them from their clients. Our mandate is simple, -taking care of ourselves and while providing effective care for our clients based on the collaborative goals set in therapy.   

With all labels we can maintain an illusion of certainty about the other, and perhaps about ourselves as well. The danger here is that the more we think we know, the less we really see as our vision is distorted through the lens of our ideas. We need to embrace our confusion, to be open the possibility of change. Yet we still need to embrace our certainty to maintain the boundaries of our security. 

Obviously we need to learn how to do both.

possible attitudes and mind-sets for a truly empathic-effective clinician
· Compassion without pity.
· Pride without arrogance.
· Humility for it's own sake. 
· Adaptation without placation.
· Honesty without righteousness.
· Humor without depreciation.
· Knowledge without idealization of said knowledge.
· The ability to follow, lead and to wait.
· A healthy disrespect for unnecessary pain, martyrdom and tyranny.
· A healthy respect for the intent behind behavior.
· A genuine liking of human beings.
· A genuine liking of one's self.
· The ability to hold a position that maintains integrity.
· The choice to be effective as opposed to merely being right.
· A capability to accept and admit to confusion and limitations.
· An equal capability to embrace certainty and strength.
· Openness, receptivity, and natural warmth.
· The ability to hold the client accountable for their choices and behavior.

· The ability to readily admit to one's mistakes, errors and to actively repair the alliance.
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