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k

This book is intended for counseling courses for undergraduate and
graduate students in psychology, counselor education, human services,
and the mental health professions. It surveys the major concepts and
practices of the contemporary therapeutic systems and addresses some ethical and professional issues in counseling practice. The book aims at teaching
students to select wisely from various theories and techniques and to begin to
develop a personal style of counseling.
I have found that students appreciate an overview of the divergent contemporary approaches to counseling and psychotherapy. They also consistently say
that the ﬁrst course in counseling means more to them when it deals with them
personally. Therefore, I stress the practical application of the material and encourage reﬂection. Using this book can be both a personal and an academic
learning experience.
In this new eighth edition, every effort has been made to retain the major
qualities that students and professors have found helpful in the previous editions: the succinct overview of the key concepts of each theory and their implications for practice, the straightforward and personal style, and the book’s
comprehensive scope. Care has been taken to present the theories in an accurate and fair way. I have attempted to be simple, clear, and concise. Because
many students want suggestions for supplementary reading as they study each
therapy approach, I have included a reading list at the end of each chapter.
This edition updates the material and reﬁ nes existing discussions. Part 1
deals with issues that are basic to the practice of counseling and psychotherapy.
Chapter 1 puts the book into perspective, then students are introduced to the
counselor—as a person and a professional—in Chapter 2. This chapter contains a new discussion of research on the role of the counselor as a person and
the therapeutic relationship. Increased coverage has been given to the topics of
personal therapy for the counselor and characteristics of effective counselors.
Chapter 3 introduces students to some key ethical issues in counseling practice,
and all of the topics in this chapter have been updated. Expanded coverage has
– xv –
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been given to ethical issues in assessment and diagnosis and ethical dimensions
in multicultural counseling. There is a new section on evidence-based practice
and the trend toward accountability in counseling practice. Both sides of the
controversy surrounding evidence-based practice are highlighted.
Part 2 is devoted to a consideration of 11 theories of counseling. Each of the
theory chapters follows a common organizational pattern, and students can easily
compare and contrast the various models. This pattern includes core topics such
as key concepts, the therapeutic process, therapeutic techniques and procedures,
multicultural perspectives, theory applied to the case of Stan, and summary and
evaluation. In this eighth edition, most of the chapters in Part 2 have been largely
rewritten to reﬂect recent trends. Revisions were based on the recommendations
of experts in each theory, all of whom are listed in the Acknowledgments section.
Both expert and general reviewers provided suggestions for adding and deleting
material for this edition. Attention was given to current trends and recent developments in the practice of each theoretical approach.
New to the theory chapters in Part 2 is a section on the application of the
concepts and techniques of each model to the practice of group counseling.
Each of the 11 theory chapters summarizes key points and evaluates the contributions, strengths, limitations, and applications of these theories. Special
attention is given to evaluating each theory from a multicultural perspective
as well, with a commentary on the strengths and shortcomings of the theory
in working with diverse client populations. The consistent organization of the
summary and evaluation sections makes comparing theories easier. Students
are given recommendations regarding where to look for further training for all
of the approaches. Updated annotated lists of reading suggestions and extensive references at the end of these chapters are offered to stimulate students to
expand on the material and broaden their learning through further reading.
In Part 3 readers are helped to put the concepts together in a meaningful
way through a discussion of the integrative perspective and consideration of
a case study. Chapter 15 (“An Integrative Perspective”) pulls together themes
from all 11 theoretical orientations. This chapter has been extensively revised
in some of these ways: new material on the movement toward psychotherapy
integration; expanded coverage of the various routes to integration; new material on research demonstrating the importance of the therapeutic relationship;
more discussion on the central role of the client in determining therapy outcomes; the case for practice-based evidence rather than evidence-based practice; and expanded and updated coverage of the conclusions from the research
literature on the effectiveness of therapy. Chapter 15 develops the notion that
an integrative approach to counseling practice is in keeping with meeting the
needs of diverse client populations in many different settings. Numerous tables and other integrating material help students compare and contrast the 11
approaches.
The “Case of Stan” has been retained in Chapter 16 to help readers see the
application of a variety of techniques at various stages in the counseling process with the same client. However, this chapter has been shortened considerably. This streamlined chapter illustrates an integrative approach that draws
from all the therapies and applies a thinking, feeling, and behaving model in
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counseling Stan. This chapter offers a review of the various theories as applied
to a single case example that allows for a comparison among the approaches.
New to this edition is an online and DVD program (Theory in Practice: The Case
of Stan) where I show how I work with Stan from each of the various approaches
covered in this book. For each of the 13 sessions in this program, I apply a few
selected techniques designed to illustrate each theory in action. This interactive program builds on the sections in each chapter that illustrate a variety of
techniques and approaches applied to Stan.
This text can be used in a ﬂexible way. Some instructors will follow my
sequencing of chapters. Others will prefer to begin with the theory chapters
(Part 2) and then deal later with the student’s personal characteristics and ethical issues. The topics can be covered in whatever order makes the most sense.
Readers are offered some suggestions for using this book in Chapter 1.
In this edition I have made every effort to incorporate those aspects that
have worked best in the courses on counseling theory and practice that I regularly teach. To help readers apply theory to practice, I have also revised the
Student Manual, which is designed for experiential work. The Student Manual
for Theory and Practice of Counseling and Psychotherapy still contains open-ended
questions and cases, structured exercises, self-inventories, and a variety of activities that can be done both in class and out of class. The eighth edition features a structured overview, as well as a glossary, for each of the theories and
chapter quizzes for assessing the level of student mastery of basic concepts.
The newly revised and enlarged Case Approach to Counseling and Psychotherapy (Seventh Edition) features 26 experts working with the case of Ruth from
each of the 11 therapeutic approaches. The casebook can either supplement this
book or stand alone. An additional chapter covering transactional analysis is
available on WebTutor.® This material is provided in the same format as the
11 theory chapters in this book and includes experiential exercises that can be
completed individually or in small groups.
Accompanying this eighth edition of the text and Student Manual is a
CD-ROM for Integrative Counseling, in which I demonstrate an integrative approach in counseling Ruth (the central character in the casebook). It contains
mini-lectures on how I draw from key concepts and techniques from the 11
theories presented in the book. This CD-ROM has been developed for student
purchase and use as a self-study program, and it makes an ideal learning package that can be used in conjunction with this text and the Student Manual. The
Art of Integrative Counseling (Second Edition), which expands on the material in
Chapter 15 of the textbook, also complements this book.
Some professors have found the textbook and the Student Manual to be
ideal companions and realistic texts for a single course. Others like to use the
textbook and the casebook as companions. With this revision it is now possible
to have a complete learning package of four books, along with the CD-ROM for
Integrative Counseling. The Case Approach to Counseling and Psychotherapy and The
Art of Integrative Counseling can also be used in a case-management practicum,
in ﬁeldwork courses, or in counseling techniques courses.
Also available is a revised and updated Instructor’s Resource Manual with
Test Bank, which includes suggestions for teaching the course, class activities to
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stimulate interest, transparency masters for all chapters, and a variety of test
questions and ﬁnal examinations. This instructor’s manual is now geared for
the following learning package: Theory and Practice of Counseling and Psychotherapy, Student Manual for Theory and Practice of Counseling and Psychotherapy,
Case Approach to Counseling and Psychotherapy, The Art of Integrative Counseling, CD-ROM for Integrative Counseling, and the online/DVD program entitled
Theory in Practice: The Case of Stan.
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PART ONE k Basic Issues in Counseling Practice

Introduction
Counseling students can begin to acquire a counseling style tailored to their
own personality by familiarizing themselves with the major approaches to
therapeutic practice. This book surveys 11 approaches to counseling and psychotherapy, presenting the basic concepts of each approach and discussing
features such as the therapeutic process (including goals), the client–therapist
relationship, and speciﬁc procedures used in the practice of counseling. The
information will help you develop a balanced view of the major ideas of various theorists, therapists, and the practical techniques commonly employed by
counselors who adhere to the various approaches. I encourage you to keep an
open mind and to seriously consider both the unique contributions and the
particular limitations of each therapeutic system presented in Part 2.
You do not gain the knowledge and experience needed to synthesize various approaches by merely completing an introductory course in counseling
theory. This process will take many years of study, training, and practical
counseling experience. Nevertheless, I recommend a personal integration as a
framework for the professional education of counselors. The danger in presenting one model to which all students are expected to subscribe is that it can limit
their effectiveness in working with a diverse range of future clients. Valuable
dimensions of human behavior can be overlooked if counselors are restricted
to a single theory.
An undisciplined mixture of approaches, however, can be an excuse for failing to develop a sound rationale for systematically adhering to certain concepts
and to the techniques that are extensions of them. It is easy to pick and choose
fragments from the various therapies because they support our biases and preconceptions. By studying the models presented in this book, you will have a better sense of how to integrate concepts and techniques from different approaches
when deﬁning your own personal synthesis and framework for counseling.
Each therapeutic approach has useful dimensions. It is not a matter of a
theory being “right” or “wrong,” as every theory offers a unique contribution
to understanding human behavior and has unique implications for counseling
practice. Accepting the validity of one model does not necessarily imply rejecting other models. There is a clear place for theoretical pluralism, especially in a
society that is becoming increasingly diverse.
Although I suggest that you remain open to incorporating diverse approaches
into your own personal synthesis—or an integrative approach to counseling—let me caution that you can become overwhelmed and confused if you
attempt to learn everything at once, especially if this is an introductory course
in counseling theories. A case can be made for initially getting an overview
of the major theoretical orientations, and then learning a particular approach
by becoming steeped in that approach for some time, rather than superﬁcially
grasping many theoretical approaches. In Chapter 15 I discuss in more depth
some ways to begin designing an integrative approach to counseling practice.
For now, sufﬁce it to say that successfully integrating concepts and techniques
from diverse models requires years of reﬂective practice and a great deal of
reading about the various theories.
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Where I Stand
My philosophical orientation is strongly inﬂuenced by the existential approach.
Because this approach does not prescribe a set of techniques and procedures,
I draw techniques from the other models of therapy that are presented in this
book. I particularly like to use role-playing techniques. When people reenact
scenes from their lives, they tend to become more psychologically engaged
than when they merely report anecdotes about themselves. In addition, many
techniques I use are derived from cognitive behavior therapy.
I value the psychoanalytic emphasis on early psychosexual and psychosocial development. Our past plays a crucial role in shaping our current personality and behavior. I challenge the deterministic notion that humans are the
product of their early conditioning and, thus, are victims of their past. I believe
that an exploration of the past is often useful, particularly to the degree that the
past continues to inﬂuence present-day emotional or behavioral difﬁculties.
I value the cognitive behavioral focus on how our thinking affects the way
we feel and behave. These therapies also emphasize current behavior. While
thinking and feeling are important dimensions, it can be a mistake to overemphasize them and not explore how clients are behaving. What people are doing
often gives us a good clue to what they really want. I also like the emphasis on
speciﬁc goals and on encouraging clients to formulate concrete aims for their
own therapy sessions and in life. Contracts between clients and therapists can
be very useful. I frequently suggest either speciﬁc “homework assignments” or
ask my clients to devise their own assignments, or together we develop goals
and tasks that guide the therapy process.
More approaches have been developing methods that involve collaboration
between therapist and client, making the therapeutic venture a shared responsibility. This collaborative relationship, coupled with teaching clients ways to
use what they learn in therapy in their everyday lives, empowers clients to take
an active stance in their world. Although I accept the value of increasing clients’
insight and awareness, I consider it essential that they put into practice in everyday life what they are learning in therapy.
A related assumption of mine is that we can exercise increasing freedom to
create our future. This focus on acceptance of personal responsibility does not
imply that we can be anything that we want. Social, environmental, cultural,
and biological realities oftentimes limit our freedom of choice. Being able to
choose must be considered in the sociopolitical contexts that exert pressure or
create constraints; oppression is a reality that can restrict our ability to choose
our future. We are also inﬂuenced by our social environment, and much of our
behavior is a product of learning and conditioning. That being said, I believe
an increased awareness of these contextual forces enables us to address these
realities. It is crucial to learn how to cope with the external and internal forces
that limit our decisions and behavior.
Feminist therapy has contributed an awareness of how environmental conditions contribute to the problems of women and men and how gender-role
socialization leads to a lack of gender equality. Family therapy teaches us that
it is not possible to understand the individual apart from the context of the
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system. Both family therapy and feminist therapy are based on the premise
that to understand the individual it is essential to take into consideration the
interpersonal dimensions and the sociocultural context rather than focusing primarily on the intrapsychic domain. Thus a comprehensive approach
to counseling goes beyond focusing on our internal dynamics and addresses
those environmental realities that inﬂuence us.
My philosophy of counseling does not include the assumption that therapy
is exclusively for the “sick” and is aimed at “curing” psychological “ailments.”
Such a focus on psychopathology severely restricts therapeutic practice because it stresses deﬁcits rather than strengths. Instead, I agree with the postmodern approaches (see Chapter 13), which are grounded on the assumption
that people have both internal and external resources to draw upon when constructing solutions to their problems. Indeed, therapists will view individuals
quite differently if they acknowledge that their clients possess competencies
rather than pathologies.
Psychotherapy is a process of engagement between two persons, both of
whom are bound to change through the therapeutic venture. At its best, this
is a collaborative process that involves both the therapist and the client in
co-constructing solutions to concerns. Most of the various theories covered in
this book emphasize the collaborative nature of the practice of psychotherapy.
Therapists are not in business to change clients, to give them quick advice, or to solve their problems for them. Instead, counselors facilitate healing
through a process of genuine dialogue with their clients. The kind of person a
therapist is remains the most critical factor affecting the client and promoting
change. If practitioners possess wide knowledge, both theoretical and practical,
yet lack human qualities of compassion, caring, good faith, honesty, presence,
realness, and sensitivity, they are more like technicians. In my judgment those
who function exclusively as technicians do not make a signiﬁcant difference in
the lives of their clients. It seems essential to me that counselors explore their
own values, attitudes, and beliefs in depth and that they work to increase their
own awareness. Throughout the book I encourage you to ﬁnd ways to personally relate to each of the therapies. Applying this material to yourself personally takes you beyond a mere academic understanding of theories.
As a counselor, you need to remain open to your own growth and to address
your personal problems if your clients are to believe in you and the therapeutic
process. Why should clients seek your help if you are a “ﬁ nished product”? In
short, the most powerful ways for you to teach your clients is by the behavior
you model and by the ways you connect with them.
With respect to mastering the techniques of counseling and applying them
appropriately and effectively, it is my belief that you are your own very best
technique. Your reactions to your clients, including sharing how you are affected in the relationship with them, are useful in moving the therapeutic process
along. It is impossible to separate the techniques you use from your personality
and the relationship you have with your clients.
Administering techniques to clients without regard for the relationship
variables is ineffective. Techniques cannot substitute for the hard work it takes
to develop a constructive client–therapist relationship. Although you can learn
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attitudes and skills and acquire certain knowledge about personality dynamics
and the therapeutic process, much of effective therapy is the product of artistry.
Counseling entails far more than becoming a skilled technician. It implies that
you are able to establish and maintain a good working relationship with your
clients, that you can draw on your own experiences and reactions, and that you
can identify techniques suited to the needs of your clients.
I suggest you experience a wide variety of techniques yourself as a client.
Reading about a technique in a book is one thing; actually experiencing it from
the vantage point of a client is quite another. If you have practiced relaxation
exercises, for example, you will have a much better feel for how to administer them and will know more about what to look for as you work with clients.
If you have carried out real-life homework assignments as part of your own
self-change program, you will have a lot more empathy for your clients and
their potential problems. Your own anxiety over self-disclosing and confronting personal concerns can be a most useful anchoring point as you work with
the anxieties of your clients. The courage you display in your therapy will help
you appreciate how essential courage is for your clients.
Your personal characteristics are of primary importance in becoming a
counselor, but it is not sufﬁcient to be merely a good person with good intentions. To be effective, you also must have supervised experiences in counseling and sound knowledge of counseling theory and techniques. Further, it is
essential to be well grounded in the various theories of personality and to learn
how they are related to theories of counseling. Your conception of the person
and the individual characteristics of your client affect the interventions you
will make. Differences between you and your client may require modiﬁcation
of certain aspects of the theories. Some practitioners make the mistake of
relying on one type of intervention (supportive, confrontational, information
giving) for most clients with whom they work. In reality, different clients may
respond better to one type of intervention than to another. Even during the
course of an individual’s therapy, different interventions may be needed at
different times. Practitioners should acquire a broad base of counseling techniques that are suitable for individual clients rather than forcing clients to ﬁt
one form of intervention.

Suggestions for Using the Book
Here are some speciﬁc recommendations on how to get the fullest value from
this book. The personal tone of the book invites you to relate what you are reading to your own experiences. As you read Chapter 2, “The Counselor: Person
and Professional,” begin the process of reﬂecting on your needs, motivations,
values, and life experiences. Consider how you are likely to bring the person
you are becoming into your professional work. You will assimilate much more
knowledge about the various therapies if you make a conscious attempt to apply
their key concepts and techniques to your own personal life. Chapter 2 helps
you think about how to use yourself as your single most important therapeutic
instrument, and it addresses a number of signiﬁcant ethical issues in counseling practice.
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Before you study each therapy in depth in Part 2, I suggest that you at least
skim read Chapter 15, which provides a comprehensive review of the key concepts from all 11 theories presented in this textbook. I try to show how an integration of these perspectives can form the basis for creating your own personal
synthesis to counseling. In developing an integrative perspective, it is essential
to think holistically. To understand human functioning, it is imperative to account for the physical, emotional, mental, social, cultural, political, and spiritual dimensions. If any of these facets of human experience is neglected, a theory
is limited in explaining how we think, feel, and act.
To provide you with a consistent framework for comparing and contrasting
the various therapies, the 11 theory chapters share a common format. This format includes a few notes on the personal history of the founder or another key
ﬁgure; a brief historical sketch showing how and why each theory developed at
the time it did; a discussion of the approach’s key concepts; an overview of the
therapeutic process, including the therapist’s role and client’s work; therapeutic techniques and procedures; applications of the theory from a multicultural
perspective; application of the theory to the case of Stan; a summary and evaluation; suggestions of how to continue your learning about each approach; and
suggestions for further reading.
Refer to the Preface for a complete description of other resources that ﬁt
as a package and complement this textbook, including (1) Student Manual for
Theory and Practice of Counseling and Psychotherapy; (2) Theory in Practice: The
Case of Stan (an online program of counseling Stan from various theoretical
perspectives); and (3) CD-ROM for Integrative Counseling.

Overview of the Theory Chapters
I have selected 11 therapeutic approaches for this book. Table 1.1 presents
an overview of these approaches, which are explored in depth in Chapters 4
through 14. I have grouped these approaches into ﬁve general categories.
First are the psychodynamic approaches. Psychoanalytic therapy is based largely on insight, unconscious motivation, and reconstruction of the personality. The
psychoanalytic model appears ﬁrst because it has had a major inﬂuence on all of
the other formal systems of psychotherapy. Some of the therapeutic models are basically extensions of psychoanalysis, others are modiﬁcations of analytic concepts
and procedures, and still others are positions that emerged as a reaction against
psychoanalysis. Many theories of counseling and psychotherapy have borrowed
and integrated principles and techniques from psychoanalytic approaches.
Adlerian therapy differs from psychoanalytic theory in many respects, but it
can broadly be considered an analytic perspective. Adlerians focus on meaning, goals, purposeful behavior, conscious action, belonging, and social interest. Although Adlerian theory accounts for present behavior by studying childhood experiences, it does not focus on unconscious dynamics.
The second category comprises the experiential and relationship-oriented
therapies: the existential approach, the person-centered approach, and Gestalt
therapy. The existential approach stresses a concern for what it means to be fully
human. It suggests certain themes that are part of the human condition, such
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TABLE 1.1 Overview of Contemporary Counseling Models
Psychoanalytic therapy

Key figure: Sigmund Freud. A theory of personality development, a philosophy of human nature, and a method of psychotherapy that focuses on unconscious factors that motivate
behavior. Attention is given to the events of the first 6 years of
life as determinants of the later development of personality.

Adlerian therapy

Key figure: Alfred Adler. Following Adler, Rudolf Dreikurs is
credited with popularizing this approach in the United States.
This is a growth model that stresses assuming responsibility,
creating one’s own destiny, and finding meaning and goals to
create a purposeful life. Key concepts are used in most other
current therapies.

Existential therapy

Key ﬁgures: Viktor Frankl, Rollo May, and Irvin Yalom. Reacting
against the tendency to view therapy as a system of well-deﬁned
techniques, this model stresses building therapy on the basic
conditions of human existence, such as choice, the freedom and
responsibility to shape one’s life, and self-determination. It focuses on the quality of the person-to-person therapeutic relationship.

Person-centered therapy

Founder: Carl Rogers; Key figure: Natalie Rogers. This approach was developed during the 1940s as a nondirective
reaction against psychoanalysis. Based on a subjective view of
human experiencing, it places faith in and gives responsibility
to the client in dealing with problems and concerns.

Gestalt therapy

Founders: Fritz and Laura Perls; Key figures: Miriam and
Erving Polster. An experiential therapy stressing awareness
and integration, it grew as a reaction against analytic therapy. It
integrates the functioning of body and mind.

Behavior therapy

Key figures: B. F. Skinner, Arnold Lazarus, and Albert Bandura.
This approach applies the principles of learning to the resolution of specific behavioral problems. Results are subject to
continual experimentation. The methods of this approach are
always in the process of refinement.

Cognitive behavior therapy

Key figures: Albert Ellis founded rational emotive behavior
therapy, a highly didactic, cognitive, action-oriented model of
therapy that stresses the role of thinking and belief systems
as the root of personal problems. A. T. Beck founded cognitive
therapy, which gives a primary role to thinking as it influences
behavior.

Reality therapy

Founder: William Glasser. Key figure: Robert Wubbolding. This
short-term approach is based on choice theory and focuses on
the client assuming responsibility in the present. Through the
therapeutic process, the client is able to learn more effective
ways of meeting her or his needs.

Feminist therapy

This approach grew out of the efforts of many women, a few
of whom are Jean Baker Miller, Carolyn Zerbe Enns, Oliva
(continues)
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TABLE 1.1 Overview of Contemporary Counseling Models

(continued)

Espin, and Laura Brown. A central concept is the concern for
the psychological oppression of women. Focusing on the
constraints imposed by the sociopolitical status to which
women have been relegated, this approach explores women’s
identity development, self-concept, goals and aspirations, and
emotional well-being.
Postmodern approaches

A number of key figures are associated with the development of
these various approaches to therapy. Steve de Shazer and Insoo
Kim Berg are the co-founders of solution-focused brief therapy.
Michael White and David Epston are the major figures associated with narrative therapy. Social constructionism, solutionfocused brief therapy, and narrative therapy all assume that
there is no single truth; rather, it is believed that reality is socially constructed through human interaction. These approaches maintain that the client is an expert in his or her own life.

Family systems therapy

A number of significant figures have been pioneers of the family systems approach, including Alfred Adler, Murray Bowen,
Virginia Satir, Carl Whitaker, Salvador Minuchin, Jay Haley,
and Cloé Madanes. This systemic approach is based on the assumption that the key to changing the individual is understanding and working with the family.

as freedom and responsibility, anxiety, guilt, awareness of being ﬁ nite, creating
meaning in the world, and shaping one’s future by making active choices. This
approach is not a uniﬁed school of therapy with a clear theory and a systematic set of techniques. Rather, it is a philosophy of counseling that stresses the
divergent methods of understanding the subjective world of the person. The
person-centered approach, which is rooted in a humanistic philosophy, places
emphasis on the basic attitudes of the therapist. It maintains that the quality
of the client–therapist relationship is the prime determinant of the outcomes
of the therapeutic process. Philosophically, this approach assumes that clients
have the capacity for self-direction without active intervention and direction
on the therapist’s part. Another experiential approach is Gestalt therapy, which
offers a range of experiments to help clients gain awareness of what they are
experiencing in the here and now—that is, the present. In contrast to personcentered therapists, Gestalt therapists tend to take an active role, yet they follow the leads provided by their clients.
Third are the action therapies, which include reality therapy, behavior therapy, rational emotive behavior therapy, and cognitive therapy. Reality therapy
focuses on clients’ current behavior and stresses developing clear plans for new
behaviors. Like reality therapy, behavior therapy puts a premium on doing and
on taking steps to make concrete changes. A current trend in behavior therapy
is toward paying increased attention to cognitive factors as an important determinant of behavior. Rational emotive behavior therapy and cognitive therapy
highlight the necessity of learning how to challenge dysfunctional beliefs and
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automatic thoughts that lead to behavioral problems. These cognitive behavioral approaches are used to help people modify their faulty and self-defeating
assumptions and to develop new patterns of acting.
The fourth general approach is the systems perspective, of which feminist
therapy and family therapy are a part. The systems orientation stresses the importance of understanding individuals in the context of the surroundings that
inﬂuence their development. To bring about individual change, it is essential to
pay attention to how the individual’s personality has been affected by his or her
gender-role socialization, culture, family, and other systems.
Fifth are the postmodern approaches: social constructionism, solutionfocused brief therapy, and narrative therapy. These newer approaches challenge the basic assumptions of most of the traditional approaches by assuming
that there is no single truth and that reality is socially constructed through human interaction. Both the postmodern and the systemic theories focus on how
people produce their own lives in the context of systems, interactions, social
conditioning, and discourse.
In my view, practitioners need to pay attention to what their clients are
thinking, feeling, and doing, and a complete therapy system must address all
three of these facets. Some of the therapies included here highlight the role that
cognitive factors play in counseling. Others place emphasis on the experiential
aspects of counseling and the role of feelings. Still others emphasize putting
plans into action and learning by doing. Combining all of these dimensions
provides the basis for a powerful and comprehensive therapy. If any of these
dimensions is excluded, the therapy approach is incomplete.

Introduction to the Case of Stan
You will learn a great deal by seeing a theory in action, preferably in a live
demonstration or as part of experiential activities in which you function in the
alternating roles of client and counselor. An online program (available in DVD
format as well) demonstrates one or two techniques from each of the theories.
As Stan’s counselor, I show how I would apply some of the principles of each
of the theories you are studying to Stan. Many of my students ﬁnd this case
history of the hypothetical client (Stan) helpful in understanding how various
techniques are applied to the same person. Stan’s case, which describes his life
and struggles, is presented here to give you signiﬁcant background material to
draw from as you study the applications of the theories. Each of the 11 theory
chapters in Part 2 includes a discussion of how a therapist with the orientation
under discussion is likely to proceed with Stan. We examine the answers to
questions such as these:
• What themes in Stan’s life merit special attention in therapy?
• What concepts would be useful to you in working with Stan on
his problems?
• What are the general goals of Stan’s therapy?
• What possible techniques and methods would best meet these goals?
• What are some characteristics of the relationship between Stan and his
therapist?
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• How might the therapist proceed?
• How might the therapist evaluate the process and treatment outcomes
of therapy?
In Chapter 16 (which I recommend you read early) I present how I would work
with Stan, suggesting concepts and techniques I would draw on from many of
the models (forming an integrative approach).
A single case illustrates both contrasts and parallels among the approaches.
It will also help you understand the practical applications of the 11 models and
will provide a basis for integrating them. A summary of the intake interview
with Stan, his autobiography, and some key themes in his life are presented to
provide a context for making sense of the way therapists with various theoretical orientations might work with Stan. Try to ﬁnd attributes of each approach
that you can incorporate into a personalized style of counseling.
Therapists with diverse theoretical models will approach counseling Stan
from various perspectives. They will emphasize different concepts and use a
range of different techniques. However, what these therapists likely have in
common is their desire to help Stan transcend his self-imposed limitations and
draw upon his inner resources for change and for pursuing his vision. Most of
the therapeutic approaches aim at assisting Stan to reach to the sky to tap his
inﬁnite possibilities. As there is no ceiling in the sky, Stan can learn that he
might achieve the impossible dream if he allows himself to have a vision.

Intake Interview and Stan’s Autobiography
The setting is a community mental health agency where both individual and
group counseling are available. Stan comes to counseling because of his drinking. He was convicted of driving under the inﬂuence, and the judge determined
that he needed professional help. Stan recognizes that he does have problems,
but he is not convinced that he is addicted to alcohol. Stan arrives for an intake
interview and provides the counselor with this information:
At the present time I work in construction. I like building houses, but probably won’t stay in construction for the rest of my life. When it comes to my
personal life, I’ve always had difﬁculty in getting along with people. I could be
called a “loner.” I like people in my life, but I don’t seem to know how to stay
close to people. It probably has a lot to do with why I drink. I’m not very good
at making friends or getting close to people. Probably the reason I sometimes
drink a bit too much is because I’m so scared when it comes to socializing. Even
though I hate to admit it, when I drink, things are not quite so overwhelming.
When I look at others, they seem to know the right things to say. Next to them
I feel dumb. I’m afraid that people don’t ﬁ nd me very interesting. I’d like to
turn my life around, but I just don’t know where to begin. That’s why I went
back to school. I’m a part-time college student majoring in psychology. I want
to better myself. In one of my classes, Psychology of Personal Adjustment, we
talked about ourselves and how people change. We also had to write an autobiographical paper.

That is the essence of Stan’s introduction. The counselor says that she would
like to read his autobiography. Stan hopes it will give her a better understanding
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of where he has been and where he would like to go. He brings her the autobiography, which reads as follows:
Where am I currently in my life? At 35 I feel that I’ve wasted most of my life.
I should be ﬁnished with college and into a career by now, but instead I’m only
a junior. I can’t afford to really commit myself to pursuing college full time because I need to work to support myself. Even though construction work is hard,
I like the satisfaction I get when I look at what I have done.
I want to get into a profession where I could work with people. Someday, I’m
hoping to get a master’s degree in counseling or in social work and eventually
work as a counselor with kids who are in trouble. I know I was helped by someone who cared about me, and I would like to do the same for someone else.
I have few friends and feel scared around most people. I feel good with kids.
But I wonder if I’m smart enough to get through all the classes I’ll need to
become a counselor. One of my problems is that I frequently get drunk. This
happens when I feel alone and when I’m scared of the intensity of my feelings.
At ﬁ rst drinking seemed to help, but later on I felt awful. I have abused drugs
in the past also.
I feel overwhelmed and intimidated when I’m around attractive women. I
feel cold, sweaty, and terribly nervous. I think they may be judging me and see
me as not much of a man. I’m afraid I just don’t measure up to being a real man.
When I am sexually intimate with a woman, I am anxious and preoccupied
with what she is thinking about me.
I feel anxiety much of the time. I often feel as if I’m dying inside. I think
about committing suicide, and I wonder who would care. I can see my family
coming to my funeral feeling sorry for me. I feel guilty that I haven’t worked up
to my potential, that I’ve been a failure, that I’ve wasted much of my time, and
that I let people down a lot. I get down on myself and wallow in guilt and feel
very depressed. At times like this I feel hopeless and that I’d be better off dead.
For all these reasons, I ﬁ nd it difﬁcult to get close to anyone.
There are a few bright spots. I did put a lot of my shady past behind me, and
did get into college. I like this determination in me—I want to change. I’m tired
of feeling the way I do. I know that nobody is going to change my life for me.
It’s up to me to get what I want. Even though I feel scared at times, I like that
I’m willing to take risks.
What was my past like? A major turning point for me was the conﬁdence my
supervisor had in me at the youth camp where I worked the past few summers.
He helped me get my job, and he also encouraged me to go to college. He said
he saw a lot of potential in me for being able to work well with young people.
That was hard for me to believe, but his faith inspired me to begin to believe
in myself. Another turning point was my marriage and divorce. This marriage
didn’t last long. It made me wonder about what kind of man I was! Joyce was a
strong and dominant woman who kept repeating how worthless I was and how
she did not want to be around me. We had sex only a few times, and most of
the time I was not very good at it. That was hard to take. It made me afraid to
get close to a woman. My parents should have divorced. They fought most of
the time. My mother (Angie) constantly criticized my father (Frank Sr). I saw
him as weak and passive. He would never stand up to her. There were four of
us kids. My parents compared me unfavorably with my older sister (Judy) and
older brother (Frank Jr.). They were “perfect” children, successful honor students. My younger brother (Karl) and I fought a lot. They spoiled him. It was
all very hard for me.
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In high school I started using drugs. I was thrown into a youth rehabilitation facility for stealing. Later I was expelled from regular school for ﬁghting,
and I landed in a continuation high school, where I went to school in the mornings and had afternoons for on-the-job training. I got into auto mechanics, was
fairly successful, and even managed to keep myself employed for 3 years as a
mechanic.
I can still remember my father asking me: “Why can’t you be like your sister
and brother? Why can’t you do anything right?” And my mother treated me
much the way she treated my father. She would say: “Why do you do so many
things to hurt me? Why can’t you grow up and be a man? Things are so much
better around here when you’re gone.” I recall crying myself to sleep many
nights, feeling terribly alone. There was no talk of religion in my house, nor was
there any talk of sex. In fact, I ﬁnd it hard to imagine my folks ever having sex.
Where would I like to be 5 years from now? What kind of person do I want
to become? Most of all, I would like to start feeling better about myself. I would
like to be able to stop drinking altogether and still feel good. I want to like
myself much more than I do now. I hope I can learn to love at least a few other
people, most of all, a woman. I want to lose my fear of women. I would like to
feel equal with others and not always have to feel apologetic for my existence.
I want to let go of my anxiety and guilt. I want to become a good counselor for
kids. I’m not certain how I’ll change or even what all the changes are I hope
for. I do know that I want to be free of my self-destructive tendencies and learn
how to trust people more. Perhaps when I begin to like myself more, I’ll be able
to trust that others will ﬁnd something about me to like.

Effective therapists, regardless of their theoretical orientation, would pay
attention to suicidal thoughts. In his autobiography Stan says, “I think about
committing suicide.” At times he doubts that he will ever change and wonders
if he’d be better off dead. Before embarking on the therapeutic journey, the
therapist would need to make an assessment of Stan’s current ego strength (or
his ability to manage life realistically), which would include a discussion of his
suicidal thoughts.

Overview of Some Key Themes in Stan’s Life
A number of themes appear to represent core struggles in Stan’s life. Here are
some of the statements we can assume that he may make at various points in
his therapy and themes that will be addressed from the theoretical perspectives in Chapters 4 through 14:
• Although I’d like to have people in my life, I just don’t seem to know how
to go about making friends or getting close to people.
• I’d like to turn my life around, but I have no sense of direction.
• I want to make a difference.
• I am afraid of failure.
• I know when I feel alone, scared, and overwhelmed, I drink heavily to
feel better.
• I am afraid of women.
• Sometimes at night I feel a terrible anxiety and feel as if I’m dying.
• I often feel guilty that I’ve wasted my life, that I’ve failed, and that I’ve let
people down. At times like this, I get depressed.
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• I like it that I have determination and that I really want to change.
• I’ve never really felt loved or wanted by my parents.
• I’d like to get rid of my self-destructive tendencies and learn to trust
people more.
• I put myself down a lot, but I’d like to feel better about myself.
In Chapters 4 through 14, you can assume that a practitioner representing
each of the theories has read Stan’s case and is familiar with key themes in his
life. Each therapist will illustrate the concepts and techniques of the particular
approach as it applies to working with Stan. In addition, in these chapters you
are asked to think about how you would continue counseling him from the different perspectives. In doing so, refer to the introductory material given here
and to Stan’s autobiography as well. To make the case of Stan come alive for
each theory, I highly recommend that you view and study the online program
where I counsel Stan from each theory chapter.
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Introduction
One of the most important instruments you have to work with as a counselor is
yourself as a person. In preparing for counseling, you will acquire knowledge
about the theories of personality and psychotherapy, learn assessment and intervention techniques, and discover the dynamics of human behavior. Such
knowledge and skills are essential, but by themselves they are not sufﬁcient
for establishing and maintaining effective therapeutic relationships. To every
therapy session we bring our human qualities and the experiences that have inﬂuenced us. In my judgment this human dimension is one of the most powerful
inﬂuences on the therapeutic process.
A good way to begin your study of contemporary counseling theories is by
reﬂecting on the personal issues raised in this chapter. Once you have studied
the 11 theories of counseling, reread this chapter and reevaluate ways in which
you can work on your development as a person. Your own needs, motivations,
values, life experiences, and personality traits can either enhance or interfere
with your effectiveness as a counselor. By remaining open to self-evaluation, you
not only expand your awareness of self but also build the foundation for developing your abilities and skills as a professional. The theme of this chapter is that
the person and the professional are intertwined facets that cannot be separated in
reality. We know, clinically and scientiﬁcally, that the person of the therapist and
the therapeutic relationship contribute to therapy outcome at least as much as the
particular treatment method used (Norcross & Guy, 2007).

The Counselor as a Therapeutic Person
Because counseling is an intimate form of learning, it demands a practitioner
who is willing to shed stereotypes and be an authentic person in the therapeutic relationship. It is within the context of such a person-to-person connection
that the client experiences growth. If we hide behind the safety of our professional role, our clients will likely keep themselves hidden from us. If we become
merely technical experts and leave our own reactions, values, and self out of our
work, the result is likely to be sterile counseling. It is through our own genuineness and our aliveness that we can signiﬁcantly touch our clients. If we make
life-oriented choices, radiate a joy for life, and are real in our relationships with
our clients, we can motivate them to develop these same life-enhancing qualities. This does not mean that we are self-actualized persons who have “made
it” or that we are without our problems. Rather, it implies that we are willing to
look at our lives and make the changes we want. Because we afﬁrm that changing is worth the risk and the effort, we hold out hope to our clients that they can
change and truly like the person they are becoming.
In short, as therapists we serve as models for our clients. If we model incongruent behavior, low-risk activity, and remain distant, we can expect our
clients to imitate this behavior. If we model realness by engaging in appropriate self-disclosure, our clients will tend to be honest with us in the therapeutic relationship. Clients can become more of what they are capable of becoming, or they can become less than they might be. In my judgment the degree of
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aliveness and psychological health of the counselor is a crucial variable that
inﬂuences the outcome.
What does the research reveal about the role of the counselor as a person
and the therapeutic relationship on psychotherapy outcome? From my perspective, who the psychotherapist is directly relates to his or her ability to establish
and maintain effective therapy relationships with clients. There is research
support for the centrality of the person of the therapist. Norcross (2002a) states
that “multiple and converging sources of evidence indicate that the person of the
psychotherapist is inextricably intertwined with the outcome of psychotherapy” (p. 4). Lambert and Barley (2002) claim that empirical research “strongly
and consistently supports the centrality of the therapeutic relationship as a
primary factor contributing to psychotherapy outcome” (p. 17). According to
Norcross (2002a), research indicates that both the therapy relationship and the
therapy methods used make consistent contributions to the outcomes of treatment. Thus, considering either therapy interventions or therapy relationships
alone is incomplete. Norcross (2002a) concludes: “The research shows an effective psychotherapist is one who employs speciﬁc methods, who offers strong
relationships, and who customizes both discrete methods and relationship
stances to the individual person and condition” (p. 13).

Personal Characteristics of Effective Counselors
In thinking about counselors who are therapeutic, there are personal qualities
and characteristics that I deem signiﬁcant. My views regarding the personal
characteristics of effective therapists are supported by research on this topic.
(See Norcross, 2002a, 2002b, and Skovholt and Jennings, 2004, for a summary
of this research.)
I do not expect any therapist to fully exemplify all the traits described here.
Rather, for me the willingness to struggle to become a more therapeutic person is
the crucial quality. This list is intended to stimulate you to examine your ideas of
what kind of person can make a signiﬁcant difference in the lives of others.
• Effective therapists have an identity. They know who they are, what they are
capable of becoming, what they want out of life, and what is essential.
• Effective therapists respect and appreciate themselves. They can give and
receive help and love out of their own sense of self-worth and strength.
They feel adequate with others and allow others to feel powerful with
them.
• Effective therapists are open to change. They exhibit a willingness and courage to leave the security of the known if they are not satisﬁed with the
way they are. They make decisions about how they would like to change,
and they work toward becoming the person they want to become.
• Effective therapists make choices that are life oriented. They are aware of early
decisions they made about themselves, others, and the world. They are not
the victims of these early decisions, and they are willing to revise them if
necessary. They are committed to living fully rather than settling for mere
existence.
• Effective therapists are authentic, sincere, and honest. They do not hide behind
masks, defenses, sterile roles, or facades.
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• Effective therapists have a sense of humor. They are able to put the events of
life in perspective. They have not forgotten how to laugh, especially at
their own foibles and contradictions.
• Effective therapists make mistakes and are willing to admit them. They do not
dismiss their errors lightly, yet they do not choose to dwell on misery.
• Effective therapists generally live in the present. They are not riveted to the
past, nor are they ﬁ xated on the future. They are able to experience and be
present with others in the “now.”
• Effective therapists appreciate the inﬂuence of culture. They are aware of the
ways in which their own culture affects them, and they respect the diversity
of values espoused by other cultures. They are also sensitive to the unique
differences arising out of social class, race, sexual orientation, and gender.
• Effective therapists have a sincere interest in the welfare of others. This concern
is based on respect, care, trust, and a real valuing of others.
• Effective therapists possess effective interpersonal skills. They are capable of entering the world of others without getting lost in this world, and they strive to
create collaborative relationships with others. They do not present themselves
as polished salespersons, yet they have the capacity to take another person’s
position and work together toward consensual goals (Norcross, 2002b).
• Effective therapists become deeply involved in their work and derive meaning
from it. They can accept the rewards ﬂowing from their work, yet they are
not slaves to their work.
• Effective therapists are passionate. They have the courage to pursue their
passions, and they are passionate about life and their work (Skovholt &
Jennings, 2004).
• Effective therapists are able to maintain healthy boundaries. Although they
strive to be fully present for their clients, they don’t carry the problems of
their clients around with them during leisure hours. They know how to
say no, which enables them to maintain balance in their lives.
This picture of the characteristics of effective therapists might appear monumental and unrealistic. Who could ever be all those things? Certainly I do not
ﬁt this bill! Do not think of these personal characteristics from an all-or-nothing
perspective; rather, consider them on a continuum. A given trait may be highly
characteristic of you, at one extreme, or it may be very uncharacteristic of you, at
the other extreme. I have presented this picture of the therapeutic person with
the hope that you will examine it and develop your own concept of what personality traits you think are essential to strive for to promote your own personal
growth. For a more detailed discussion of the person of the counselor and the
role of the therapeutic relationship in outcomes of treatments, see Psychotherapy
Relationships That Work (Norcross, 2002b) and Master Therapists: Exploring Expertise in Therapy and Counseling (Skovholt & Jennings, 2004).

Personal Therapy for the Counselor
Discussion of the counselor as a therapeutic person raises another issue debated in counselor education: Should people be required to participate in counseling or therapy before they become practitioners? My view is that counselors
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can beneﬁt greatly from the experience of being clients at some time, a view
that is supported by research. Some type of self-exploration can increase your
level of self-awareness. This experience can be obtained before your training,
during it, or both, but I strongly support some form of personal exploration as
vital preparation in learning to counsel others.
The vast majority of mental health professionals have experienced personal therapy, typically on several occasions (Geller, Norcross, & Orlinsky, 2005b).
A review of research studies on the outcomes and impacts of the psychotherapist’s own psychotherapy revealed that more than 90% of mental health professionals report satisfaction and positive outcomes from their own counseling
experiences (Orlinsky, Norcross, Ronnestad, & Wiseman, 2005). Geller, Norcross, and Orlinsky (2005b) stated: “Fully 85% of therapists who have undergone therapy report having had at least one experience of great or very great
beneﬁt to themselves personally, and 78% relate that therapy has been a strong
positive inﬂuence on their own professional development” (p. 3).
Orlinsky and colleagues (2005) suggest that personal therapy contributes
to the therapist’s professional work in the following three ways: (1) as part of
the therapist’s training, personal therapy offers a model of therapeutic practice in which the trainee experiences the work of a more experienced therapist
and learns experientially what is helpful or not helpful; (2) a beneﬁcial experience in personal therapy can further enhance a therapist’s interpersonal skills
that are essential to skillfully practicing therapy; and (3) successful personal
therapy can contribute to a therapist’s ability to deal with the ongoing stresses
associated with clinical work.
In his 25 years of conducting research on the personal therapy of mental
health professionals, Norcross (2005) has gathered self-reported outcomes that
reveal positive gains in multiple areas, including self-esteem, work functioning, social life, emotional expression, intrapersonal conﬂicts, and symptom severity. When it comes to speciﬁc lasting lessons that practitioners learn from
their personal therapy experiences, the most frequent responses pertain to interpersonal relationships and the dynamics of psychotherapy. Some of these
lessons learned are the centrality of warmth, empathy, and the personal relationship; having a sense of what it is like to be a therapy client; appreciating the
importance of learning how to deal with transference and countertransference;
and valuing patience and tolerance. Norcross (2005) noted, “It seems virtually
impossible to have undergone personal therapy without emerging with heightened appreciation of the interpersonal relationship between patient and therapist and the vulnerability of a patient” (p. 844).
Personal psychotherapy is not an end in itself but a means to help potential
counselors become more therapeutic persons, thereby increasing their impact
on clients. Opportunities for self-exploration can be instrumental in helping
counselors-in-training assess their motivations for pursuing this profession.
Examining your values, needs, attitudes, and life experiences can illuminate
what you are getting from helping others. It is important to know why you want
to intervene in the lives of others. Self-exploration can help counselors avoid
the pitfalls of continually giving to others yet ﬁnding little personal satisfaction
from their efforts. There is value in continuing individual or group counseling
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when you begin practicing as a professional. Many seasoned psychotherapists
return to personal therapy at various times, which supports the conclusion that
this experience is viewed as an essential part of the practitioner’s ongoing personal and professional development (Norcross, 2005).
Through our work as therapists, we can expect to confront our own unexplored blocks related to loneliness, power, death, sexuality, our parents, and
other life challenges. This does not mean that we need to be free of conﬂ icts
before we can counsel others, but we should be aware of what these conﬂ icts
are and how they are likely to affect us as persons and as counselors. For example, if you have great difﬁculty dealing with anger or conﬂ ict, chances are
that you will not be able to assist clients who are dealing with their anger or
with relationships in conﬂ ict.
When I began counseling others, old wounds were opened and feelings
I had not explored in depth came to the surface. It was difﬁcult for me to encounter a client’s depression because I had failed to come to terms with the way
I had escaped from my own depression. I did my best to cheer up depressed
clients by talking them out of what they were feeling, mainly because of my
own inability to deal with such feelings. In the years I worked as a counselor in
a university counseling center, I frequently wondered what I could do for my
clients. I often had no idea what, if anything, my clients were getting from our
sessions. I couldn’t tell if they were getting better, staying the same, or getting
worse. It was very important to me to note progress and see change in my clients. Because I did not see immediate results, I had many doubts about whether
I could become an effective counselor. What I did not understand at the time
was that my clients needed to struggle to ﬁnd their own answers. It was my need
to see them feel better quickly, for then I would know that I was helping them.
It never occurred to me that clients often feel worse for a time as they give up
their defenses and open themselves to their pain.
Personal therapy can be instrumental in healing the healer. If student
counselors are not actively involved in the pursuit of healing their psychological wounds, they will probably have considerable difﬁculty entering the world
of a client. As counselors we can take our clients no further than we have been
willing to go in our own lives. If we are not committed personally to the value of
examining life, we will not be able to convince clients of the worth of personal
exploration. Through being clients ourselves, we have an experiential frame of
reference with which to view ourselves. This provides a basis for understanding and compassion for our clients, for we can draw on our own memories of
reaching impasses in our therapy, of both wanting to go further and at the same
time resisting change. Our own therapy can help us develop patience with our
patients! We learn what it feels like to deal with anxieties that are aroused by
self-disclosure and self-exploration. Being willing to participate in a process of
self-exploration can reduce the chances of assuming an attitude of arrogance
or of being convinced that we are totally healed. Our own therapy might also
help us avoid assuming a stance of superiority over others and make it less
likely that we would treat people as objects to be pitied or disrespected. Indeed,
experiencing counseling as a client is very different from merely reading about
the counseling process.
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Yalom (2003) strongly recommends that trainees engage in their own personal therapy, contending that it is the most important part of psychotherapy training. His rationale is based on the assumption that the therapist’s most valuable
instrument is his or her own self. Yalom believes there is no better way for trainees to learn about psychotherapy than by entering it as clients, and he suggests a
return to therapy at various phases in life: “Self-exploration is a lifelong process,
and I recommend that therapy be as deep and prolonged as possible—and that
the therapist enter therapy at many different stages of life” (p. 41).
An important reason for having students-in-training receive some form
of psychotherapy is to help them learn to deal with countertransference* (the
process of seeing themselves in their clients, of overidentifying with their clients, or of meeting their needs through their clients). Recognizing the manifestations of their countertransference reactions is an essential skill of effective
counselors. Unless counselors are aware of their own conﬂicts, needs, assets,
and liabilities, they can use the therapy hour more for their own purposes than
for being available for their clients, which becomes an ethical issue. Unaware
counselors are in danger of being carried away on the client’s emotional tidal
wave, which is of no help to themselves or their client. It is unrealistic to think
that counselors can completely rid themselves of any traces of countertransference or that they can ever fully resolve certain issues from the past. But they
can become aware of the signs of these reactions and can deal with these feelings in their own therapy and supervision sessions.
For a comprehensive discussion of personal therapy for counselors, see The
Psychotherapist’s Own Psychotherapy: Patient and Clinician Perspectives (Geller,
Norcross, & Orlinsky, 2005a).

The Counselor’s Values and the Therapeutic Process
As alluded to in the previous section, the importance of self-exploration for
counselors carries over to the values and beliefs they hold. My experience in
teaching and supervising students of counseling shows me how crucial it is that
students be aware of their values, of where and how they acquired them, and of
how their values inﬂuence their interventions with clients. A key focus for the
process of self-searching is examining how your values are likely to affect your
work as a counselor.

The Role of Values in Counseling
The degree to which counselors’ values should enter into a therapeutic relationship is a matter of debate. As counselors we are often taught not to let our values
show lest they bias the direction clients are likely to take. Yet we are simply not
value-neutral, nor are we value-free; our therapeutic interventions rest on core
values. Even the choice of words we use expresses our value system. It is neither
possible nor desirable for counselors to be neutral with respect to values in the
counseling relationship. Although our values do inﬂuence the way we practice, it
*Boldface terms are deﬁ ned in this book and in the glossary in the Student Manual.
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is possible to maintain a sense of objectivity. Even if objectivity may be difﬁcult
to achieve, we can strive to avoid being encapsulated by our subjectivity.
Counselors need to guard against the tendency to assume either of two extreme positions. At one extreme are counselors who hold deﬁ nite and absolute
beliefs and see it as their job to exert inﬂuence on clients to adopt their values.
These counselors tend to direct their clients toward the attitudes and values
they judge to be “right.” At the other extreme are counselors who maintain that
they should keep their values out of their work and that the ideal is to strive for
value-free counseling. Because these counselors are so intent on not inﬂuencing their clients, they run the risk of immobilizing themselves.
Research has shown that counselors’ values inﬂuence all aspects of the
therapeutic process, including assessment strategies, therapy goals, identifying
what client problems will be the focus of treatment, choice of techniques, and
evaluation of therapeutic outcomes. Clients are inﬂuenced by therapists’ values and often adopt some of these values (Richards, Rector, & Tjeltveit, 1999).
According to Falender and Shafranske (2004), it is no longer tenable to assume
that practicing psychotherapy is value-neutral. Counselors need to take into
consideration the role of personal inﬂuence in their practices.
From my perspective, the counselor’s role is to create a climate in which
clients can examine their thoughts, feelings, and actions and eventually arrive
at solutions that are best for them. Your task is to assist individuals in ﬁnding
answers that are most congruent with their own values. It is critical that you become aware of the nature of your values and how your beliefs and standards operate on the interventions you utilize in your professional work. Your function
as a counselor is not to convince clients of the proper course to take but to help
them evaluate their behavior so that they can determine the degree to which it is
working for them. If clients acknowledge that what they are doing is not getting
them what they want, it is appropriate to assist them in developing new ways of
thinking and behaving to help them move closer to their goals. This is done with
full respect to their right to decide which values they will use as a framework
for living. Individuals seeking counseling are the ones who need to clarify their
own values and goals, make informed decisions, choose a course of action, and
assume responsibility and accountability for the decisions they make. It is essential that the counselor not short-circuit a client’s exploration.
The question of the inﬂuence of the counselor’s values on the client has ethical implications. Goals and therapeutic methods are expressions of the counselor’s philosophy of life. Value imposition refers to counselors directly attempting to deﬁne a client’s values, attitudes, beliefs, and behaviors. It is possible for
counselors to impose their values either actively or passively. Counselors are cautioned about not imposing their values on their clients. On this topic, the American Counseling Association’s Code of Ethics (ACA, 2005) has this standard:
Personal Values. Counselors are aware of their own values, attitudes, beliefs,
and behaviors and avoid imposing values that are inconsistent with counseling
goals and respect for the diversity of clients, trainees, and research participants. (A.4.b.)

Even though therapists should not directly teach the client or impose speciﬁc values, therapists do implement a philosophy of counseling, which is, in
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effect, a philosophy of life. Counselors communicate their values by the therapeutic goals to which they subscribe and by the procedures they employ to
reach these goals.

The Role of Values in Developing Therapeutic Goals
Who should establish the goals of counseling? Almost all theories are in agreement that it is largely the client’s responsibility to decide upon goals, collaborating with the therapist as therapy proceeds. Counselors have general goals,
which are reﬂected in their behavior during the therapy session, in their observations of the client’s behavior, and in the interventions they make. It is critical
that the general goals of counselors be congruent with the personal goals of the
client.
In my view, therapy ought to begin with an exploration of the client’s expectations and goals. Clients initially tend to have vague ideas of what they expect
from therapy. They may be seeking solutions to problems, they may want to
stop hurting, they may want to change others so they can live with less anxiety,
or they may seek to be different so that some signiﬁcant persons in their lives
will be more accepting of them. In some cases clients have no goals; they are
in the therapist’s ofﬁce simply because they were sent for counseling by their
parents, probation ofﬁcer, or teacher.
So where can a counselor begin? The initial interview can be used most
productively to focus on the client’s goals or lack of them. The therapist may
begin by asking any of these questions: What do you expect from counseling?
Why are you here? What do you want? What do you hope to leave with? How is
what you are currently doing working for you? What aspects of yourself or your
life situation would you most like to change?
Setting goals is inextricably related to values. The client and the counselor need to explore what they hope to obtain from the counseling relationship,
whether they can work with each other, and whether their goals are compatible. Even more important, it is essential that the counselor be able to understand, respect, and work within the framework of the client’s world rather than
forcing the client to ﬁt into the therapist’s scheme of values.

Becoming an Effective Multicultural Counselor
Part of the process of becoming an effective counselor involves learning how
to recognize diversity issues and shaping one’s counseling practice to ﬁt the
client’s worldview. It is an ethical obligation for counselors to develop sensitivity
to cultural differences if they hope to make interventions that are consistent
with the values of their clients. The therapist’s role is to assist clients in making decisions that are congruent with the clients’ worldview, not to live by the
therapist’s values.
Diversity in the therapeutic relationship is a two-way street. As a counselor,
you bring your own heritage with you to your work, so you need to recognize
the ways in which cultural conditioning has inﬂuenced the directions you take
with your clients. Unless the social and cultural context of clients and counselors are taken into consideration, it is difﬁcult to appreciate the nature of clients’

CHAPTER TWO k The Counselor: Person and Professional

25

struggles. Counseling students often hold values—such as making their own
choices, expressing what they are feeling, being open and self-revealing, and
striving for independence—that differ from the values of clients from different
cultural backgrounds. Clients may be very slow to disclose and have different
expectations about counseling than the therapist has. It is essential that counselors become aware of how clients from diverse cultures may perceive them
as therapists, as well as how clients may perceive the value of formal helping.
It is the task of counselors to determine whether the assumptions they have
made about the nature and functioning of therapy are appropriate for culturally diverse clients.
Clearly, effective counseling must take into account the impact of culture on
the client’s functioning, including the client’s degree of acculturation. Culture
is, quite simply, the values and behaviors shared by a group of individuals. It is
important to realize that culture refers to more than ethnic or racial heritage;
culture also includes factors such as age, gender, religion, sexual orientation,
physical and mental ability, and socioeconomic status.

Acquiring Competencies in Multicultural Counseling
Effective counselors understand their own cultural conditioning, the conditioning of their clients, and the sociopolitical system of which they are a part.
Acquiring this understanding begins with counselors’ awareness of the cultural origins of any values, biases, and attitudes they may hold. A major part of
becoming a diversity-competent counselor involves challenging the idea that
the values we hold are automatically true for others. We also need to understand how our values are likely to inﬂuence our practice with diverse clients
who embrace different values. Furthermore, becoming a diversity-competent
practitioner is not something that we arrive at once and for all; rather, it is an
ongoing process.
Sue, Arredondo, and McDavis (1992) and Arredondo and her colleagues
(1996) have developed a conceptual framework for competencies and standards
in multicultural counseling. Their dimensions of competency involve three areas: (1) beliefs and attitudes, (2) knowledge, and (3) skills. For a more in-depth
treatment of multicultural counseling and therapy competence, refer to Counseling the Culturally Diverse: Theory and Practice (D. W. Sue & Sue, 2008).

BELIEFS AND ATTITUDES First, effective counselors have moved from being
culturally unaware to ensuring that their personal biases, values, or problems
will not interfere with their ability to work with clients who are culturally different from them. They believe cultural self-awareness and sensitivity to one’s
own cultural heritage are essential for any form of helping. Counselors are
aware of their positive and negative emotional reactions toward persons from
other racial and ethnic groups that may prove detrimental to establishing collaborative helping relationships. They seek to examine and understand the
world from the vantage point of their clients. They respect clients’ religious and
spiritual beliefs and values. They are comfortable with differences between
themselves and others in terms of race, ethnicity, culture, and beliefs. Rather
than maintaining that their cultural heritage is superior, they are able to accept
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and value cultural diversity. They realize that traditional theories and techniques may not be appropriate for all clients or for all problems. Culturally
skilled counselors monitor their functioning through consultation, supervision, and further training or education.

KNOWLEDGE Second, culturally effective practitioners possess certain knowledge. They know speciﬁcally about their own racial and cultural heritage and
how it affects them personally and professionally. Because they understand the
dynamics of oppression, racism, discrimination, and stereotyping, they are in a
position to detect their own racist attitudes, beliefs, and feelings. They understand the worldview of their clients, and they learn about their clients’ cultural
background. They do not impose their values and expectations on their clients
from differing cultural backgrounds and avoid stereotyping clients. Culturally
skilled counselors understand that external sociopolitical forces inﬂuence all
groups, and they know how these forces operate with respect to the treatment
of minorities. These practitioners are aware of the institutional barriers that prevent minorities from utilizing the mental health services available in their communities. They possess knowledge about the historical background, traditions,
and values of the client populations with whom they work. They know about
minority family structures, hierarchies, values, and beliefs. Furthermore, they
are knowledgeable about community characteristics and resources. Those who
are culturally skilled know how to help clients make use of indigenous support
systems. In areas where they are lacking in knowledge, they seek resources to assist them. The greater their depth and breadth of knowledge of culturally diverse
groups, the more likely they are to be effective practitioners.

SKILLS AND INTERVENTION STRATEGIES Third, effective counselors have
acquired certain skills in working with culturally diverse populations. Counselors take responsibility for educating their clients about the therapeutic process, including matters such as setting goals, appropriate expectations, legal
rights, and the counselor’s orientation. Multicultural counseling is enhanced
when practitioners use methods and strategies and deﬁne goals consistent with
the life experiences and cultural values of their clients. Such practitioners modify and adapt their interventions to accommodate cultural differences. They do
not force their clients to ﬁt within one counseling approach, and they recognize
that counseling techniques may be culture-bound. They are able to send and
receive both verbal and nonverbal messages accurately and appropriately. They
become actively involved with minority individuals outside the ofﬁce (community events, celebrations, and neighborhood groups). They are willing to seek
out educational, consultative, and training experiences to enhance their ability
to work with culturally diverse client populations. They consult regularly with
other multiculturally sensitive professionals regarding issues of culture to determine whether referral may be necessary.

Incorporating Culture in Counseling Practice
Although increased attention is being given to course work in multicultural issues, many practitioners remain uncertain about how and when to incorporate
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multicultural awareness and skills in their clinical practice (Cardemil & Battle,
2003). One way to actively incorporate a multicultural dimension is to initiate
open discussions with clients regarding issues of race and ethnicity. Cardemil
and Battle contend that doing so enhances the therapeutic alliance and promotes better treatment outcomes. To provoke thought and stimulate conversation about race and ethnicity, they suggest that therapists incorporate these
recommendations throughout the therapeutic process:
• Suspend preconceptions about clients’ race/ethnicity and that of their
family members. Avoid making incorrect assumptions that could impede
the development of the therapeutic relationship by asking clients early in
the therapy process how they identify their race/ethnicity.
• Engage clients in conversations about race and ethnicity to avoid stereotyping and making faulty assumptions. Clients may be quite different
from other members of their racial/ethnic group.
• Address how racial/ethnic differences between therapist and client might
affect the therapy process. Although it is not possible to identify every
between-group difference that could surface during the course of therapy,
therapists need to be willing to consider the relevance of racial/ethnic differences with clients.
• Acknowledge that power, privilege, and racism can affect interactions
with clients. Having discussions in these areas are invaluable in strengthening the therapeutic relationship.
• Recognize that the more comfortable therapists are with conversations
about race and ethnicity, the more easily they can respond appropriately
to clients who may be uncomfortable with such discussions.
• Remain open to ongoing learning about the various dimensions of culture and how they may affect therapeutic work. Be willing to identify
and examine your own personal worldview, assumptions, and personal
prejudices about other racial/ethnic groups. Realize that this skill does
not develop quickly or without effort.
It is unrealistic to expect a counselor to know everything about the cultural
background of a client, but some understanding of the client’s cultural and ethnic
background is essential. There is much to be said for letting clients teach counselors about relevant aspects of their culture. It is a good idea for counselors to ask
clients to provide them with the information they will need to work effectively.
Incorporating culture into the therapeutic process is not limited to working with
clients from a certain ethnic or cultural background. It is critical that therapists
take into account the worldview and background of every client. Failing to do this
seriously restricts the potential impact of the therapeutic endeavor.
In the case of individuals who have the experience of living in more than
one culture, it is useful to assess the degree of acculturation and identity development that has taken place. Clients often have allegiance to their culture
of origin, and yet they may ﬁnd certain characteristics of their new culture attractive. They may experience conﬂicts in integrating the two cultures in which
they live. Different rates of acculturation among family members is a common complaint of clients who are experiencing family problems. These core
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struggles can be explored productively in the therapeutic context if the counselor understands and respects this cultural conﬂ ict.

WELCOMING DIVERSITY Counseling is by its very nature diverse in a multicultural society, so it is easy to see that there are no ideal therapeutic approaches. Instead, different theories have distinct features that have appeal
for different cultural groups. Some theoretical approaches have limitations
when applied to certain populations. Effective multicultural practice demands
an open stance on the part of the practitioner, ﬂexibility, and a willingness
to modify strategies to ﬁt the needs and the situation of the individual client.
Practitioners who truly respect their clients will be aware of clients’ hesitations and will not be too quick to misinterpret this behavior. Instead, they will
patiently attempt to enter the world of their clients as much as they can. It is
not necessary for practitioners to have the same experiences as their clients,
but they should be open to a similar set of feelings and struggles. It is more
often by differences than by similarities that we are challenged to look at what
we are doing.

MULTICULTURAL GUIDELINES Western society is becoming increasingly diverse, yet our therapy models are based primarily on Eurocentric assumptions,
which do not always consider the inﬂuence and impact of racial and cultural
socialization (APA, 2003). To address the knowledge and skills needed in our
changing world, the American Psychological Association (2003) provides professionals with a framework for delivering services to our diverse population.
Although these guidelines have been developed speciﬁcally to aid psychologists, other practitioners may also ﬁ nd them useful.
1. “Psychologists are encouraged to recognize that, as cultural beings, they
may hold attitudes and beliefs that can detrimentally inﬂuence their perceptions of and interactions with individuals who are ethnically and racially different from themselves” (p. 382).
2. “Psychologists are encouraged to recognize the importance of multicultural
sensitivity/responsiveness to, knowledge of, and understanding about ethnically and racially different individuals” (p. 385).
3. “As educators, psychologists are encouraged to employ the constructs of
multiculturalism and diversity in psychological education” (p. 386).
4. “Culturally sensitive psychological researchers are encouraged to recognize the importance of conducting culture-centered and ethical psychological research among persons from ethnic, linguistic, and racial minority
backgrounds” (p. 388).
5. “Psychologists are encouraged to apply culturally appropriate skills in clinical and other applied psychological practices” (p. 390).
6. “Psychologists are encouraged to use organizational change processes to
support culturally informed organizational (policy) development and practices” (p. 392).
These guidelines are a working document, not a dogmatic set of prescriptions. The integration of racial and ethnic factors into psychological theory,
practice, and research is a recent development.
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SOME ADDITIONAL PRACTICAL GUIDELINES If the counseling process is to
be effective, it is essential that cultural concerns be addressed with all clients.
Here are some additional guidelines that may increase your effectiveness when
working with clients from diverse backgrounds:
• Learn more about how your own cultural background has inﬂuenced your
thinking and behaving. Take steps to increase your understanding of
other cultures.
• Identify your basic assumptions, especially as they apply to diversity in
culture, ethnicity, race, gender, class, spirituality, religion, and sexual
orientation. Think about how your assumptions are likely to affect your
professional practice.
• Examine where you obtained your knowledge about culture.
• Learn to pay attention to the common ground that exists among people of
diverse backgrounds.
• Be ﬂexible in applying the methods you use with clients. Don’t be wedded
to a speciﬁc technique if it is not appropriate for a given client.
• Remember that practicing from a multicultural perspective can make
your job easier and can be rewarding for both you and your clients.
It takes time, study, and experience to become an effective multicultural
counselor. Multicultural competence cannot be reduced simply to cultural
awareness and sensitivity, to a body of knowledge, or to a speciﬁc set of skills.
Instead, it requires a combination of all of these factors.

Issues Faced by Beginning Therapists
In this section I identify some of the major issues that most of us typically
face, particularly during the beginning stages of learning how to be therapists.
When you complete formal course work and begin facing clients, you will be
put to the test of integrating and applying what you have learned. At that point
some real concerns are likely to arise about your adequacy as a person and as
a professional. Here are some useful guidelines for your reﬂection on dealing
with the challenge of becoming an effective counselor.

Dealing With Our Anxieties
Most beginning counselors have ambivalent feelings when meeting their ﬁ rst
clients. A certain level of anxiety demonstrates that we are aware of the uncertainties of the future with our clients and of our abilities to really be there for
them. Our willingness to recognize and deal with these anxieties, as opposed
to denying them, is a positive sign. That we have self-doubts is normal; it is
how we deal with them that counts. One way is to openly discuss them with a
supervisor and peers. The possibilities are rich for meaningful exchanges and
for gaining support from fellow interns who probably have many of the same
concerns and anxieties.

Being Ourselves and Disclosing Our Experience
Because we may be self-conscious and anxious when we begin counseling,
there is a tendency to be overly concerned with what the books say and with
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the mechanics of how to proceed. Inexperienced therapists too often fail to appreciate the values inherent in simply being themselves. It is possible to err
by going to extremes in two different directions. At one end are counselors
who lose themselves in their ﬁ xed role and hide behind a professional facade.
These counselors are so caught up in maintaining stereotyped role expectations that little of their personal selves shows through. At the other end are
therapists who strive too hard to prove that they are human. They tend to make
the mistake of inappropriately burdening their clients with their spontaneous
impressions about the clients. We are not being authentic at either end of these
extremes. If we are able to be ourselves in our therapeutic work, and appropriately disclose our experience in counseling sessions, we increase the chances
of being authentic and present. It is this level of genuineness and presence that
enables us to connect with our clients and to establish an effective therapeutic
relationship with them.

Avoiding Perfectionism
Perhaps one of the most common self-defeating beliefs with which we burden
ourselves is that we must never make a mistake. Although we may well know
intellectually that humans are not perfect, emotionally we often feel that there is
little room for error. I impress on my counseling students that they need not
burden themselves with the idea that they must be perfect. It takes courage to
admit imperfections, but there is a value in being open about being less than
perfect.
To be sure, you will make mistakes, whether you are a beginning or a seasoned therapist. If our energies are tied up presenting an image of perfection,
we will have little energy left to be present for our clients. I tell students to
challenge their notions that they should know everything and should be perfectly skilled. I encourage them to share their mistakes or what they perceive as
errors during their supervision meetings. Students willing to risk making mistakes in supervised learning situations and willing to reveal their self-doubts
will ﬁnd a direction that leads to growth.

Being Honest About Our Limitations
We cannot realistically expect to succeed with every client. It takes honesty
to admit that we cannot work successfully with every client. It is important to
learn when and how to make a referral for clients when our limitations prevent
us from helping them. However, there is a delicate balance between learning
our realistic limits and challenging what we sometimes think of as being “limits.” Before deciding that you do not have the life experiences or the personal
qualities to work with a given population, try working in a setting with a population you do not intend to specialize in. This can be done through diversiﬁed
ﬁeld placements or visits to agencies.

Understanding Silence
Silent moments during a therapeutic session may seem like silent hours to a
beginning therapist, yet this silence can have many meanings. The client may
be quietly thinking about some things that were discussed earlier or evaluating
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some insight just acquired. The client may be waiting for the therapist to take
the lead and decide what to say next, or the therapist may be waiting for the
client to do this. Either the client or the therapist may be distracted or preoccupied, or neither may have anything to say for the moment. The client and the
therapist may be communicating without words. The silence may be refreshing, or the silence may be overwhelming. Perhaps the interaction has been on
a surface level, and both persons have some fear or hesitancy about getting to
a deeper level. When silence occurs, acknowledge and explore with your client
the meaning of the silence.

Dealing With Demands from Clients
A major issue that puzzles many beginning counselors is how to deal with clients who seem to make constant demands. Because therapists feel that they
should extend themselves in being helpful, they often burden themselves with
the unrealistic standard that they should give unselﬁ shly regardless of how
great the demands on them are. The demands may manifest themselves in a
variety of ways. Clients may want to see you more often or for a longer period
than you can provide. They may want to see you socially. Some clients may
expect you to continually demonstrate how much you care or demand that you
tell them what to do and how to solve a problem. One way of heading off these
demands is to make your expectations and boundaries clear during the initial
counseling sessions or in the disclosure statement.

Dealing With Clients Who Lack Commitment
Many clients are involuntary in that they are required by a court order to obtain
therapy. In these cases you may well be challenged in your attempt to establish
a working relationship. But it is possible to do effective work with mandated
clients.
Practitioners who work with involuntary clients must begin by openly discussing the nature of the relationship. Frequently, resistance is brought about
by a counselor who omits preparation and who does not address a client’s
thoughts and feelings about coming to counseling. It is critical that therapists
not promise what they cannot or will not deliver. It is good practice to make
clear the limits of conﬁdentiality as well as any other factors that may affect the
course of therapy. In working with involuntary clients it is especially important
to prepare them for the process; doing so can go a long way toward lessening
resistance.

Tolerating Ambiguity
Many beginning therapists experience the anxiety of not seeing immediate
results. They ask themselves: “Am I really doing my client any good? Is the
client perhaps getting worse?” I hope you will learn to tolerate the ambiguity of not knowing for sure whether your client is improving, at least during
the initial sessions. Realize that clients may seemingly “get worse” before they
show therapeutic gains. Also, realize that the fruitful effects of the joint efforts
of the therapist and the client may manifest themselves after the conclusion of
therapy.
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Avoiding Losing Ourselves in Our Clients
A common mistake for beginners is worrying too much about clients. There
is a danger of incorporating clients’ dynamics into our own personality. We
lose sleep wondering what decisions they are making. We sometimes identify
so closely with clients that we lose our own sense of identity and assume their
identity, which makes it difﬁcult for us to intervene effectively. We need to learn
how to “let clients go” and not carry around their problems until we see them
again. The most therapeutic thing is to be as fully present as we are able to be
during the therapy hour, but to let them assume the responsibility of their living and choosing outside of the session. If we become lost in clients’ struggles
and confusion, we cease being effective agents in helping them ﬁnd solutions
to their problems. If we accept responsibility for our clients’ decisions, we are
blocking rather than fostering their growth.
Because it is not appropriate for us to use clients’ time to work through our
reactions to them, it is all the more important that we be willing to work on
ourselves in our own sessions with another therapist, supervisor, or colleague.
If we do not engage in this kind of self-exploration, we increase the danger of
losing ourselves in our clients and using them to meet our unfulﬁ lled needs.

Developing a Sense of Humor
Therapy is a responsible endeavor, but it need not be deadly serious. Both clients and counselors can enrich a relationship through humor. What a welcome
relief when we can admit that pain is not our exclusive domain. It is important to recognize that laughter or humor does not mean that work is not being
accomplished. There are times, of course, when laughter is used to cover up
anxiety or to escape from the experience of facing threatening material. The
therapist needs to distinguish between humor that distracts and humor that
enhances the situation.

Sharing Responsibility With the Client
You might struggle with ﬁnding the optimum balance in sharing responsibility
with your clients. One mistake is to assume full responsibility for the direction
and outcomes of therapy. This will lead to taking from your clients their rightful
responsibility if they are to become empowered by making their own decisions.
It could also increase the likelihood of your early burnout. Another mistake is
for you to refuse to accept the responsibility for making accurate assessments
and designing appropriate treatment plans for your clients. How responsibility
will be shared should be addressed early in the course of counseling. It is your
responsibility to discuss speciﬁc matters such as length and overall duration of
the sessions, conﬁdentiality, general goals, and methods used to achieve goals.
(Informed consent is discussed in Chapter 3.)
It is important to be alert to your clients’ efforts to get you to assume responsibility for directing their lives. Many clients seek a “magic answer” as a
way of escaping the anxiety of making their own decisions. It is not your role to
assume responsibility for directing your clients’ lives. Collaboratively designing contracts and homework assignments with your clients can be instrumental
in your clients’ increasingly ﬁnding direction within themselves. Perhaps the
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best measure of our effectiveness as counselors is the degree to which clients
are able to say to us, “I appreciate what you have been to me, and because of
your faith in me, and what you have taught me, I am conﬁdent that I can go it
alone.” Eventually, if we are effective, we will be out of business!

Declining to Give Advice
Quite often clients who are suffering come to a therapy session seeking and
even demanding advice. They want more than direction; they want a wise
counselor to make a decision or resolve a problem for them. However, counseling should not be confused with dispensing information. Therapists help clients discover their own solutions and recognize their own freedom to act. Even
if we, as therapists, were able to resolve clients’ struggles for them, we would
be fostering their dependence on us. They would continually need to seek our
counsel for every new twist in their difﬁculties. Our task is to help clients make
independent choices and accept the consequences of their choices. The habitual
practice of giving advice does not work toward this end.

Deﬁ ning Your Role as a Counselor
One of your challenges as a counselor will be to deﬁne and clarify your professional role. As you read about the various theoretical orientations in Part 2, you
will discover the many different roles of counselors that are related to these
diverse theories. As a counselor, you will likely be expected to function with a
diverse range of roles.
From my perspective, the central function of counseling is to help clients
recognize their own strengths, discover what is preventing them from using
their resources, and clarify what kind of life they want to live. Counseling is
a process by which clients are invited to look honestly at their behavior and
make certain decisions about how they want to modify the quality of their life.
In this framework counselors provide support and warmth, yet care enough to
challenge clients so that they will be able to take the actions necessary to bring
about signiﬁcant change.
Keep in mind that the professional roles you assume are likely to be dependent on factors such as the client populations with whom you are working, the
speciﬁc therapeutic services you are providing, the particular stage of counseling, and the setting in which you work. Your role will not be deﬁ ned once and
for all. You will have to reassess the nature of your professional commitments
and redeﬁne your role at various times.

Learning to Use Techniques Appropriately
When you are at an impasse with a client, you may have a tendency to look for
a technique to get the sessions moving. As discussed in Chapter 1, relying on
techniques too much can lead to mechanical counseling. Ideally, therapeutic
techniques should evolve from the therapeutic relationship and the material
presented, and they should enhance the client’s awareness or suggest possibilities for experimenting with new behavior. Know the theoretical rationale
for each technique you use, and be sure the techniques are appropriate for
the goals of therapy. This does not mean that you need to restrict yourself to
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drawing on procedures within a single model; quite the contrary. However,
it is important to avoid using techniques in a hit-or-miss fashion, to ﬁ ll time,
to meet your own needs, or to get things moving. Your methods need to be
thoughtfully chosen as a way to help clients make therapeutic progress.

Developing Your Own Counseling Style
Be aware of the tendency to copy the style of a supervisor, therapist, or some
other model. There is no one way to conduct therapy, and wide variations in approach can be effective. You will inhibit your potential effectiveness in reaching others if you attempt to imitate another therapist’s style or if you ﬁt most
of your behavior during the session into the Procrustean bed of some expert’s
theory. Your counseling style will be inﬂuenced by your teachers, therapists,
and supervisors, but don’t blur your potential uniqueness by trying to imitate
them. I advocate borrowing from others, yet, at the same time, doing it in a way
that is distinctive to you.

Staying Vital as a Person and as a Professional
Ultimately, our single most important instrument is the person we are, and
our most powerful technique is our ability to model aliveness and realness. It
is an ethical mandate that we take care of ourselves, for how can we take care
of others if we are not taking care of ourselves? We need to work at dealing
with those factors that threaten to drain life from us and render us helpless. I
encourage you to consider how you can apply the theories you will be studying
to enhance your life from both a personal and a professional standpoint. If you
are aware of the factors that sap your vitality as a person, you are in a better
position to prevent the condition known as professional burnout.
Learn to look within yourself to determine what choices you are making
(and not making) to keep yourself vital. This can go a long way toward preventing what some people consider to be an inevitable condition associated with the
helping professions. You have considerable control over whether you become
burned out or not. You cannot always control stressful events, but you do have
a great deal of control over how you interpret and react to these events. It is
important to realize that you cannot continue to give and give while getting
little in return. There is a price to pay for always being available and for assuming responsibility over the lives and destinies of others. Become attuned
to the subtle signs of burnout rather than waiting for a full-blown condition of
emotional and physical exhaustion to set in. You would be wise to develop your
own strategy for keeping yourself alive personally and professionally.
Self-monitoring is a crucial ﬁrst step in self-care. If you make an honest
inventory of how well you are taking care of yourself in speciﬁc domains, this
can give you a framework for deciding what you may want to change. By making periodic assessments of the direction of your own life, you can determine
whether you are living the way you want. If not, decide what you are willing
to actually do to make changes occur. By being in tune with yourself, by having the experience of centeredness and solidness, and by feeling a sense of
personal power, you have the foundation for integrating your life experiences
with your professional experiences. Such an awareness can provide the basis
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for retaining your physical and psychological vitality and for being an effective
professional.
If you are interested in doing supplementary reading on therapist self-care,
I highly recommend Leaving It at the Ofﬁce: A Guide to Psychotherapist Self-Care
(Norcross & Guy, 2007) and Caring for Ourselves: A Therapist’s Guide to Personal
and Professional Well-Being (Baker, 2003).

Summary
One of the basic issues in the counseling profession concerns the signiﬁcance
of the counselor as a person in the therapeutic relationship. In your professional work, you are asking people to take an honest look at their lives and to make
choices concerning how they want to change, so it is critical that you do this in
your own life. Ask yourself questions such as “What do I personally have to
offer others who are struggling to ﬁ nd their way?” and “Am I doing in my own
life what I may be urging others to do?”
You can acquire an extensive theoretical and practical knowledge and can
make that knowledge available to your clients. But to every therapeutic session you also bring yourself as a person. If you are to promote change in your
clients, you need to be open to change in your own life. This willingness to attempt to live in accordance with what you teach and thus to be a positive model
for your clients is what makes you a “therapeutic person.”
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Introduction
This chapter introduces some of the ethical principles and issues that will be a
basic part of your professional practice. Its purpose is to stimulate you to think
about ethical practice so that you can form a sound basis for making ethical
decisions. To help you make these decisions, you can consult with colleagues,
keep yourself informed about laws affecting your practice, keep up to date in
your specialty ﬁeld, stay abreast of developments in ethical practice, reﬂect on
the impact your values have on your practice, and be willing to engage in honest self-examination. Topics addressed include balancing clients’ needs against
your own needs, ways of making sound ethical decisions, educating clients
about their rights, parameters of conﬁdentiality, ethical concerns in counseling
diverse client populations, ethical issues involving diagnosis, evidence-based
practice, and dealing with dual and multiple relationships.
At times students think of ethics in a negative way, merely as a list of rules and
prohibitions that result in sanctions and malpractice actions if practitioners do not
follow them. Mandatory ethics is the view of ethical practice that deals with the
minimum level of professional practice, whereas aspirational ethics is a higher level
of ethical practice that addresses doing what is in the best interests of clients. Ethics is more than a list of things to avoid for fear of being punished. Ethics is a way
of thinking about becoming the best practitioner possible. Positive ethics is an approach taken by practitioners who want to do their best for clients rather than simply meet minimum standards to stay out of trouble (Knapp & VandeCreek, 2006).
Knowing and following your profession’s code of ethics is part of being an
ethical practitioner, but these codes do not make decisions for you. As you become involved in counseling, you will ﬁnd that interpreting the ethical guidelines of your professional organization and applying them to particular situations demand the utmost ethical sensitivity. Even responsible practitioners
differ over how to apply established ethical principles to speciﬁc situations. In
your professional work you will be challenged to deal with questions that do
not always have obvious answers. You will have to assume responsibility for
deciding how to act in ways that will further the best interests of your clients.
You will need to reexamine the ethical questions raised in this chapter throughout your professional life. You can beneﬁt from both formal and informal opportunities to discuss ethical dilemmas during your training program. Even if you resolve
some ethical matters while completing a graduate program, there is no guarantee
that they have been settled once and for all. These topics are bound to take on new
dimensions as you gain more experience. Oftentimes students burden themselves
unnecessarily with the expectation that they should resolve all potential ethical
problem areas before they begin to practice. Ethical decision making is an evolutionary process that requires you to be continually open and self-reﬂective.

Putting Clients’ Needs Before Your Own
As counselors we cannot always keep our personal needs completely separate from our relationships with clients. Ethically, it is essential that we become aware of our own needs, areas of unﬁnished business, potential personal
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problems, and our sources of countertransference. We need to realize how such
factors could interfere with effectively and ethically serving our clients.
Our professional relationships with our clients exist for their beneﬁt. A useful question to frequently ask yourself is this: “Whose needs are being met in
this relationship, my client’s or my own?” It takes considerable professional maturity to make an honest appraisal of how your behavior affects your clients. It is
not unethical for us to meet our personal needs through our professional work,
but it is essential that these needs be kept in perspective. An ethical problem exists when we meet our needs, in either obvious or subtle ways, at the expense of
our clients’ needs. It is crucial that we avoid exploiting or harming clients.
What do we need to be aware of? We all have certain blind spots and distortions of reality. As helping professionals, we have responsibilities to work
actively toward expanding our own self-awareness and to learn to recognize
areas of prejudice and vulnerability. If we are aware of our personal problems
and are willing to work through them, there is less chance that we will project
them onto clients. If certain problem areas surface and old conﬂ icts become
reactivated, we have an ethical obligation to seek personal therapy to avoid
harming our clients.
We must also examine other, less obviously harmful personal needs that
can get in the way of creating growth-producing relationships, such as the need
for control and power; the need to be nurturing and helpful; the need to change
others in the direction of our own values; the need for feeling adequate, particularly when it becomes overly important that the client conﬁ rm our competence; and the need to be respected and appreciated. Although these needs are
not necessarily unhealthy, it is essential that our needs be met outside of our
work as therapists if we are to be involved with helping others ﬁ nd satisfaction
in their lives. It is crucial that we do not meet our needs at the expense of our
clients. For an expanded discussion of this topic, see Corey and Corey (2007,
chap. 1).

Ethical Decision Making
As a practitioner you will ultimately have to apply the ethics codes of your profession to the many practical problems you face. You will not be able to rely
on ready-made answers given by professional organizations, which typically
provide only broad guidelines for responsible practice.
Part of the process of making ethical decisions involves learning about the
resources from which you can draw when you are dealing with an ethical question. Although you are ultimately responsible for making ethical decisions, you
do not have to do so alone. You should also be aware of the consequences of
practicing in ways that are not sanctioned by organizations of which you are a
member or the state in which you are licensed to practice.

The Role of Ethics Codes as a Catalyst for Improving Practice
Professional codes of ethics serve a number of purposes. They educate counseling practitioners and the general public about the responsibilities of the profession. They provide a basis for accountability, and through their enforcement,
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clients are protected from unethical practices. Perhaps most important, ethics
codes can provide a basis for reﬂecting on and improving your professional
practice. Self-monitoring is a better route for professionals to take than being
policed by an outside agency (Herlihy & Corey, 2006a).
From my perspective, one of the unfortunate trends is for ethics codes to
increasingly take on legalistic dimensions. Many practitioners are so anxious
about becoming embroiled in a lawsuit that they gear their practices mainly
toward fulﬁlling legal minimums rather than thinking of what is right for their
clients. If we get too caught up in our fears of being sued, chances are that
we will not be very creative or effective in our work. In this era of litigation,
it makes sense to be aware of the legal aspects of practice and to do what is
possible to reduce the chances of malpractice action, but it is a mistake to confuse behaving legally with being ethical. Although following the law is part
of ethical behavior, being an ethical practitioner involves far more. One of the
best ways to prevent being sued for malpractice rests in demonstrating respect
for clients, having their welfare as a central concern, and practicing within the
framework of professional codes.
Over time, most of the ethics codes of various mental health professions
have evolved into lengthy documents, setting forth what is desired behavior
and proscribing behavior that may not serve the client’s welfare. This is an illustration of negative ethics (Knapp & VandeCreek, 2006). Even though codes are
becoming more speciﬁc, they do not convey ultimate truth, nor do they provide
ready-made answers for the ethical dilemmas that practitioners will encounter.
Ultimately, professionals are expected to exercise prudent judgment when it
comes to interpreting and applying ethical principles to speciﬁc situations. In
my view, ethics codes are best used as guidelines to formulate sound reasoning and serve practitioners in making the best judgments possible. No code of
ethics can delineate what would be the appropriate or best course of action in
each problematic situation a professional will face. (See the list of professional
organizations at the end of this chapter, each of which has its own code of ethics
that you can access through its website.)

Some Steps in Making Ethical Decisions
There are a number of different models for ethical decision making; most tend
to focus on the application of principles to ethical dilemmas. After reviewing
a few of these models, my colleagues and I have identiﬁed a series of procedural steps to help you think through ethical problems (see Corey, Corey, &
Callanan, 2007; Corey, Corey, & Haynes, 2003):
• Identify the problem or dilemma. Gather information that will shed
light on the nature of the problem. This will help you decide whether the
problem is mainly ethical, legal, professional, clinical, or moral.
• Identify the potential issues. Evaluate the rights, responsibilities, and welfare of all those who are involved in the situation.
• Look at the relevant ethics codes for general guidance on the matter.
Consider whether your own values and ethics are consistent with or in
conﬂict with the relevant guidelines.
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• Consider the applicable laws and regulations, and determine how they
may have a bearing on an ethical dilemma.
• Seek consultation from more than one source to obtain various
perspectives on the dilemma, and document in the client’s record what
suggestions you received from this consultation.
• Brainstorm various possible courses of action. Continue discussing options with other professionals. Include the client in this process
of considering options for action. Again, document the nature of this
discussion with your client.
• Enumerate the consequences of various decisions, and reﬂect on the implications of each course of action for your client.
• Decide on what appears to be the best possible course of action. Once
the course of action has been implemented, follow up to evaluate the
outcomes and to determine if further action is necessary. Document the
reasons for the actions you took as well as your evaluation measures.
In reasoning through any ethical dilemma, there is rarely just one course
of action to follow, and practitioners may make different decisions. The more
subtle the ethical dilemma, the more difﬁcult the decision-making process.
Professional maturity implies that you are open to questioning and that
you are willing to discuss your quandaries with colleagues. In seeking consultation, it is generally possible to protect the identity of your client and still get
useful input that is so critical to making sound ethical decisions. Because ethics
codes do not make decisions for you, demonstrate a willingness to explore various aspects of a problem, raise questions, discuss ethical concerns with others,
and continually clarify your values and examine your motivations. To the degree that it is possible, include the client in all phases of the ethical decisionmaking process. Again, keep in mind the importance of documenting how you
included your client as well as the steps you took to ensure ethical practice.

The Right of Informed Consent
Regardless of your theoretical framework, informed consent is an ethical and
legal requirement that is an integral part of the therapeutic process. It also establishes a basic foundation for creating a working alliance and a collaborative
partnership between the client and the therapist. Informed consent involves
the right of clients to be informed about their therapy and to make autonomous decisions pertaining to it. Providing clients with information they need
to make informed choices tends to promote the active cooperation of clients in
their counseling plan. By educating your clients about their rights and responsibilities, you are both empowering them and building a trusting relationship
with them. Seen in this light, informed consent is something far broader than
simply making sure clients sign the appropriate forms. It is a positive approach
that helps clients become active partners and true collaborators in their therapy. Some aspects of the informed consent process include the general goals of
counseling, the responsibilities of the counselor toward the client, the responsibilities of clients, limitations of and exceptions to conﬁdentiality, legal and
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ethical parameters that could deﬁne the relationship, the qualiﬁcations and
background of the practitioner, the fees involved, the services the client can
expect, and the approximate length of the therapeutic process. Further areas
might include the beneﬁts of counseling, the risks involved, and the possibility
that the client’s case will be discussed with the therapist’s colleagues or supervisors. This process of educating the client begins with the initial counseling
session and continues for the duration of counseling.
The challenge of fulﬁlling the spirit of informed consent is to strike a balance between giving clients too much information and giving them too little.
For example, it is too late to tell minors that you intend to consult with their
parents after they have disclosed that they are considering an abortion. In such
a case the young people involved have a right to know about the limitations of
conﬁdentiality before they make such highly personal disclosures. Clients can
be overwhelmed, however, if counselors go into too much detail initially about
the interventions they are likely to make. It takes both intuition and skill for
practitioners to strike a balance.
It is a good idea to have basic information about the therapy process in
writing, as well as discussing with clients topics that will enable them to get
the maximum beneﬁt from their counseling experience. Clients can take this
written information home and then bring up questions at the following session.
For a more complete discussion of informed consent and client rights, see Issues
and Ethics in the Helping Professions (Corey, Corey, & Callanan, 2007, chap. 5) and
Ethics in Psychotherapy and Counseling: A Practical Guide (Pope & Vasquez, 2007,
chap. 11).

Dimensions of Conﬁdentiality
Conﬁdentiality and privileged communication are two related but somewhat
different concepts. Both of these concepts are rooted in a client’s right to privacy. Conﬁdentiality is an ethical concept, and in most states the legal duty of
therapists to not disclose information about a client. Privileged communication
is a legal concept that generally bars the disclosure of conﬁdential communications in a legal proceeding (Committee on Professional Practice and Standards,
2003). All states have enacted into law some form of psychotherapist–client
privilege, but the speciﬁcs of this privilege vary from state to state. These laws
ensure that disclosures clients make in therapy will be protected from exposure by therapists in legal proceedings.
Conﬁdentiality is central to developing a trusting and productive client–
therapist relationship. Because no genuine therapy can occur unless clients
trust in the privacy of their revelations to their therapists, professionals have
the responsibility to deﬁne the degree of conﬁdentiality that can be promised.
Counselors have an ethical and legal responsibility to discuss the nature and
purpose of conﬁdentiality with their clients early in the counseling process.
In addition, clients have a right to know that their therapist may be discussing
certain details of the relationship with a supervisor or a colleague.
Although most counselors agree on the essential value of conﬁdentiality,
they realize that it cannot be considered an absolute. There are times when
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conﬁdential information must be divulged, and there are many instances in
which keeping or breaking conﬁdentiality becomes a cloudy issue. In determining when to breach conﬁdentiality, therapists must consider the requirements
of the law, the institution in which they work, and the clientele they serve. Because these circumstances are frequently not clearly deﬁned by accepted ethics
codes, counselors must exercise professional judgment.
There is a legal requirement to break conﬁdentiality in cases involving
child abuse, abuse of the elderly, abuse of dependent adults, and danger to self
or others. All mental health practitioners and interns need to be aware of their
duty to report in these situations and to know the limitations of conﬁdentiality. Here are some other circumstances in which information must legally be
reported by counselors:
• When the therapist believes a client under the age of 16 is the victim of
incest, rape, child abuse, or some other crime
• When the therapist determines that the client needs hospitalization
• When information is made an issue in a court action
• When clients request that their records be released to them or to a third
party
In general, the counselor’s primary obligation is to protect client disclosures as a vital part of the therapeutic relationship. Informing clients about the
limits of conﬁdentiality does not necessarily inhibit successful counseling.
For a more complete discussion of conﬁdentiality, see Issues and Ethics in
the Helping Professions (Corey, Corey, & Callanan, 2007, chap. 6), The Ethical and
Professional Practice of Counseling and Psychotherapy (Sperry, 2007, chap. 6), and
Ethics in Psychotherapy and Counseling: A Practical Guide (Pope & Vasquez, 2007,
chaps. 16 & 17).

Ethical Issues in a Multicultural Perspective
Ethical practice requires that we take the client’s cultural context into account
in counseling practice. In this section we look at how it is possible for practitioners to practice unethically if they do not address cultural differences in
counseling practice.

Are Current Theories Adequate in Working
With Culturally Diverse Populations?
I believe current theories need to be, and can be, expanded to include a multicultural perspective. With respect to many of the traditional theories, assumptions made about mental health, optimum human development, the nature of
psychopathology, and the nature of effective treatment may have little relevance for some clients. A number of counseling theories were developed in an
era when little attention was paid to multicultural issues. For traditional theories to be relevant in a multicultural society, they must incorporate an interactive person-in-the-environment focus. That is, individuals are best understood
by taking into consideration salient cultural and environmental variables. It
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is essential for therapists to create therapeutic strategies that are congruent
with the range of values and behaviors that are characteristic of a pluralistic
society.

Is Counseling Culture-Bound?
Historically, therapists have relied on Western therapeutic models to guide
their practice and to conceptualize problems that clients present in mental
health settings (Ivey, D’Andrea, Ivey, & Simek-Morgan, 2007). Multicultural
specialists have asserted that theories of counseling and psychotherapy represent different worldviews, each with its own values, biases, and assumptions
about human behavior. Some writers have criticized traditional therapeutic
theories and practices as irrelevant for people of color and other special populations such as the elderly (D. W. Sue & Sue, 2008). Most techniques are derived
from counseling approaches developed by and for White, male, middle-class,
Western clients. These approaches may not be applicable to clients from different racial, ethnic, and cultural backgrounds. Western models of counseling
have some limitations when applied to special populations and cultural groups
such as Asian and Paciﬁc Islanders, Latinos, Native Americans, and African
Americans. Rigid adherence to traditional Western counseling theories often
results in ineffective outcomes for clients from diverse cultural backgrounds
(Ivey et al., 2007). Moreover, value assumptions made by culturally different
counselors and clients have resulted in culturally biased counseling and have
led to underuse of mental health services by diverse populations (Pedersen,
2000; D. W. Sue & Sue, 2008).
Contemporary therapy approaches originated in Euro-American culture
and are grounded on a core set of values. These approaches are neither valueneutral nor applicable to all cultures. For example, the values implicit in most
traditional counseling theories include an emphasis on individualism, the separate existence of the self, individuation as the foundation for maturity, and
decision making and responsibility resting with the individual rather than the
group. These values of individual choice and autonomy do not have universal
applicability. In some cultures the key values are collectivist, and primary consideration is given to what is good for the group. Regardless of the therapist’s
orientation, it is crucial to listen to clients and determine why they are seeking
help and how best to deliver the help that is appropriate for them. Unskilled
clinicians may inappropriately apply certain techniques that are not relevant
to particular clients. Competent therapists possess at least a minimum level of
knowledge and skills that they can bring to bear on any counseling situation.
These practitioners understand what their clients need and avoid forcing clients into a preconceived mold.

Focusing on Both Individual and Environmental Factors
A theoretical orientation provides practitioners with a map to guide them in a
productive direction with their clients. It is hoped that the theory orients them
but does not control what they attend to in the therapeutic venture. Counselors
who operate from a multicultural framework also have certain assumptions
and a focus that guides their practice. They view individuals in the context of
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the family and the culture, and their aim is to facilitate social action that will
lead to change within the client’s community rather than merely increasing
the individual’s insight. Both multicultural practitioners and feminist therapists maintain that therapeutic practice will be effective only to the extent that
interventions are tailored toward social action aimed at changing those factors
that are creating the client’s problem rather than blaming the client for his or
her condition. These topics are developed in more detail in later chapters.
An adequate theory of counseling does deal with the social and cultural
factors of an individual’s problems. However, there is something to be said for
helping clients deal with their response to environmental realities. Counselors
may well be at a loss in trying to bring about social change when they are sitting with a client who is in pain because of social injustice. By using techniques
from many of the traditional therapies, counselors can help clients increase
their awareness of their options in dealing with barriers and struggles. It is
essential to focus on both individual and social factors if change is to occur, as
the feminist, postmodern, and family systems approaches to therapy teach us.
Indeed, the person-in-the-environment perspective acknowledges this interactive reality. For a more detailed treatment of the ethical issues in multicultural
counseling, see D. W. Sue and Sue (2008), Pedersen (2000), and Corey, Corey,
and Callanan (2007, chap. 4).

Ethical Issues in the Assessment Process
Both clinical and ethical issues are associated with the use of assessment and
diagnostic procedures. As you will see when you study the various theories of
counseling, some approaches place heavy emphasis on the role of assessment
as a prelude to the treatment process; other approaches ﬁ nd assessment less
useful in this regard.

The Role of Assessment and Diagnosis in Counseling
Assessment and diagnosis are integrally related to the practice of counseling
and psychotherapy, and both are often viewed as essential for planning treatment. Regardless of their theoretical orientation, therapists need to engage
in assessment, which is generally an ongoing part of the therapeutic process.
Assessment should not precede and dictate intervention; rather, it is woven
in and out of the therapeutic process as a pivotal component of therapy itself
(Duncan, Miller, & Sparks, 2004). This assessment may be subject to revision as
the clinician gathers further data during therapy sessions. Some practitioners
consider assessment as a part of the process that leads to a formal diagnosis.
Assessment consists of evaluating the relevant factors in a client’s life to
identify themes for further exploration in the counseling process. Diagnosis,
which is sometimes part of the assessment process, consists of identifying a
speciﬁc mental disorder based on a pattern of symptoms that leads to a speciﬁc
diagnosis. Both assessment and diagnosis can be understood as providing direction for the treatment process.
Psychodiagnosis is the analysis and explanation of a client’s problems. It
may include an explanation of the causes of the client’s difﬁculties, an account
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of how these problems developed over time, a classiﬁcation of any disorders, a
speciﬁcation of preferred treatment procedure, and an estimate of the chances
for a successful resolution. The purpose of diagnosis in counseling and psychotherapy is to identify disruptions in a client’s present behavior and lifestyle.
Once problem areas are clearly identiﬁed, the counselor and client are able to
establish the goals of the therapy process, and then a treatment plan can be
tailored to the unique needs of the client. A diagnosis provides a working hypothesis that guides the practitioner in understanding the client. The therapy
sessions provide useful clues about the nature of the client’s problems. Thus
diagnosis begins with the intake interview and continues throughout the duration of therapy.
The classic book for guiding practitioners in making diagnostic assessments is the fourth edition of the American Psychiatric Association’s (2000)
Diagnostic and Statistical Manual of Mental Disorders, Text Revision (also known
as the DSM-IV-TR). Clinicians who work in community mental health agencies,
private practice, and other human service settings are generally expected to assess client problems within this framework. This manual advises practitioners
that it represents only an initial step in a comprehensive evaluation and that it
is necessary to gain information about the person being evaluated beyond that
required for a DSM-IV-TR diagnosis.
Although some clinicians view diagnosis as central to the counseling process, others view it as unnecessary, as a detriment, or as discriminatory against
ethnic minorities and women. Irvin Yalom (2003), who is a psychiatrist, recommends that therapists avoid diagnosis based on his belief that “diagnosis is
often counterproductive in the everyday psychotherapy of less severely impaired
patients” (p. 4). Yalom contends that diagnosis limits vision, diminishes a therapist’s ability to relate to a client as a person, and may result in a self-fulﬁlling
prophecy.

CONSIDERING ETHNIC AND CULTURAL FACTORS IN ASSESSMENT AND DIAGNOSIS A danger of the diagnostic approach is the possible failure of counselors to consider ethnic and cultural factors in certain patterns of behavior. The
DSM-IV-TR emphasizes the importance of being aware of unintentional bias
and keeping an open mind to the presence of distinctive ethnic and cultural
patterns that could inﬂuence the diagnostic process. Unless cultural variables
are considered, some clients may be subjected to erroneous diagnoses. Certain
behaviors and personality styles may be labeled neurotic or deviant simply because they are not characteristic of the dominant culture. Counselors who work
with African Americans, Asian Americans, Latinos, and Native Americans may
erroneously conclude that a client is repressed, inhibited, passive, and unmotivated, all of which are seen as undesirable by Western standards.

ASSESSMENT AND DIAGNOSIS FROM VARIOUS THEORETICAL PERSPECTIVES The theory from which you operate inﬂuences your thinking about
the use a diagnostic framework in your therapeutic practice. Many practitioners who use the cognitive behavioral approaches and the medical model place
heavy emphasis on the role of assessment as a prelude to the treatment process.
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The rationale is that speciﬁc therapy goals cannot be designed until a clear
picture emerges of the client’s past and present functioning. Counselors who
base their practices on the relationship-oriented approaches tend to view the
process of assessment and diagnosis as external to the immediacy of the clientcounselor relationship, impeding their understanding of the subjective world
of the client. As you will see in Chapter 12, feminist therapists contend that
traditional diagnostic practices are often oppressive and that such practices are
based on a White, male-centered, Western notion of mental health and mental
illness. Both the feminist perspective and the postmodern approaches (Chapter 13) charge that these diagnoses ignore societal contexts. Therapists with a
feminist, social constructionist, solution-focused, or narrative therapy orientation challenge many DSM-IV-TR diagnoses. However, these practitioners do
make assessments and draw conclusions about client problems and strengths.
Regardless of the particular theory espoused by a therapist, both clinical and
ethical issues are associated with the use of assessment procedures and possibly a diagnosis as part of a treatment plan.

A COMMENTARY ON ASSESSMENT AND DIAGNOSIS Is there a way to bridge
the gap between the extreme view that diagnosis is an essential part of therapy
and the extreme view that it is a detrimental factor? Most practitioners and
many writers in the ﬁeld consider assessment and diagnosis to be a continuing
process that focuses on understanding the client. The collaborative perspective
that involves the client as an active participant in the therapy process implies
that both the therapist and the client are engaged in a search-and-discovery
process from the ﬁrst session to the last. Even though some practitioners may
avoid formal diagnostic procedures and terminology, making tentative hypotheses and sharing them with clients throughout the process is a form of ongoing
diagnosis. This perspective on assessment and diagnosis is consistent with the
principles of feminist therapy, an approach that is critical of traditional diagnostic procedures.
Ethical dilemmas may be created when diagnosis is done strictly for insurance purposes, which often entails arbitrarily assigning a client to a diagnostic
classiﬁcation. However, it is a clinical, legal, and ethical obligation of therapists to screen clients for life-threatening problems such as organic disorders,
schizophrenia, bipolar disorder, and suicidal types of depression. Students
need to learn the clinical skills necessary to do this type of screening, which is
a form of diagnostic thinking.
It is essential to assess the whole person, which includes assessing dimensions of mind, body, and spirit. Therapists need to take into account the biological processes as possible underlying factors of psychological symptoms and
work closely with physicians. Clients’ values can be instrumental resources in
the search for solutions to their problems, and spiritual and religious values
often illuminate client concerns. For an excellent discussion of the role of spiritual and religious values in the assessment and treatment process, see Integrating Religion and Spirituality Into Counseling (Frame, 2003).
For a more detailed discussion of assessment and diagnosis in counseling
practice as it is applied to a single case, consult Case Approach to Counseling and
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Psychotherapy (Corey, 2009b), in which theorists from 11 different theoretical
orientations share their diagnostic perspectives on the case of Ruth.

The Value of Evidence-Based Practice
Mental health practitioners must choose the best therapeutic approach or interventions with a particular client. For many practitioners this choice is based on
their theoretical orientation. In recent years, however, practitioners have begun
promoting speciﬁc interventions for speciﬁc problems or diagnoses based on
empirically supported treatments (Cukrowicz et al., 2005; Deegear & Lawson,
2003). Increasingly, clinicians are encountering the concept of evidence-based
practice (McCabe, 2004). The central aim of evidence-based practice (EBP) is to
require psychotherapists to base their practice on techniques that have empirical evidence to support their efﬁcacy. Research studies empirically analyze the
most effective and efﬁcient treatments, which then can be widely implemented
in clinical practice (Norcross, Beutler, & Levant, 2006). Evidence-based practice
requires clinicians to be accountable to their clients and to have up-to-date information on effective treatments (Edwards, Dattilio, & Bromley, 2004).
Evidence-based practice is a potent force in psychotherapeutic practice today, and it may mandate the types of treatments therapists can offer in the
future (Wampold & Bhati, 2004). Although it may seem that there is universal
agreement that practitioners should rely on evidence as a guide in determining
what works, deciding what qualiﬁes as evidence is no simple matter (Norcross
et al., 2006).
The managed health care system is a driving force in promoting empirically supported treatments (Deegear & Lawson, 2003). In many mental health
settings, clinicians are pressured to use interventions that are both brief and
standardized. In such settings, treatments are operationalized by reliance on a
treatment manual that identiﬁes what is to be done in each therapy session and
how many sessions will be required (Edwards et al., 2004). Edwards and his
colleagues point out that psychological assessment and treatment is a business
involving ﬁnancial gain and reputation. In seeking to specify the treatment for
a speciﬁc diagnosis as precisely as possible, health insurance companies are
concerned with determining the minimum amount of treatment that can be
expected to be effective. This raises ethical questions about whether the insurance company’s need to save money is being placed above the needs of clients.
Many practitioners believe this approach is mechanistic and does not take
into full consideration the relational dimensions of the psychotherapy process
and individual variability. Indeed, relying exclusively on standardized treatments for speciﬁc problems may raise another set of ethical concerns because
the reliability and validity of these empirically based techniques is questionable. Human change is complex and difﬁcult to measure beyond such a simplistic level that the change may be meaningless. Furthermore, not all clients
come to therapy with clearly deﬁned psychological disorders. Many clients
have existential concerns that do not ﬁt with any diagnostic category and do not
lend themselves to clearly speciﬁed symptom-based outcomes. EBP may have
something to offer mental health professionals who work with individuals with

48

PART ONE k Basic Issues in Counseling Practice
speciﬁc emotional, cognitive, and behavioral disorders, but it does not have a
great deal to offer practitioners working with individuals who want to pursue
more meaning and fulﬁllment in their lives.
Counseling is not merely a technique that needs to be empirically validated. Many aspects of treatment—the therapy relationship, the therapist’s personality and therapeutic style, the client, and environmental factors—are vital
contributors to the success of psychotherapy. Evidence-based practices tend to
emphasize only one of these aspects. Norcross and his colleagues (2006) argue
for the centrality of the therapeutic relationship as a determinant of therapy
outcomes. They add, however, that the client actually accounts for more of the
treatment outcome than either the relationship or the method employed. Substantial research supports these contentions (see Lambert & Barley, 2002).
Norcross and his colleagues (2006) believe the call for accountability in
mental health care is here to stay and that all mental health professionals are
challenged by the mandate to demonstrate the efﬁciency, efﬁcacy, and safety
of the services they provide. They emphasize that the overarching goal of EBP
is to enhance the effectiveness of client services and to improve public health
and warn that mental health professionals need to take a proactive stance to
make sure this goal is kept in focus. They realize there is potential for misuse
and abuse by third-party payers who could selectively use research ﬁ ndings as
cost-containment measures rather than ways of improving the quality of services delivered. Norcross and his colleagues stress the value of informed dialogue and respectful debate as a way to gain clarity and to make progress.
Miller, Duncan, and Hubble (2004) are critical of the EBP movement and argue that “signiﬁcant improvements in client retention and outcome have been
shown where therapists have feedback on the client’s experience of the alliance
and progress in treatment. Rather than evidence-based practice, therapists tailor their work through practice-based evidence” (p. 2). Practice-based evidence
involves using data generated during treatment to inform the process and outcome of treatment. This topic is discussed in more detail in Chapter 15.

Dual and Multiple Relationships in Counseling Practice
Dual or multiple relationships, either sexual or nonsexual, occur when counselors assume two (or more) roles simultaneously or sequentially with a client. This may involve assuming more than one professional role or combining
professional and nonprofessional roles. The term multiple relationship is more
often used than the term dual relationship because of the complexities involved
in these relationships. In the latest revision of the ACA Code of Ethics (ACA,
2005) both of these terms have been replaced with the term nonprofessional
interactions to indicate additional relationships other than sexual ones. Many
forms of nonprofessional interactions or nonsexual multiple relationships pose
a challenge to practitioners. Some examples of nonsexual dual or multiple relationships are combining the roles of teacher and therapist or of supervisor and
therapist; bartering for goods or therapeutic services; borrowing money from
a client; providing therapy to a friend, an employee, or a relative; engaging in
a social relationship with a client; accepting an expensive gift from a client; or
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going into a business venture with a client. Some multiple relationships are
clearly exploitative and do serious harm both to the client and to the professional. For example, becoming emotionally or sexually involved with a current
client is clearly unethical, unprofessional, and illegal. Sexual involvement with
a former client is unwise, can be exploitative, and is generally considered unethical.
Because nonsexual dual and multiple relationships are necessarily complex
and multidimensional, there are few simple and absolute answers to resolve
them. It is not always possible to play a single role in your work as a counselor,
nor is it always desirable. You may have to deal with managing multiple roles,
regardless of the setting in which you work or the client population you serve.
Give careful thought to the complexities of multiple roles and relationships before embroiling yourself in ethically questionable situations.
Ethical reasoning and judgment come into play when ethics codes are applied to speciﬁc situations. The revised edition of the ACA Code of Ethics (ACA,
2005) stresses that counseling professionals must learn how to manage multiple
roles and responsibilities in an ethical way. This entails dealing effectively with
the power differential that is inherent in counseling relationships and training
relationships, balancing boundary issues, addressing nonprofessional relationships, and striving to avoid using power in ways that might cause harm to clients, students, or supervisees.
Although dual and multiple relationships do carry inherent risks, it is a
mistake to conclude that these relationships are always unethical and necessarily lead to harm and exploitation. Some of these relationships can be beneﬁcial to clients if they are implemented thoughtfully and with integrity (Lazarus
& Zur, 2002; Zur, 2007). An excellent resource on the ethical and clinical dimensions of multiple relationships is Boundaries in Psychotherapy: Ethical and Clinical
Explorations (Zur, 2007).

Perspectives on Dual and Multiple Relationships
What makes dual or multiple relationships so problematic? According to
Herlihy and Corey (2006b), some of the problematic aspects of engaging in dual
or multiple relationships are that they are pervasive; they can be difﬁcult to
recognize; they are unavoidable at times; they are potentially harmful, but they
are not necessarily always harmful; they can be beneﬁcial; and they are the
subject of conﬂicting advice from various experts. A review of the literature reveals that dual and multiple relationships are hotly debated. Except for sexual
intimacy with current clients, which is unequivocally unethical, there is not
much consensus regarding the appropriate way to deal with dual and multiple
relationships.
Some of the codes of the professional organizations advise against forming dual and multiple relationships, mainly because of the potential for misusing power, exploiting the client, and impairing objectivity. However, the ethics
codes do not mandate avoidance of all these relationships. The current focus of
ethics codes is to remain alert to the possibilities of damaging exploitation and
harm to clients rather than to a universal prohibition of all dual and multiple
relationships (Lazarus & Zur, 2002).
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A consensus of many writers is that dual and multiple relationships are
inevitable in some situations and that a global prohibition is not a realistic answer. Because interpersonal boundaries are not static but undergo redeﬁ nition
over time, the challenge for practitioners is to learn how to manage boundary
ﬂuctuations and to deal effectively with overlapping roles (Herlihy & Corey,
2006b). One key to learning how to manage dual or multiple relationships is to
think of ways to minimize the risks involved.

WAYS OF MINIMIZING RISK In determining whether to proceed with a dual
relationship, it is critical to consider whether the potential beneﬁt to the client
of such a relationship outweighs its potential harm. Some relationships may
have more potential beneﬁts to clients than potential risks. It is your responsibility to develop safeguards aimed at reducing the potential for negative consequences. Herlihy and Corey (2006b) identify the following guidelines:
• Set healthy boundaries early in the therapeutic relationship. Informed consent is essential from the beginning and throughout the therapy process.
• Involve clients in ongoing discussions and in the decision-making process, and document your discussions. Discuss with your clients what you
expect of them and what they can expect of you.
• Consult with fellow professionals as a way to maintain objectivity and
identify unanticipated difﬁculties. Realize that you don’t need to make a
decision alone.
• When dual relationships are potentially problematic, or when the risk for
harm is high, it is always wise to work under supervision. Document the
nature of this supervision and any actions you take in your records.
• Self-monitoring is critical throughout the process. Ask yourself whose
needs are being met and examine your motivations for considering becoming involved in a dual or multiple relationship.
In working through a dual or multiple relationship concern, it is best to
begin by ascertaining whether such a relationship can be avoided. Sometimes
nonprofessional interactions are avoidable and your involvement would put
the client needlessly at risk. In other cases multiple relationships are unavoidable. For instance, a counselor in a rural community may have as clients the
local banker, merchant, and minister. In this setting, mental health practitioners may have to blend several professional roles and functions. They may
also attend the same church or belong to the same community organization as
their clients. These professionals are likely to ﬁnd it more difﬁcult to maintain
clear boundaries than practitioners who work in a large city. For an interesting
treatment of the challenges and rewards in working in small communities, see
Schank and Skovholt (2006).
There are many forms of nonprofessional interactions. One way of dealing
with any potential problems is to adopt a policy of completely avoiding any
kind of nonprofessional interaction. Another alternative is to deal with each
dilemma as it develops, making full use of informed consent and at the same
time seeking consultation and supervision in dealing with the situation. This
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second alternative provides a professional challenge for self-monitoring. It is
one of the hallmarks of professionalism to be willing to grapple with these ethical complexities of day-to-day practice.

Summary
It is essential that you learn a process for thinking about and dealing with ethical dilemmas, keeping in mind that most ethical issues are complex and defy
simple solutions. A sign of good faith is your willingness to share your struggles with colleagues. Such consultation can be of great help in clarifying issues
by giving you another perspective on a situation. The task of developing a sense
of professional and ethical responsibility is never really ﬁnished, and new issues are constantly surfacing. Positive ethics demands periodic reﬂection and
an openness to change.
If there is one fundamental question that can serve to tie together all the issues discussed in this chapter, it is this: “Who has the right to counsel another
person?” This question can be the focal point of your reﬂection on ethical and
professional issues. It can also be the basis of your self-examination each day
that you meet with clients. Continue to ask yourself: “What makes me think I
have a right to counsel others?” “What do I have to offer the people I’m counseling?” “Am I doing in my own life what I’m encouraging my clients to do?”
At times you may feel that you have no ethical right to counsel others, perhaps
because your own life isn’t always the model you would like it to be for your
clients. More important than resolving all of life’s issues is knowing what kinds
of questions to ask and remaining open to reﬂection.
This chapter has introduced you to a number of ethical issues that you are
bound to face at some point in your counseling practice. I hope your interest has
been piqued and that you will want to learn more. For further reading on this
important topic, choose some of the books listed in the Recommended Supplementary Readings section for further study.

Where to Go From Here
The following professional organizations provide helpful information about
what each group has to offer, including the code of ethics for the organization.
American Counseling Association
(ACA)
American Psychological Association
(APA)
National Association of Social
Workers (NASW)
American Association for Marriage
and Family Therapy (AAMFT)
National Organization for Human
Services (NOHS)

www.counseling.org
www.apa.org
www.socialworkers.org
www.aamft.org
www.nationalhumanservices.org
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R ECOMMENDED S UPPLEMEN TA RY R E A DINGS FOR PA RT 1
Counseling the Culturally Diverse: Theory and
Practice (D. W. Sue & Sue, 2008) is a classic
in the ﬁeld of multicultural counseling and
therapy and is now a standard for many
courses in multicultural counseling.
A Handbook for Developing Multicultural Awareness (Pedersen, 2000) deals with topics
such as becoming aware of our culturally biased assumptions and acquiring
knowledge and skills needed to deal effectively with cultural diversity.
Caring for Ourselves: A Therapist’s Guide to Personal and Professional Well-Being (Baker,
2003) is a well-written book that presents a
case for the value of therapist self-care. The
author develops the theme that self-care is
a responsible practice for caregivers.
Leaving It at the Ofﬁce: A Guide to Psychotherapist Self-Care (Norcross & Guy, 2007) addresses 12 self-care strategies that are
supported by empirical evidence. The authors develop the position that self-care
is personally essential and professionally ethical. This is one of the most useful
books on therapist self-care and on prevention of burnout.
The Gift of Therapy: An Open Letter to a New
Generation of Therapists and Their Patients
(Yalom, 2003) is a highly readable, insightful, and useful resource. It includes
85 short chapters on a wide variety of topics that pertain to the counselor as a person and as a professional.
Ethical Practice in Small Communities: Challenges
and Rewards for Psychologists (Schank &
Skovholt, 2006) addresses current concerns in small communities and describes
strategies to minimize risk.
ACA Ethical Standards Casebook (Herlihy &
Corey, 2006a) contains a variety of useful
cases that are geared to the ACA Code of
Ethics. The examples illustrate and clarify
the meaning and intent of the standards.

Boundary Issues in Counseling: Multiple Roles
and Responsibilities (Herlihy & Corey,
2006b) puts the multiple relationship
controversy into perspective. The book
focuses on dual relationships in a variety
of work settings.
Boundaries in Psychotherapy: Ethical and Clinical Explorations (Zur, 2007) examines the
complex nature of boundaries in professional practice by offering a decisionmaking process to help practitioners deal
with a range of topics such as gifts, nonsexual touch, home visits, bartering, and
therapist self-disclosure.
Dual Relationships and Psychotherapy (Lazarus
& Zur, 2002) is an excellent compilation
addressing the ethics of dual relationships, the role of boundaries, and dual
relationships in special populations.
Issues and Ethics in the Helping Professions
(Corey, Corey, & Callanan, 2007) is devoted entirely to the issues that were introduced brieﬂy in Chapter 3. The book is
designed to involve readers in a personal
and active way, and many open-ended
cases are presented to help readers formulate their thoughts on a wide range of
ethical issues.
Ethics in Action: CD-ROM (Corey, Corey, &
Haynes, 2003) is a self-instructional program divided into three parts: (1) ethical
decision making, (2) values and the helping relationship, and (3) boundary issues
and multiple relationships. The program
includes video clips of vignettes demonstrating ethical situations aimed at stimulating discussion.
The Art of Integrative Counseling (Corey, 2009a)
is a presentation of concepts and techniques from the various theories of counseling. The book provides guidelines for
readers in developing their own approach
to counseling practice.

CHAPTER THREE k Ethical Issues in Counseling Practice
Case Approach to Counseling and Psychotherapy
(Corey, 2009b) provides case applications
of how each of the theories presented in
this book works in action. A hypothetical
client, Ruth, experiences counseling from
all of the therapeutic vantage points.
Student Manual for Theory and Practice of Counseling and Psychotherapy (Corey, 2009c)
is designed to help you integrate theory
with practice and to make the concepts
covered in this book come alive. It consists of self-inventories, overview summaries of the theories, a glossary of key
concepts, study questions, issues and
questions for personal application, activities and exercises, comprehension checks
and quizzes, and case examples. The
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manual is fully coordinated with the textbook to make it a personal study guide.
Integrative Counseling: CD-ROM (Corey &
Haynes, 2005) is an interactive, self-study
tool that contains video segments and interactive questions designed to teach students ways of working with a client (Ruth)
by drawing concepts and techniques
from diverse theoretical approaches. The
topics in this program parallel the topics
in The Art of Integrative Counseling.
Becoming a Helper (M. Corey & Corey, 2007)
has separate chapters that expand on issues dealing with the personal and professional lives of helpers and ethical issues in counseling practice.

R EFER ENCES A ND S UGGESTED R E A DINGS FOR PA RT 1
AMERICAN
COUNSELING
ASSOCIATION.
(2005). ACA code of ethics. Alexandria, VA:
Author.
AMERICAN PSYCHIATRIC ASSOCIATION.
(2000). Diagnostic and statistical manual of mental disorders, text revision (4th ed.). Washington,
DC: Author.
AMERICAN PSYCHOLOGICAL ASSOCIATION.
(2003). Guidelines on multicultural education, training, research, practice, and organizational change for psychologists. American
Psychologist, 58(5), 377–402.
ARREDONDO, P., TOPOREK, R., BROWN, S.,
JONES, J., LOCKE, D., SANCHEZ, J., &
STADLER, H. (1996). Operationalization of
multicultural counseling competencies. Journal of Multicultural Counseling and Development, 24(1), 42–78.
*BAKER, E. K. (2003). Caring for ourselves: A therapist’s guide to personal and professional wellbeing. Washington, DC: American Psychological Association.
CARDEMIL, E. V., & BATTLE, C. L. (2003). Guess
who’s coming to therapy? Getting comfortable

*Books

and articles marked with an asterisk are
suggested for further study.

with conversations about race and ethnicity
in psychotherapy. Professional Psychology: Research and Practice, 34(3), 278–286.
COMMITTEE ON PROFESSIONAL PRACTICE
AND STANDARDS. (2003). Legal issues in
the professional practice of psychology. Professional Psychology: Research and Practice,
34(6), 595–600.
*COREY, G. (2009a). The art of integrative counseling
(2nd ed.). Belmont, CA: Brooks/Cole.
*COREY, G. (2009b). Case approach to counseling and psychotherapy (7th ed.). Belmont, CA:
Brooks/Cole.
*COREY, G. (2009c). Student manual for theory and
practice of counseling and psychotherapy (8th
ed.). Belmont, CA: Brooks/Cole.
*COREY, G., & COREY, M. (2006). I never knew I had
a choice (8th ed.). Belmont, CA: Brooks/Cole.
*COREY, G., COREY, M., & CALLANAN, P. (2007).
Issues and ethics in the helping professions (7th
ed.). Belmont, CA: Brooks/Cole.
*COREY, G., COREY, M., & HAYNES, R. (2003).
Ethics in action: CD-ROM. Belmont, CA:
Brooks/Cole.
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counseling: CD-ROM. Belmont, CA: Brooks/
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SIGMUND FREUD
SIGMUND FREUD (1856–1939)
was the firstborn in a Viennese
family of three boys and five
girls. His father, like many
others of his time and place,
was very authoritarian. Freud’s
family background is a factor to
consider in understanding the
development of his theory.
Even though Freud’s
family had limited finances and was forced to live in a
crowded apartment, his parents made every effort to
foster his obvious intellectual capacities. Freud had many
interests, but his career choices were restricted because of
his Jewish heritage. He finally settled on medicine. Only
4 years after earning his medical degree from the
University of Vienna at the age of 26, he attained a prestigious position there as a lecturer.
Freud devoted most of his life to formulating and
extending his theory of psychoanalysis. Interestingly, the
most creative phase of his life corresponded to a period
when he was experiencing severe emotional problems
of his own. During his early 40s, Freud had numerous
psychosomatic disorders, as well as exaggerated fears
of dying and other phobias, and was involved in the
difficult task of self-analysis. By exploring the meaning of

his own dreams, he gained insights into the dynamics of
personality development. He first examined his childhood memories and came to realize the intense hostility
he had felt for his father. He also recalled his childhood
sexual feelings for his mother, who was attractive, loving,
and protective. He then clinically formulated his theory
as he observed his patients work through their own
problems in analysis.
Freud had very little tolerance for colleagues who diverged from his psychoanalytic doctrines. He attempted
to keep control over the movement by expelling those
who dared to disagree. Carl Jung and Alfred Adler, for
example, worked closely with Freud, but each founded
his own therapeutic school after repeated disagreements
with Freud on theoretical and clinical issues.
Freud was highly creative and productive, frequently
putting in 18-hour days. His collected works fill 24 volumes.
Freud’s productivity remained at this prolific level until late
in his life when he contracted cancer of the jaw. During his
last two decades, he underwent 33 operations and was in
almost constant pain. He died in London in 1939.
As the originator of psychoanalysis, Freud distinguished himself as an intellectual giant. He pioneered
new techniques for understanding human behavior, and
his efforts resulted in the most comprehensive theory of
personality and psychotherapy ever developed.

Introduction
Freud’s views continue to inﬂuence contemporary practice. Many of his basic
concepts are still part of the foundation on which other theorists build and develop.
Indeed, most of the theories of counseling and psychotherapy discussed in this
book have been inﬂuenced by psychoanalytic principles and techniques. Some of
these therapeutic approaches extended the psychoanalytic model, others modiﬁed
its concepts and procedures, and others emerged as a reaction against it.
Freud’s psychoanalytic system is a model of personality development and
an approach to psychotherapy. He gave psychotherapy a new look and new
horizons, calling attention to psychodynamic factors that motivate behavior,
focusing on the role of the unconscious, and developing the ﬁ rst therapeutic
procedures for understanding and modifying the structure of one’s basic character. Freud’s theory is a benchmark against which many other theories are
measured.
It is impossible to capture in one chapter the diversity of psychodynamic approaches that have arisen since Freud. The main focus of this chapter is limited
– 60 –
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to basic psychoanalytic concepts and practices, many of which originated with
Freud. The chapter sketches therapies that apply classical psychoanalytic concepts to practice less rigorously than he did. The chapter also summarizes Erik
Erikson’s theory of psychosocial development, which extends Freudian theory
in several ways. Brief attention is given to Carl Jung’s approach and to contemporary psychoanalytic theory and practice.

Key Concepts
View of Human Nature
The Freudian view of human nature is basically deterministic. According to
Freud, our behavior is determined by irrational forces, unconscious motivations, and biological and instinctual drives as these evolve through key psychosexual stages in the ﬁ rst 6 years of life.
Instincts are central to the Freudian approach. Although he originally used
the term libido to refer to sexual energy, he later broadened it to include the
energy of all the life instincts. These instincts serve the purpose of the survival of the individual and the human race; they are oriented toward growth,
development, and creativity. Libido, then, should be understood as a source of
motivation that encompasses sexual energy but goes beyond it. Freud includes
all pleasurable acts in his concept of the life instincts; he sees the goal of much
of life as gaining pleasure and avoiding pain.
Freud also postulates death instincts, which account for the aggressive
drive. At times, people manifest through their behavior an unconscious wish to
die or to hurt themselves or others. Managing this aggressive drive is a major
challenge to the human race. In Freud’s view, both sexual and aggressive drives
are powerful determinants of why people act as they do.

Structure of Personality
According to the psychoanalytic view, the personality consists of three systems:
the id, the ego, and the superego. These are names for psychological structures
and should not be thought of as manikins that separately operate the personality; one’s personality functions as a whole rather than as three discrete segments. The id is the biological component, the ego is the psychological component, and the superego is the social component.
From the orthodox Freudian perspective, humans are viewed as energy
systems. The dynamics of personality consist of the ways in which psychic energy is distributed to the id, ego, and superego. Because the amount of energy
is limited, one system gains control over the available energy at the expense of
the other two systems. Behavior is determined by this psychic energy.

THE ID The id is the original system of personality; at birth a person is all id.
The id is the primary source of psychic energy and the seat of the instincts. It
lacks organization and is blind, demanding, and insistent. A cauldron of seething excitement, the id cannot tolerate tension, and it functions to discharge
tension immediately. Ruled by the pleasure principle, which is aimed at reducing tension, avoiding pain, and gaining pleasure, the id is illogical, amoral,
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and driven to satisfy instinctual needs. The id never matures, remaining the
spoiled brat of personality. It does not think but only wishes or acts. The id is
largely unconscious, or out of awareness.

THE EGO The ego has contact with the external world of reality. It is the “executive” that governs, controls, and regulates the personality. As a “trafﬁc cop,”
it mediates between the instincts and the surrounding environment. The ego
controls consciousness and exercises censorship. Ruled by the reality principle,
the ego does realistic and logical thinking and formulates plans of action for
satisfying needs. What is the relation of the ego to the id? The ego, as the seat
of intelligence and rationality, checks and controls the blind impulses of the id.
Whereas the id knows only subjective reality, the ego distinguishes between
mental images and things in the external world.

THE SUPEREGO The superego is the judicial branch of personality. It includes a person’s moral code, the main concern being whether an action is good
or bad, right or wrong. It represents the ideal rather than the real and strives
not for pleasure but for perfection. The superego represents the traditional values and ideals of society as they are handed down from parents to children. It
functions to inhibit the id impulses, to persuade the ego to substitute moralistic
goals for realistic ones, and to strive for perfection. The superego, then, as the
internalization of the standards of parents and society, is related to psychological rewards and punishments. The rewards are feelings of pride and self-love;
the punishments are feelings of guilt and inferiority.

Consciousness and the Unconscious
Perhaps Freud’s greatest contributions are his concepts of the unconscious and
of the levels of consciousness, which are the keys to understanding behavior
and the problems of personality. The unconscious cannot be studied directly
but is inferred from behavior. Clinical evidence for postulating the unconscious includes the following: (1) dreams, which are symbolic representations
of unconscious needs, wishes, and conﬂicts; (2) slips of the tongue and forgetting, for example, a familiar name; (3) posthypnotic suggestions; (4) material
derived from free-association techniques; (5) material derived from projective
techniques; and (6) the symbolic content of psychotic symptoms.
For Freud, consciousness is a thin slice of the total mind. Like the greater
part of the iceberg that lies below the surface of the water, the larger part of
the mind exists below the surface of awareness. The unconscious stores all
experiences, memories, and repressed material. Needs and motivations that
are inaccessible—that is, out of awareness—are also outside the sphere of conscious control. Most psychological functioning exists in the out-of-awareness
realm. The aim of psychoanalytic therapy, therefore, is to make the unconscious motives conscious, for only then can an individual exercise choice. Understanding the role of the unconscious is central to grasping the essence of the
psychoanalytic model of behavior.
Unconscious processes are at the root of all forms of neurotic symptoms and
behaviors. From this perspective, a “cure” is based on uncovering the meaning
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of symptoms, the causes of behavior, and the repressed materials that interfere
with healthy functioning. It is to be noted, however, that intellectual insight
alone does not resolve the symptom. The client’s need to cling to old patterns
(repetition) must be confronted by working through transference distortions, a
process discussed later in this chapter.

Anxiety
Also essential to the psychoanalytic approach is its concept of anxiety. Anxiety
is a feeling of dread that results from repressed feelings, memories, desires,
and experience that emerge to the surface of awareness. It can be considered as
a state of tension that motivates us to do something. It develops out of a conﬂict
among the id, ego, and superego over control of the available psychic energy.
The function of anxiety is to warn of impending danger.
There are three kinds of anxiety: reality, neurotic, and moral. Reality anxiety is the fear of danger from the external world, and the level of such anxiety
is proportionate to the degree of real threat. Neurotic and moral anxieties are
evoked by threats to the “balance of power” within the person. They signal to
the ego that unless appropriate measures are taken the danger may increase
until the ego is overthrown. Neurotic anxiety is the fear that the instincts will
get out of hand and cause one to do something for which one will be punished.
Moral anxiety is the fear of one’s own conscience. People with a well-developed
conscience tend to feel guilty when they do something contrary to their moral
code. When the ego cannot control anxiety by rational and direct methods, it
relies on indirect ones—namely, ego-defense behavior.

Ego-Defense Mechanisms
Ego-defense mechanisms help the individual cope with anxiety and prevent the ego from being overwhelmed. Rather than being pathological, ego
defenses are normal behaviors that can have adaptive value provided they
do not become a style of life that enables the individual to avoid facing reality. The defenses employed depend on the individual’s level of development and degree of anxiety. Defense mechanisms have two characteristics
in common: (1) they either deny or distort reality, and (2) they operate on
an unconscious level. Table 4.1 provides brief descriptions of some common
ego defenses.

Development of Personality
IMPORTANCE OF EARLY DEVELOPMENT A signiﬁcant contribution of
the psychoanalytic model is delineation of the stages of psychosexual and
psychosocial stages of development from birth through adulthood. The psychosexual stages refer to the Freudian chronological phases of development,
beginning in infancy. The psychosocial stages refer to Erickson’s basic psychological and social tasks to be mastered from infancy through old age.
This stage perspective provides the counselor with the conceptual tools for
understanding key developmental tasks characteristic of the various stages
of life.
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TABLE 4.1 Ego-Defense Mechanisms
Defense

Uses for Behavior

Repression

Threatening or painful thoughts
and feelings are excluded from
awareness.

One of the most important Freudian processes, it is the basis of many other ego
defenses and of neurotic disorders. Freud
explained repression as an involuntary
removal of something from consciousness.
It is assumed that most of the painful events
of the ﬁ rst 5 or 6 years of life are buried, yet
these events do inﬂuence later behavior.

Denial

“Closing one’s eyes” to the existence of a threatening aspect
of reality.

Denial of reality is perhaps the simplest
of all self-defense mechanisms. It is a way
of distorting what the individual thinks,
feels, or perceives in a traumatic situation.
This mechanism is similar to repression,
yet it generally operates at preconscious
and conscious levels.

Reaction formation

Actively expressing the opposite
impulse when confronted with
a threatening impulse.

By developing conscious attitudes and behaviors that are diametrically opposed to
disturbing desires, people do not have to
face the anxiety that would result if they
were to recognize these dimensions of
themselves. Individuals may conceal hate
with a facade of love, be extremely nice
when they harbor negative reactions, or
mask cruelty with excessive kindness.

Projection

Attributing to others one’s own
unacceptable desires and impulses.

This is a mechanism of self-deception.
Lustful, aggressive, or other impulses are
seen as being possessed by “those people
out there, but not by me.”

Displacement

Directing energy toward
another object or person when
the original object or person is
inaccessible.

Displacement is a way of coping with anxiety that involves discharging impulses
by shifting from a threatening object to a
“safer target.” For example, the meek man
who feels intimidated by his boss comes
home and unloads inappropriate hostility
onto his children.

Rationalization

Manufacturing “good” reasons
to explain away a bruised ego.

Rationalization helps justify specific
behaviors, and it aids in softening the
blow connected with disappointments.
When people do not get positions they
have applied for in their work, they think
of logical reasons they did not succeed,
and they sometimes attempt to convince
themselves that they really did not want
the position anyway.
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Sublimation

Diverting sexual or aggressive
energy into other channels.

Energy is usually diverted into socially
acceptable and sometimes even admirable
channels. For example, aggressive impulses can be channeled into athletic activities,
so that the person finds a way of expressing aggressive feelings and, as an added
bonus, is often praised.

Regression

Going back to an earlier phase
of development when there
were fewer demands.

In the face of severe stress or extreme
challenge, individuals may attempt to cope
with their anxiety by clinging to immature
and inappropriate behaviors. For example,
children who are frightened in school may
indulge in infantile behavior such as weeping, excessive dependence, thumbsucking,
hiding, or clinging to the teacher.

Introjection

Taking in and “swallowing” the
values and standards of others.

Positive forms of introjection include incorporation of parental values or the attributes and values of the therapist (assuming that these are not merely uncritically
accepted). One negative example is that in
concentration camps some of the prisoners dealt with overwhelming anxiety by
accepting the values of the enemy through
identification with the aggressor.

Identiﬁcation

Identifying with successful
causes, organizations, or people
in the hope that you will be perceived as worthwhile.

Identification can enhance self-worth and
protect one from a sense of being a failure.
This is part of the developmental process by which children learn gender-role
behaviors, but it can also be a defensive
reaction when used by people who feel
basically inferior.

Compensation

Masking perceived weaknesses
or developing certain positive
traits to make up for limitations.

This mechanism can have direct adjustive
value, and it can also be an attempt by the
person to say “Don’t see the ways in which
I am inferior, but see me in my accomplishments.”

Freud postulated three early stages of development that often bring
people to counseling when not appropriately resolved. First is the oral stage,
which deals with the inability to trust oneself and others, resulting in the
fear of loving and forming close relationships and low self-esteem. Next, is
the anal stage, which deals with the inability to recognize and express anger,
leading to the denial of one’s own power as a person and the lack of a sense
of autonomy. Third, is the phallic stage, which deals with the inability to fully
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accept one’s sexuality and sexual feelings, and also to difﬁculty in accepting oneself as a man or woman. According to the Freudian psychoanalytic
view, these three areas of personal and social development—love and trust,
dealing with negative feelings, and developing a positive acceptance of
sexuality—are all grounded in the ﬁ rst 6 years of life. This period is the foundation on which later personality development is built. When a child’s needs
are not adequately met during these stages of development, an individual
may become ﬁ xated at that stage and behave in psychologically immature
ways later on in life.

ERIKSON’S PSYCHOSOCIAL PERSPECTIVE Erik Erikson (1963) built on
Freud’s ideas and extended his theory by stressing the psychosocial aspects
of development beyond early childhood. His theory of development holds that
psychosexual growth and psychosocial growth take place together, and that
at each stage of life we face the task of establishing equilibrium between ourselves and our social world. He describes development in terms of the entire
life span, divided by speciﬁc crises to be resolved. According to Erikson, a crisis
is equivalent to a turning point in life when we have the potential to move forward or to regress. At these turning points, we can either resolve our conﬂicts
or fail to master the developmental task. To a large extent, our life is the result
of the choices we make at each of these stages.
Erikson is often credited with bringing an emphasis on social factors to
contemporary psychoanalysis. Classical psychoanalysis is grounded on id
psychology, and it holds that instincts and intrapsychic conﬂ icts are the basic
factors shaping personality development (both normal and abnormal). Contemporary psychoanalysis tends to be based on ego psychology, which does
not deny the role of intrapsychic conﬂ icts but emphasizes the striving of the
ego for mastery and competence throughout the human life span. Ego psychology deals with both the early and the later developmental stages, for the
assumption is that current problems cannot simply be reduced to repetitions
of unconscious conﬂ icts from early childhood. The stages of adolescence, midadulthood, and later adulthood all involve particular crises that must be addressed. As one’s past has meaning in terms of the future, there is continuity
in development, reﬂected by stages of growth; each stage is related to the other
stages.
Viewing an individual’s development from a combined perspective that includes both psychosexual and psychosocial factors is useful. Erikson believed
Freud did not go far enough in explaining the ego’s place in development and
did not give enough attention to social inﬂuences throughout the life span. A
comparison of Freud’s psychosexual view and Erikson’s psychosocial view of
the stages of development is presented in Table 4.2.

COUNSELING IMPLICATIONS By taking a combined psychosexual and psychosocial perspective, counselors have a helpful conceptual framework for understanding developmental issues as they appear in therapy. The key needs and
developmental tasks, along with the challenges inherent at each stage of life,
provide a model for understanding some of the core conﬂ icts clients explore in
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TABLE 4.2 Comparison of Freud’s Psychosexual Stages and Erikson’s Psychosocial Stages
Period of Life

Freud

Erikson

First year of life

Oral stage
Sucking at mother’s breasts satisﬁes
need for food and pleasure. Infant
needs to get basic nurturing, or later
feelings of greediness and acquisitiveness may develop. Oral ﬁ xations result
from deprivation of oral gratiﬁcation
in infancy. Later personality problems
can include mistrust of others, rejecting
others; love, and fear of or inability to
form intimate relationships.

Infancy: Trust versus mistrust
If significant others provide for basic
physical and emotional needs, infant
develops a sense of trust. If basic needs
are not met, an attitude of mistrust
toward the world, especially toward interpersonal relationships, is the result.

Ages 1–3

Anal stage
Anal zone becomes of major significance in formation of personality.
Main developmental tasks include
learning independence, accepting
personal power, and learning to
express negative feelings such as rage
and aggression. Parental discipline
patterns and attitudes have significant consequences for child’s later
personality development.

Early childhood: Autonomy versus shame
and doubt
A time for developing autonomy. Basic
struggle is between a sense of selfreliance and a sense of self-doubt. Child
needs to explore and experiment, to make
mistakes, and to test limits. If parents
promote dependency, child’s autonomy is
inhibited and capacity to deal with world
successfully is hampered.

Ages 3–6

Phallic stage
Basic conﬂ ict centers on unconscious
incestuous desires that child develops
for parent of opposite sex and that,
because of their threatening nature, are
repressed. Male phallic stage, known
as Oedipus complex, involves mother as
love object for boy. Female phallic stage,
known as Electra complex, involves girl’s
striving for father’s love and approval.
How parents respond, verbally and
nonverbally, to child’s emerging sexuality has an impact on sexual attitudes
and feelings that child develops.

Preschool age: Initiative versus guilt
Basic task is to achieve a sense of competence and initiative. If children are given
freedom to select personally meaningful
activities, they tend to develop a positive
view of self and follow through with their
projects. If they are not allowed to make
their own decisions, they tend to develop
guilt over taking initiative. They then
refrain from taking an active stance and
allow others to choose for them

Ages 6–12

Latency stage
After the torment of sexual impulses
of preceding years, this period is
relatively quiescent. Sexual interests
are replaced by interests in school,
playmates, sports, and a range of new
activities. This is a time of socialization as child turns outward and forms
relationships with others.

School age: Industry versus inferiority
Child needs to expand understanding
of world, continue to develop appropriate gender-role identity, and learn the
basic skills required for school success. Basic task is to achieve a sense of
industry, which refers to setting and
attaining personal goals. Failure to do
so results in a sense of inadequacy.
(continues)
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TABLE 4.2 Comparison of Freud’s Psychosexual Stages
and Erikson’s Psychosocial Stages (continued)
Period of Life

Freud

Erikson

Ages 12–18

Genital stage
Old themes of phallic stage are revived. This stage begins with puberty
and lasts until senility sets in. Even
though there are societal restrictions
and taboos, adolescents can deal with
sexual energy by investing it in various
socially acceptable activities such as
forming friendships, engaging in art or
in sports, and preparing for a career.

Adolescence: Identity versus role confusion
A time of transition between childhood and adulthood. A time for testing
limits, for breaking dependent ties, and
for establishing a new identity. Major
conflicts center on clarification of selfidentity, life goals, and life’s meaning.
Failure to achieve a sense of identity
results in role confusion.

Ages 18–35

Genital stage continues
Core characteristic of mature adult
is the freedom “to love and to work.”
This move toward adulthood involves
freedom from parental influence and
capacity to care for others.

Young adulthood: Intimacy versus isolation.
Developmental task at this time is to
form intimate relationships. Failure to
achieve intimacy can lead to alienation
and isolation.

Ages 35–60

Genital stage continues

Middle age: Generativity versus stagnation.
There is a need to go beyond self and
family and be involved in helping
the next generation. This is a time of
adjusting to the discrepancy between
one’s dream and one’s actual accomplishments. Failure to achieve a sense
of productivity often leads to psychological stagnation.

Ages 60+

Genital stage continues

Later life: Integrity versus despair
If one looks back on life with few regrets and feels personally worthwhile,
ego integrity results. Failure to achieve
ego integrity can lead to feelings of despair, hopelessness, guilt, resentment,
and self-rejection.

their therapy sessions. Questions such as these can give direction to the therapeutic process:
• What are some major developmental tasks at each stage in life, and how
are these tasks related to counseling?
• What themes give continuity to this individual’s life?
• What are some universal concerns of people at various points in life? How
can people be challenged to make life-afﬁrming choices at these points?
• What is the relationship between an individual’s current problems and
signiﬁcant events from earlier years?
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• What choices were made at critical periods, and how did the person deal
with these various crises?
• What are the sociocultural factors inﬂuencing development that need to
be understood if therapy is to be comprehensive?
Psychosocial theory gives special weight to childhood and adolescent factors that are signiﬁcant in later stages of development while recognizing that
the later stages also have their signiﬁcant crises. Themes and threads can be
found running throughout clients’ lives.

The Therapeutic Process
Therapeutic Goals
Two goals of Freudian psychoanalytic therapy are to make the unconscious
conscious and to strengthen the ego so that behavior is based more on reality
and less on instinctual cravings or irrational guilt. Successful analysis is believed to result in signiﬁcant modiﬁcation of the individual’s personality and
character structure. Therapeutic methods are used to bring out unconscious
material. Then childhood experiences are reconstructed, discussed, interpreted, and analyzed. It is clear that the process is not limited to solving problems
and learning new behaviors. Rather, there is a deeper probing into the past to
develop the level of self-understanding that is assumed to be necessary for a
change in character. Psychoanalytic therapy is oriented toward achieving insight, but not just an intellectual understanding; it is essential that the feelings
and memories associated with this self-understanding be experienced.

Therapist’s Function and Role
In classical psychoanalysis, analysts typically assume an anonymous stance,
which is sometimes called the “blank-screen” approach. They engage in very
little self-disclosure and maintain a sense of neutrality to foster a transference
relationship, in which their clients will make projections onto them. This transference relationship, which is a cornerstone of psychoanalysis, “refers to the
transfer of feelings originally experienced in an early relationship to other important people in a person’s present environment” (Luborsky, O’Reilly-Landry,
& Arlow, 2008, pp. 17–18). If therapists say little about themselves and rarely
share their personal reactions, the assumption is that whatever the client feels
toward them will largely be the product of feelings associated with other signiﬁcant ﬁgures from the past. These projections, which have their origins in
unﬁnished and repressed situations, are considered “grist for the mill,” and
their analysis is the very essence of therapeutic work.
One of the central functions of analysis is to help clients acquire the freedom to love, work, and play. Other functions include assisting clients in achieving self-awareness, honesty, and more effective personal relationships; in dealing with anxiety in a realistic way; and in gaining control over impulsive and
irrational behavior. The analyst must ﬁ rst establish a working relationship with
the client and then do a lot of listening and interpreting. Particular attention is
given to the client’s resistances. The analyst listens, learns, and decides when
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to make appropriate interpretations. A major function of interpretation is to
accelerate the process of uncovering unconscious material. The analyst listens
for gaps and inconsistencies in the client’s story, infers the meaning of reported
dreams and free associations, and remains sensitive to clues concerning the
client’s feelings toward the analyst.
Organizing these therapeutic processes within the context of understanding personality structure and psychodynamics enables the analyst to formulate
the nature of the client’s problems. One of the central functions of the analyst is
to teach clients the meaning of these processes (through interpretation) so that
they are able to achieve insight into their problems, increase their awareness of
ways to change, and thus gain more control over their lives.
The process of psychoanalytic therapy is somewhat like putting the pieces
of a puzzle together. Whether clients change depends considerably more on
their readiness to change than on the accuracy of the therapist’s interpretations. If the therapist pushes the client too rapidly or offers ill-timed interpretations, therapy will not be effective. Change occurs through the process of
reworking old patterns so that clients might become freer to act in new ways
(Luborsky et al., 2008).

Client’s Experience in Therapy
Clients interested in traditional (or classical) psychoanalysis must be willing to
commit themselves to an intensive and long-term therapy process. After some
face-to-face sessions with the analyst, clients lie on a couch and engage in free
association; that is, they say whatever comes to mind without self-censorship.
This process of free association is known as the “fundamental rule.” Clients
report their feelings, experiences, associations, memories, and fantasies to the
analyst. Lying on the couch encourages deep, uncensored reﬂections and reduces the stimuli that might interfere with getting in touch with internal conﬂicts and productions. It also reduces clients’ ability to “read” their analyst’s
face for reactions and, hence, fosters the projections characteristic of a transference. At the same time, the analyst is freed from having to carefully monitor
facial clues.
What has just been described is classical psychoanalysis. Psychodynamic
therapy emerged as a way of shortening and simplifying the lengthy process of
classical psychoanalysis (Luborsky et al., 2008). Many psychoanalytically oriented practitioners, or psychodynamic therapists (as distinct from analysts),
do not use all the techniques associated with classical analysis. However, psychodynamic therapists do remain alert to transference manifestations, explore
the meaning of clients’ dreams, explore both the past and the present, and are
concerned with unconscious material.
Clients in psychoanalytic therapy make a commitment with the therapist
to stick with the procedures of an intensive therapeutic process. They agree to
talk because their verbal productions are the heart of psychoanalytic therapy.
They are typically asked not to make any radical changes in their lifestyle during the period of analysis, such as getting a divorce or quitting their job. The
reason for avoiding making such changes pertains to the therapeutic process
that oftentimes is unsettling and also associated with loosening of defenses.
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Psychoanalytic clients are ready to terminate their sessions when they
and their analyst mutually agree that they have resolved those symptoms and
conﬂicts that were amenable to resolution, have clariﬁed and accepted their
remaining emotional problems, have understood the historical roots of their
difﬁculties, have mastery of core themes, and can integrate their awareness of
past problems with their present relationships. Successful analysis answers a
client’s “why” questions regarding his or her life. Clients who emerge successfully from analytic therapy report that they have achieved such things as an
understanding of their symptoms and the functions they serve, an insight into
how their environment affects them and how they affect the environment, and
reduced defensiveness (Saretsky, 1978).

Relationship Between Therapist and Client
There are some differences between how the therapeutic relationship is conceptualized by classical analysis and current relational analysis. The classical
analyst stands outside the relationship, comments on it, and offers insightproducing interpretations. In contemporary relational psychoanalysis, the
therapist does not strive for a detached and objective stance. Instead, the participation of the therapist is a given, and he or she has an impact on the client
and on the here-and-now interaction that occurs in the therapy context (Altman, 2008). Contemporary psychoanalytic theory and practice highlights the
importance of the therapeutic relationship as a therapeutic factor in bringing
about change (Ainslie, 2007). Through the therapeutic relationship “clients are
able to ﬁnd new modes of functioning that are no longer encumbered by the
neurotic conﬂicts that once interfered with their lives” (p. 14). According to Luborsky, O’Reilly-Landry, and Arlow (2008), current psychodynamic therapists
view the emotional communication between themselves and their clients as a
useful way to gain information and create connection.
Transference is the client’s unconscious shifting to the analyst of feelings
and fantasies that are reactions to signiﬁcant others in the client’s past. Transference involves the unconscious repetition of the past in the present. “It reﬂects the deep patterning of old experiences in relationships as they emerge in
current life” (Luborsky et al., 2008, p. 46). The relational model of psychoanalysis regards transference as being an interactive process between the client and
the therapist. A client often has a variety of feelings and reactions to a therapist, including a mixture of positive and negative feelings. When these feelings
become conscious, clients can understand and resolve “unﬁ nished business”
from these past relationships. As therapy progresses, childhood feelings and
conﬂicts begin to surface from the depths of the unconscious. Clients regress
emotionally. Some of their feelings arise from conﬂicts such as trust versus
mistrust, love versus hate, dependence versus independence, and autonomy
versus shame and guilt. Transference takes place when clients resurrect from
their early years intense conﬂ icts relating to love, sexuality, hostility, anxiety,
and resentment; bring them into the present; reexperience them; and attach
them to the analyst. For example, clients may transfer unresolved feelings toward a stern and unloving father to the analyst, who, in their eyes, becomes
stern and unloving. Angry feelings are the product of negative transference,
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but clients may also develop a positive transference and, for example, fall in
love with the analyst, wish to be adopted, or in many other ways seek the love,
acceptance, and approval of an all-powerful therapist. In short, the analyst becomes a current substitute for signiﬁcant others.
If therapy is to produce change, the transference relationship must be
worked through. The working-through process consists of an exploration of
unconscious material and defenses, most of which originated in early childhood. Working through is achieved by repeating interpretations and by exploring forms of resistance. It results in a resolution of old patterns and allows clients to make new choices. Effective therapy requires that the client develop a
relationship with the analyst in the present that is a corrective and integrative
experience. By experiencing a therapist who is engaged, caring, and reliable,
clients can be changed in profound ways, which can lead to new experiences of
human relationships (Ainslie, 2007).
Clients have many opportunities to see the variety of ways in which their
core conﬂicts and core defenses are manifested in their daily life. It is assumed
that for clients to become psychologically independent they must not only become aware of this unconscious material but also achieve some level of freedom
from behavior motivated by infantile strivings, such as the need for total love
and acceptance from parental ﬁgures. If this demanding phase of the therapeutic relationship is not properly worked through, clients simply transfer their infantile wishes for universal love and acceptance to other ﬁgures. It is precisely
in the client–therapist relationship that the manifestation of these childhood
motivations becomes apparent.
Regardless of the length of psychoanalytic therapy, traces of our childhood
needs and traumas will never be completely erased. Infantile conﬂicts may
not be fully resolved, even though many aspects of transference are worked
through with a therapist. We may need to struggle at times throughout our life
with feelings that we project onto others as well as with unrealistic demands
that we expect others to fulﬁll. In this sense we experience transference with
many people, and our past is always a vital part of the person we are presently
becoming.
It is a mistake to assume that all feelings clients have toward their therapists are manifestations of transference. Many of these reactions may have a reality base, and clients’ feelings may well be directed to the here-and-now style
the therapist exhibits. Not every positive response (such as liking the therapist)
should be labeled “positive transference.” Conversely, a client’s anger toward
the therapist may be a function of the therapist’s behavior; it is a mistake to
label all negative reactions as signs of “negative transference.”
The notion of never becoming completely free of past experiences has
signiﬁcant implications for therapists who become intimately involved in the
unresolved conﬂicts of their clients. Even if the conﬂ icts of therapists have
surfaced to awareness, and even if therapists have dealt with these personal
issues in their own intensive therapy, they may still project distortions onto
clients. The intense therapeutic relationship is bound to ignite some of the unconscious conﬂicts within therapists. Known as countertransference, this phenomenon occurs when there is inappropriate affect, when therapists respond
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in irrational ways, or when they lose their objectivity in a relationship because
their own conﬂicts are triggered. In a broader sense, countertransference involves the therapist’s total emotional response to a client. Hayes (2004) refers to
countertransference as the therapist’s reactions to clients that are based on his
or her unresolved conﬂicts. Gelso and Hayes (2002) indicate that research has
shed light on speciﬁc causes of countertransference within the therapist such
as conﬂicts revolving around the therapist’s family experiences, gender roles,
parenting roles, and unmet needs.
It is critical that therapists become aware of the countertransference so that
their reactions toward clients do not interfere with their objectivity. For example, a male client may become excessively dependent on his female therapist.
The client may look to her to direct him and tell him how to live, and he may
look to her for the love and acceptance that he felt he was unable to secure from
his mother. The therapist herself may have unresolved needs to nurture, to
foster a dependent relationship, and to be told that she is signiﬁcant, and she
may be meeting her own needs by in some way keeping her client dependent.
Unless she is aware of her own needs as well as her own dynamics, it is very
likely that her dynamics will interfere with the progress of therapy.
Not all countertransference reactions are detrimental to therapeutic progress. Indeed, countertransference reactions can provide an important means
for understanding the world of the client. Hayes (2004) reports that most research on countertransference has dealt with its deleterious effects and how
to manage these reactions. Hayes adds that it would be useful to undertake
systematic study of the potential therapeutic beneﬁts of countertransference.
Gelso and Hayes (2002) contend that it is important to study and understand
all of the therapist’s emotional reactions to the client, which ﬁt under the
broad umbrella of countertransference. According to Gelso and Hayes, countertransference can greatly beneﬁt the therapeutic work, if therapists study
their internal reactions and use them to understand their clients. Ainslie
(2007) also agrees that the therapist’s countertransference reactions can provide rich information about both the client and the therapist. Ainslie states
that the contemporary understanding of countertransference “has broadened
signiﬁcantly to include a range of feelings, reactions, and responses to the
client’s material that are not seen as problematic but, on the contrary, are
viewed as vital tools to understanding the client’s experience” (p. 17). What is
critical is that therapists monitor their feelings during therapy sessions, and
that they use their responses as a source for understanding clients and helping them to understand themselves.
A therapist with a relational perspective pays attention to his or her countertransference reactions and observations to a particular client and uses this
as a part of therapy. The therapist who notes a countertransference mood of
irritability, for instance, may learn something about a client’s pattern of being
demanding. In this light, countertransference can be seen as potentially useful
if it is explored in therapy. Viewed in this more positive way, countertransference can become a key avenue for helping the client gain self-understanding.
What is of paramount importance is that therapists develop some level of
objectivity and not react defensively and subjectively in the face of anger, love,
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adulation, criticism, and other intense feelings expressed by their clients. Most
psychoanalytic training programs require that trainees undergo their own
extensive analysis as a client. If psychotherapists become aware of symptoms
(such as strong aversion to certain types of clients, strong attraction to other
types of clients, psychosomatic reactions that occur at deﬁnite times in therapeutic relationships, and the like), it is imperative for them to seek professional
consultation or enter their own therapy for a time to work out these personal
issues that stand in the way of their being effective therapists.
The client–therapist relationship is of vital importance in psychoanalytic
therapy. As a result of this relationship, particularly in working through the
transference situation, clients acquire insights into the workings of their unconscious process. Awareness of and insights into repressed material are the
bases of the analytic growth process. Clients come to understand the association between their past experiences and their current behavior. The psychoanalytic approach assumes that without this dynamic self-understanding there can be no substantial personality change or resolution of present
conﬂ icts.

Application: Therapeutic Techniques and Procedures
This section deals with the techniques most commonly used by psychoanalytically oriented therapists. It also includes a section on the applications of
the psychoanalytic approach to group counseling. Psychoanalytic therapy, or
psychodynamic therapy (as opposed to traditional psychoanalysis), includes
these features:
• The therapy is geared more to limited objectives than to restructuring
one’s personality.
• The therapist is less likely to use the couch.
• There are fewer sessions each week.
• There is more frequent use of supportive interventions—such as reassurance, expressions of empathy and support, and suggestions—and more
self-disclosure by the therapist.
• The focus is more on pressing practical concerns than on working with
fantasy material.
The techniques of psychoanalytic therapy are aimed at increasing awareness,
fostering insights into the client’s behavior, and understanding the meanings
of symptoms. The therapy proceeds from the client’s talk to catharsis (or expression of emotion) to insight to working through unconscious material. This
work is done to attain the goals of intellectual and emotional understanding
and reeducation, which, it is hoped, leads to personality change. The six basic
techniques of psychoanalytic therapy are (1) maintaining the analytic framework, (2) free association, (3) interpretation, (4) dream analysis, (5) analysis
of resistance, and (6) analysis of transference. See Case Approach to Counseling
and Psychotherapy (Corey, 2009, chap. 2), where Dr. William Blau, a psychoanalytically oriented therapist, illustrates some treatment techniques in the case
of Ruth.
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Maintaining the Analytic Framework
The psychoanalytic process stresses maintaining a particular framework aimed
at accomplishing the goals of this type of therapy. Maintaining the analytic
framework refers to a whole range of procedural and stylistic factors, such as
the analyst’s relative anonymity, the regularity and consistency of meetings,
and starting and ending the sessions on time. One of the most powerful features of psychoanalytically oriented therapy is that the consistent framework
is itself a therapeutic factor, comparable on an emotional level to the regular
feeding of an infant. Analysts attempt to minimize departures from this consistent pattern (such as vacations, changes in fees, or changes in the meeting
environment).

Free Association
Free association is a central technique in psychoanalytic therapy, and it plays
a key role in the process of maintaining the analytic framework. In free association, clients are encouraged to say whatever comes to mind, regardless of
how painful, silly, trivial, illogical, or irrelevant it may be. In essence, clients
ﬂow with any feelings or thoughts by reporting them immediately without censorship. As the analytic work progresses, most clients will occasionally depart
from this basic rule, and these resistances will be interpreted by the therapist
when it is timely to do so.
Free association is one of the basic tools used to open the doors to unconscious wishes, fantasies, conﬂicts, and motivations. This technique often leads
to some recollection of past experiences and, at times, a release of intense feelings (catharsis) that have been blocked. This release is not seen as crucial in
itself, however. During the free-association process, the therapist’s task is to
identify the repressed material that is locked in the unconscious. The sequence
of associations guides the therapist in understanding the connections clients
make among events. Blockings or disruptions in associations serve as cues
to anxiety-arousing material. The therapist interprets the material to clients,
guiding them toward increased insight into the underlying dynamics.
As analytic therapists listen to their clients’ free associations, they hear not
only the surface content but also the hidden meaning. This awareness of the
language of the unconscious has been termed “listening with the third ear”
(Reik, 1948). Nothing the client says is taken at face value. For example, a slip
of the tongue can suggest that an expressed emotion is accompanied by a conﬂicting affect. Areas that clients do not talk about are as signiﬁcant as the areas
they do discuss.

Interpretation
Interpretation consists of the analyst’s pointing out, explaining, and even
teaching the client the meanings of behavior that is manifested in dreams, free
association, resistances, and the therapeutic relationship itself. The functions
of interpretations are to enable the ego to assimilate new material and to speed
up the process of uncovering further unconscious material.
Interpretation is grounded in the therapist’s assessment of the client’s personality and of the factors in the client’s past that contributed to his or her

76

PART TWO k Theories and Techniques of Counseling
difﬁculties. Under contemporary deﬁnitions, interpretation includes identifying, clarifying, and translating the client’s material.
In making an appropriate interpretation, the therapist must be guided by
a sense of the client’s readiness to consider it (Saretsky, 1978). The therapist
uses the client’s reactions as a gauge. It is important that interpretations be well
timed; the client will reject ones that are inappropriately timed. A general rule
is that interpretation should be presented when the phenomenon to be interpreted is close to conscious awareness. In other words, the analyst should interpret material that the client has not yet seen for him- or herself but is capable of
tolerating and incorporating. Another general rule is that interpretation should
always start from the surface and go only as deep as the client is able to go. A
third general rule is that it is best to point out a resistance or defense before
interpreting the emotion or conﬂ ict that lies beneath it.

Dream Analysis
Dream analysis is an important procedure for uncovering unconscious material and giving the client insight into some areas of unresolved problems. During
sleep, defenses are lowered and repressed feelings surface. Freud sees dreams
as the “royal road to the unconscious,” for in them one’s unconscious wishes,
needs, and fears are expressed. Some motivations are so unacceptable to the
person that they are expressed in disguised or symbolic form rather than being
revealed directly.
Dreams have two levels of content: latent content and manifest content.
Latent content consists of hidden, symbolic, and unconscious motives, wishes,
and fears. Because they are so painful and threatening, the unconscious sexual and aggressive impulses that make up latent content are transformed into
the more acceptable manifest content, which is the dream as it appears to the
dreamer. The process by which the latent content of a dream is transformed
into the less threatening manifest content is called dream work. The therapist’s
task is to uncover disguised meanings by studying the symbols in the manifest
content of the dream.
During the session, therapists may ask clients to free associate to some aspect of the manifest content of a dream for the purpose of uncovering the latent
meanings. Therapists participate in the process by exploring clients’ associations with them. Interpreting the meanings of the dream elements helps clients
unlock the repression that has kept the material from consciousness and relate
the new insight to their present struggles. Dreams may serve as a pathway to
repressed material, but they also provide an understanding of clients’ current
functioning.

Analysis and Interpretation of Resistance
Resistance, a concept fundamental to the practice of psychoanalysis, is anything that works against the progress of therapy and prevents the client
from producing previously unconscious material. Specifically, resistance
is the client’s reluctance to bring to the surface of awareness unconscious
material that has been repressed. Resistance refers to any idea, attitude,
feeling, or action (conscious or unconscious) that fosters the status quo and
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gets in the way of change. During free association or association to dreams,
the client may evidence an unwillingness to relate certain thoughts, feelings, and experiences. Freud viewed resistance as an unconscious dynamic that people use to defend against the intolerable anxiety and pain that
would arise if they were to become aware of their repressed impulses and
feelings.
As a defense against anxiety, resistance operates speciﬁcally in psychoanalytic therapy to prevent clients and therapists from succeeding in their joint
effort to gain insights into the dynamics of the unconscious. Because resistance
blocks threatening material from entering awareness, analytic therapists point
it out, and clients must confront it if they hope to deal with conﬂ icts realistically. The therapists’ interpretation is aimed at helping clients become aware
of the reasons for the resistance so that they can deal with them. As a general
rule, therapists point out and interpret the most obvious resistances to lessen
the possibility of clients’ rejecting the interpretation and to increase the chance
that they will begin to look at their resistive behavior.
Resistances are not just something to be overcome. Because they are
representative of usual defensive approaches in daily life, they need to be
recognized as devices that defend against anxiety but that interfere with
the ability to accept change that could lead to experiencing a more gratifying life. It is extremely important that therapists respect the resistances
of clients and assist them in working therapeutically with their defenses.
When handled properly, resistance can be one of the most valuable tools in
understanding the client.

Analysis and Interpretation of Transference
As was mentioned earlier, transference manifests itself in the therapeutic process when clients’ earlier relationships contribute to their distorting the present with the therapist. The transference situation is considered valuable because its manifestations provide clients with the opportunity to reexperience
a variety of feelings that would otherwise be inaccessible. Through the relationship with the therapist, clients express feelings, beliefs, and desires that
they have buried in their unconscious. Through appropriate interpretations
and working through of these current expressions of early feelings, clients are
able to become aware of and to gradually change some of their long-standing
patterns of behavior. Analytically oriented therapists consider the process of
exploring and interpreting transference feelings as the core of the therapeutic
process because it is aimed at achieving increased awareness and personality
change.
The analysis of transference is a central technique in psychoanalysis and
psychoanalytically oriented therapy, for it allows clients to achieve here-andnow insight into the inﬂuence of the past on their present functioning. Interpretation of the transference relationship enables clients to work through old
conﬂicts that are keeping them ﬁ xated and retarding their emotional growth. In
essence, the effects of early relationships are counteracted by working through
a similar emotional conﬂ ict in the therapeutic relationship. An example of utilizing transference is given in a later section on the case of Stan.
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Application to Group Counseling
According to Strupp (1992), psychodynamic group therapy is becoming more
popular. It has received widespread acceptance because it is more economical than individual therapy, it provides clients with opportunities to learn how
they function in groups, and it offers a unique perspective on understanding
problems and working through them therapeutically.
I ﬁnd that the psychodynamic model offers a conceptual framework for understanding the history of the members of a group and a way of thinking about
how their past is affecting them now in the group and in their everyday lives.
Group leaders can think psychoanalytically, even if they do not use many psychoanalytical techniques. Regardless of their theoretical orientation, it is well
for group therapists to understand such psychoanalytic phenomena as transference, countertransference, resistance, and the use of ego-defense mechanisms as reactions to anxiety.
Transference and countertransference have signiﬁcant implications for the
practice of group counseling and therapy. Group work may re-create early life
situations that continue to affect the client. In most groups, individuals elicit a
range of feelings such as attraction, anger, competition, and avoidance. These
transference feelings may resemble those that members experienced toward
signiﬁcant people in their past. Members will most likely ﬁnd symbolic mothers, fathers, siblings, and lovers in their group. Group participants frequently
compete for the attention of the leader—a situation reminiscent of earlier times
when they had to vie for their parents’ attention with their brothers and sisters.
This rivalry can be explored in group as a way of gaining increased awareness
of how the participants dealt with competition as children and how their past
success or lack of it affects their present interactions with others. Groups can
provide a dynamic understanding of how people function in out-of-group situations. Projections onto the leader and onto other members are valuable clues
to unresolved conﬂicts within the person that can be identiﬁed, explored, and
worked through in the group.
The group leader also has reactions to members and is affected by members’ reactions. Countertransference can be a useful tool for the group therapist to understand the dynamics that might be operating in a group. However,
group leaders need to be alert to signs of unresolved internal conﬂicts that
could interfere with effective group functioning and create a situation in which
members are used to satisfy the leaders’ own unfulﬁlled needs. If, for example,
a group leader has an extreme need to be liked and approved of, the leader
might behave in ways to get members’ approval and conﬁrmation, resulting in
behaviors primarily designed to please the group members and ensure their
continued support. It is important to differentiate between appropriate emotional reactions and countertransference.
Group counselors need to exercise vigilance lest they misuse their power
by turning the group into a forum for pushing clients to adjust by conforming to
the dominant cultural values at the expense of losing their own worldviews and
cultural identities. Group practitioners also need to be aware of their own potential biases. The concept of countertransference can be expanded to include
unacknowledged bias and prejudices that may be conveyed unintentionally
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through the techniques used by group therapists. For a more extensive discussion on the psychoanalytic approach to group counseling, refer to Theory and
Practice of Group Counseling (Corey, 2008, chap. 6).

Jung’s Perspective on the Development of Personality
At one time Freud referred to Carl Jung as his spiritual heir, but Jung eventually
developed a theory of personality that was markedly different from Freudian
psychoanalysis. Jung’s analytical psychology is an elaborate explanation of human nature that combines ideas from history, mythology, anthropology, and
religion (Schultz & Schultz, 2005). Jung made monumental contributions to our
deep understanding of the human personality and personal development, particularly during middle age.
Jung’s pioneering work places central importance on the psychological
changes that are associated with midlife. He maintained that at midlife we need
to let go of many of the values and behaviors that guided the ﬁrst half of our life
and confront our unconscious. We can best do this by paying attention to the
messages of our dreams and by engaging in creative activities such as writing
or painting. The task facing us during the midlife period is to be less inﬂuenced
by rational thought and to instead give expression to these unconscious forces
and integrate them into our conscious life (Schultz & Schultz, 2005).
Jung learned a great deal from his own midlife crisis. At age 81 he wrote
about his recollections in his autobiography, Memories, Dreams, Reﬂections
(1961), in which he also identiﬁed some of his major contributions. Jung made
a choice to focus on the unconscious realm in his personal life, which also inﬂuenced the development of his theory of personality. However, he had a very
different conception of the unconscious than did Freud. Jung was a colleague
of Freud’s and valued many of his contributions, but Jung eventually came to
the point of not being able to support some of Freud’s basic concepts, especially his theory of sexuality. Jung (1961) recalled Freud’s words to him: “My
dear Jung, promise me never to abandon the sexual theory. This is the most
essential thing of all. You see, we must make a dogma of it, an unshakable
bulwark” (p. 150). Jung became convinced that he could no longer collaborate
with Freud because he believed Freud placed his own authority over truth.
Freud had little tolerance for other theoreticians, such as Jung and Adler, who
dared to challenge his theories. Although Jung had a lot to lose professionally
by withdrawing from Freud, he saw no other choice. He subsequently developed a spiritual approach that places great emphasis on being impelled to ﬁnd
meaning in life in contrast to being driven by the psychological and biological
forces described by Freud.
Jung maintained that we are not merely shaped by past events (Freudian
determinism), but that we are inﬂuenced by our future as well as our past. Part
of the nature of humans is to be constantly developing, growing, and moving
toward a balanced and complete level of development. For Jung, our present personality is shaped both by who and what we have been and also by what we aspire to be in the future. His theory is based on the assumption that humans tend
to move toward the fulﬁllment or realization of all of their capabilities. Achieving
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individuation—the harmonious integration of the conscious and unconscious
aspects of personality—is an innate and primary goal. For Jung, we have both
constructive and destructive forces, and to become integrated, it is essential to
accept our dark side, or shadow, with its primitive impulses such as selﬁshness
and greed. Acceptance of our shadow does not imply being dominated by this
dimension of our being, but simply recognizing that this is a part of our nature.
Jung taught that many dreams contain messages from the deepest layer of
the unconscious, which he described as the source of creativity. Jung referred
to the collective unconscious as “the deepest level of the psyche containing the
accumulation of inherited experiences of human and prehuman species” (as
cited in Schultz & Schultz, 2005, p. 104). Jung saw a connection between each
person’s personality and the past, not only childhood events but also the history of the species. This means that some dreams may deal with an individual’s
relationship to a larger whole such as the family, universal humanity, or generations over time. The images of universal experiences contained in the collective unconscious are called archetypes. Among the most important archetypes are the persona, the anima and animus, and the shadow. The persona is
a mask, or public face, that we wear to protect ourselves. The animus and the
anima represent both the biological and psychological aspects of masculinity
and femininity, which are thought to coexist in both sexes. The shadow has the
deepest roots and is the most dangerous and powerful of the archetypes. It represents our dark side, the thoughts, feelings, and actions that we tend to disown
by projecting them outward. In a dream all of these parts can be considered
manifestations of who and what we are.
Jung agreed with Freud that dreams provide a pathway into the unconscious, but he differed from Freud on their functions. Jung wrote that dreams
have two purposes. They are prospective; that is, they help people prepare
themselves for the experiences and events they anticipate in the near future.
They also serve a compensatory function, working to bring about a balance between opposites within the person. They compensate for the overdevelopment
of one facet of the individual’s personality (Schultz & Schultz, 2005).
Jung viewed dreams more as an attempt to express than as an attempt to
repress and disguise. Dreams are a creative effort of the dreamer in struggling
with contradiction, complexity, and confusion. The aim of the dream is resolution and integration. According to Jung, each part of the dream can be understood as some projected quality of the dreamer. His method of interpretation
draws on a series of dreams obtained from a person, during the course of which
the meaning gradually unfolds. If you are interested in further reading, I suggest Jung (1961) and Harris (1996).

Contemporary Trends: Object-Relations Theory,
Self Psychology, and Relational Psychoanalysis
Psychoanalytic theory continues to evolve. Freud emphasized intrapsychic conﬂicts pertaining to the gratiﬁcation of basic needs. Writers in the neo-Freudian
school moved away from this orthodox position and contributed to the growth
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and expansion of the psychoanalytic movement by incorporating the cultural
and social inﬂuences on personality. Ego psychology, with its stress on psychosocial development throughout the life span, was developed largely by Erikson.
Anna Freud, with her identiﬁcation of defense mechanisms, is a central ﬁgure
in ego psychology. She spent most of her professional life adapting psychoanalysis to children and adolescents.
According to Ainslie (2007), “psychoanalytic theory has undergone a variety of reformulations in the years since its inception and today it is actually
comprised of a variety of schools, including the classical perspective, object
relations theory, self psychology, and the interpersonal and relational schools”
(pp. 19-20). All of these psychoanalytic approaches share certain basic assumptions, one of which is that “as human beings we are profoundly affected by
experiences with others that take place over the course of development, and the
assumption that emotional conﬂicts and psychological symptoms often have a
great deal to do with these experiences” (p. 20).
Object-relations theory is a form of analytic treatment that involves exploration of internal unconscious identiﬁcations and internalizations of external
objects (aspects of signiﬁcant other people). Object relations are interpersonal relationships as they are represented intrapsychically. The term object was
used by Freud to refer to that which satisﬁes a need, or to the signiﬁcant person or thing that is the object, or target, of one’s feelings or drives. It is used
interchangeably with the term other to refer to an important person to whom
the child, and later the adult, becomes attached. Rather than being individuals with separate identities, others are perceived by an infant as objects for
gratifying needs. Object-relations theories have diverged from orthodox psychoanalysis, although some theorists, most notably Otto Kernberg, attempt to
integrate the increasingly varied ideas that characterize this school of thought
(St. Clair, 2004).
Traditional psychoanalysis assumes that the analyst can discover and name
the “truth” about clients. As psychoanalytic theory has evolved, the approach
has more fully considered the unconscious inﬂuence of other people. Self-psychology, which grew out of the work of Heinz Kohut (1971), emphasizes how we
use interpersonal relationships (self objects) to develop our own sense of self.
Contemporary psychoanalysis has challenged many of the fundamental assumptions about traditional psychoanalytic theory and treatment. Perhaps the
most important single difference between contemporary and classical psychoanalysis is the reconceptualization of the nature of the analytic relationship itself.
Whether called intersubjective, interpersonal, or relational, most contemporary
approaches to analysis are based on the exploration of the complex conscious and
unconscious dynamics at play with respect to both therapist and client.
Mitchell (2000) has written extensively about these new conceptualizations
of the analytic relationship. He integrates developmental theory, attachment
theory, systems theory, and interpersonal theory to demonstrate the profound
ways in which we seek attachments with others, especially early caregivers.
The relational model is based on the assumption that therapy is an interactive
process between client and therapist. Interpersonal analysts believe that countertransference actually provides an important source of information about the
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client’s character and dynamics. Mitchell adds to this object-relations position
a cultural dimension by noting that the caregiver’s qualities reﬂect the particular culture in which the person lives. We are all deeply embedded within
our cultures. Since different cultures maintain different values, there can be
no objective psychic truths. Our internal (unconscious) structures are all relational and relative. This is in stark contrast to the Freudian notion of universal
biological drives that could be said to function in every human.
Contemporary relational theorists have challenged what they consider to be
the authoritarian nature of the traditional psychoanalytic relationship and replaced it with a more egalitarian model. From the time of Freud to the late 20th
century, the power between analyst and patient was unequal. Contemporary
approaches to analysis assume a more equal power relationship and describe
the process of analysis as a mutual exploration of two subjectivities. Theoretically, this shift is seen not so much as a political statement about equality as it is
a recognition that analysis consists of two individuals encountering each other
in a complex interplay of emotions. The analyst is no longer cast in a detached
and anonymous role but is able to be responsive and emotionally present. Today, the task of analysis is to explore each psyche in a creative way, customized
to the particular analyst and patient working together in a particular culture at
a particular moment in time.

SUMMARY OF STAGES OF DEVELOPMENT The contemporary psychoanalytic theories center on predictable developmental sequences in which the early
experiences of the self shift in relation to an expanding awareness of others.
Once self–other patterns are established, it is assumed they inﬂuence later
interpersonal relationships. Speciﬁcally, people search for relationships that
match the patterns established by their earlier experiences. People who are either overly dependent or overly detached, for example, can be repeating patterns of relating they established with their mother when they were toddlers
(Hedges, 1983). These newer theories provide insight into how an individual’s
inner world can cause difﬁculties in living in the actual world of people and
relationships (St. Clair, 2004).
A central inﬂuence on contemporary object-relations theory is Margaret
Mahler (1968), a pediatrician who emphasized the observation of children. In
her view, the resolution of the Oedipus complex during Freud’s proposed phallic stage is less critical than the child’s progression from a symbiotic relationship with a maternal ﬁgure toward separation and individuation. Her studies
focus on the interactions between the child and the mother in the ﬁ rst 3 years
of life. Mahler conceptualizes the development of the self somewhat differently
from the traditional Freudian psychosexual stages. Her belief is that the individual begins in a state of psychological fusion with the mother and progresses
gradually to separation. The unﬁnished crises and residues of the earlier state
of fusion, as well as the process of separating and individuating, have a profound inﬂuence on later relationships. Object relations of later life build on the
child’s search for a reconnection with the mother (St. Clair, 2004). Psychological
development can be thought of as the evolution of the way in which individuals
separate and differentiate themselves from others.
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Mahler calls the ﬁrst 3 or 4 weeks of life normal infantile autism. Here the infant is presumed to be responding more to states of physiological tension than
to psychological processes. Mahler believes the infant is unable to differentiate
itself from its mother in many respects at this age. According to Melanie Klein
(1975), another major contributor to the object-relations perspective, the infant
perceives parts—breasts, face, hands, and mouth—rather than a uniﬁed self.
In this undifferentiated state there is no whole self, and there are no whole
objects. When adults show the most extreme lack of psychological organization
and sense of self, they may be thought of as returning to this most primitive infantile stage. Subsequent infant research by Daniel Stern (1985) has challenged
this aspect of Mahler’s theory, maintaining that infants are interested in others
practically from birth.
Mahler’s next phase, called symbiosis, is recognizable by the 3rd month and
extends roughly through the 8th month. At this age the infant has a pronounced
dependency on the mother. She (or the primary caregiver) is clearly a partner
and not just an interchangeable part. The infant seems to expect a very high
degree of emotional attunement with its mother.
The separation–individuation process begins in the 4th or 5th month. During this time the child moves away from symbiotic forms of relating. The child
experiences separation from signiﬁcant others yet still turns to them for a sense
of conﬁrmation and comfort. The child may demonstrate ambivalence, torn between enjoying separate states of independence and dependence. The toddler
who proudly steps away from the parents and then runs back to be swept up
in approving arms illustrates some of the main issues of this period (Hedges,
1983, p. 109). Others are looked to as approving mirrors for the child’s developing sense of self; optimally, these relationships can provide a healthy selfesteem.
Children who do not experience the opportunity to differentiate, and those
who lack the opportunity to idealize others while also taking pride in themselves, may later suffer from narcissistic character disorders and problems of
self-esteem. The narcissistic personality is characterized by a grandiose and
exaggerated sense of self-importance and an exploitive attitude toward others,
which serve the function of masking a frail self-concept. Such individuals seek
attention and admiration from others. They unrealistically exaggerate their
accomplishments, and they have a tendency toward extreme self-absorption.
Kernberg (1975) characterizes narcissistic people as focusing on themselves in
their interactions with others, having a great need to be admired, possessing
shallow affect, and being exploitive and, at times, parasitic in their relationships with others. Kohut (1971) characterizes such people as perceiving threats
to their self-esteem and as having feelings of emptiness and deadness.
“Borderline” conditions are also rooted in the period of separation–
individuation. People with a borderline personality disorder have moved into
the separation process but have been thwarted by parental rejection of their
individuation. In other words, a crisis ensues when the child does develop beyond the stage of symbiosis but the parents are unable to tolerate this beginning individuation and withdraw emotional support. Borderline people are
characterized by instability, irritability, self-destructive acts, impulsive anger,
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and extreme mood shifts. They typically experience extended periods of disillusionment, punctuated by occasional euphoria. Kernberg (1975) describes the
syndrome as including a lack of clear identity, a lack of deep understanding of
other people, poor impulse control, and the inability to tolerate anxiety.
Mahler’s ﬁnal subphase in the separation–individuation process involves a
move toward constancy of self and object. This development is typically pronounced by the 36th month (Hedges, 1983). By now others are more fully seen
as separate from the self. Ideally, children can begin to relate without being
overwhelmed with fears of losing their sense of individuality, and they may
enter into the later psychosexual and psychosocial stages with a ﬁ rm foundation of selfhood.
This chapter permits only a brief treatment of the newer formulations in
psychoanalytic theory. If you would like to pursue this emerging approach, an
overview of this vast and growing literature can be found in Gabbard (2005),
Hedges (1983), Mitchell and Black (1995), and St. Clair (2004).

TREATING BORDERLINE AND NARCISSISTIC DISORDERS Borderline and
narcissistic disorders seem to be rooted in traumas and developmental disturbances during the separation–individuation phase. However, the full manifestations of the personality and behavioral symptoms tend to develop in early
adulthood. Borderline and narcissistic symptoms such as splitting (a defensive
process of keeping incompatible perceptions separate) and notions of grandiosity are behavioral manifestations of developmental tasks that were disturbed
or not completed earlier (St. Clair, 2004).
Some of the most powerful tools for understanding borderline and narcissistic personality organizations have emerged from the psychoanalytic models. Among the most signiﬁcant theorists in this area are Kernberg (1975, 1976,
1997), Kohut (1971, 1977, 1984), and Masterson (1976). Although this book does
not emphasize diagnostic issues, a great deal of recent psychoanalytic writing
deals with the nature and treatment of borderline and narcissistic personality
disorders and sheds new light on the understanding of these disorders. Kohut
(1984) maintains that people are their healthiest and best when they can feel
both independence and attachment, taking joy in themselves and also being
able to idealize others. Mature adults feel a basic security grounded in a sense
of freedom, self-sufﬁciency, and self-esteem; they are not compulsively dependent on others but also do not have to fear closeness.
SOME DIRECTIONS OF CONTEMPOR ARY PSYCHODYNA MIC THER APY
Strupp (1992) maintains that the various contemporary modiﬁcations of psychoanalysis have infused psychodynamic psychotherapy with renewed vitality
and vigor. Some of the current trends and directions in psychodynamic theory
and practice that Strupp identiﬁes are summarized here:
• Increased attention is being given to disturbances during childhood and
adolescence.
• The emphasis on treatment has shifted from the “classical” interest in
curing neurotic disorders to the problems of dealing therapeutically with
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chronic personality disorders, borderline conditions, and narcissistic
personality disorders. There is also a movement toward devising speciﬁc
treatments for speciﬁc disorders.
• Increased attention is being paid to establishing a good therapeutic alliance early in therapy. A collaborative working relationship is now viewed
as a key factor in a positive therapeutic outcome.
• There is a renewed interest in the development of briefer forms of psychodynamic therapy, largely due to societal pressures for accountability and
cost-effectiveness. The indications are that time-limited dynamic therapy
will be used more in the future.

THE TREND TOWARD BRIEF, TIME-LIMITED PSYCHODYNAMIC THER APY
Many psychoanalytically oriented therapists are attempting to creatively meet
modern challenges while retaining their original focus on depth and inner life
(DeAngelis, 1996). These therapists support the move to the use of briefer therapy when this is indicated by the client’s needs rather than by arbitrary limits
set by a managed care system. Although there are different approaches to brief
psychodynamic therapy, Prochaska and Norcross (2007) believe they all share
these common characteristics:
• Work within the framework of time-limited therapy
• Target a speciﬁc interpersonal problem during the initial session.
• Assume a less neutral therapeutic stance than is true of traditional analytic approaches.
• Establish a strong working alliance.
• Use interpretation relatively early in the therapy relationship.
In keeping with the context of brief, time-limited therapy, Messer and Warren (2001) describe brief psychodynamic therapy (BPT) as a promising approach. This adaptation applies the principles of psychodynamic theory and
therapy to treating selective disorders within a preestablished time limit of,
generally, 10 to 25 sessions. BPT makes use of key psychodynamic concepts
such as the enduring impact of psychosexual, psychosocial, and objectrelational stages of development; the existence of unconscious processes and
resistance; the usefulness of interpretation; the importance of the working alliance; and reenactment of the client’s past emotional issues in relation to the
therapist. Most forms of this time-limited approach call upon the therapist to
assume an active and directive role in quickly formulating a therapeutic focus
that goes beneath the surface of presenting problems and symptoms and treats
underlying issues. Some possible goals of this approach might include conﬂict
resolution, greater access to feelings, increasing choice possibilities, improving interpersonal relationships, and symptom remission. Messer and Warren
state that the objective of BPT is “to understand and treat people’s problems in
the context of their current situation and earlier life experience” (p. 83). The
goals, therapeutic focus, and active role of the therapist have implications for
the practice of individual therapy. Although BPT is not suitable for all clients, it
meets a variety of clients’ needs.
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In writing about the characteristics of time-limited dynamic psychotherapy
(TLDP), Levenson (2007) emphasizes that the aim of therapy is not simply
symptom reduction but changing a client’s ingrained, repetitive patterns of
interpersonal relatedness. This is accomplished by using the client–therapist
relationship as a way to understand how the person interacts in the world. It
is assumed that clients interact with the therapist in the same dysfunctional
ways they interact with signiﬁcant others. Levenson maintains that “the ﬁrst
and major goal in conducting TLDP is for the client to have a new relational
experience . . . composed of a set of focused experiences throughout the therapy
in which the client has a different appreciation of self, of therapist, and of their
interaction. These new experiences provide the client with experiential learning so that old patterns may be relinquished and new patterns may evolve”
(p. 85). The short-term goals of TLDP are “to give the client repeated tastes of
what it is like to interact more fully and ﬂexibly within the therapy and to some
extent to experiment with what is being learned in his or her outside world”
(p. 86). By the end of brief therapy, clients tend to acquire a richer range of
interactions with others. Although formal therapy ends, clients have opportunities to practice functional behaviors in daily life, and in this sense, therapy
continues in the real world. At some future time, clients may have a need for
additional therapy sessions to address different concerns. Instead of thinking
of TLDP as a deﬁnitive intervention, it is best to view this approach as offering
multiple, brief therapy experiences over an individual’s life span.

Psychoanalytic Therapy
From a Multicultural Perspective
Strengths From a Diversity Perspective
Psychoanalytically oriented therapy can be made appropriate for culturally diverse populations if techniques are modiﬁed to ﬁt the settings in which a therapist practices. Erikson’s psychosocial approach, with its emphasis on critical
issues in stages of development, has particular application to people of color.
Therapists can help their clients review environmental situations at the various critical turning points in their lives to determine how certain events have
affected them either positively or negatively.
Psychotherapists need to recognize and confront their own potential
sources of bias and how countertransference could be conveyed unintentionally through their interventions. To the credit of the psychoanalytic approach,
it stresses the value of intensive psychotherapy as part of the training of therapists. This helps therapists become aware of their own sources of countertransference, including their biases, prejudices, and racial or ethnic stereotypes.

Shortcomings From a Diversity Perspective
Traditional psychoanalytic approaches are costly, and psychoanalytic therapy
is generally perceived as being based on upper- and middle-class values. All
clients do not share these values, and for many the cost of treatment is prohibitive. Another shortcoming pertains to the ambiguity inherent in most
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psychoanalytic approaches. This can be problematic for clients from cultures
who expect direction from a professional. For example, many Asian American
clients may prefer a more structured, problem-oriented approach to counseling
and may not continue therapy if a nondirective approach is employed. Furthermore, intrapsychic analysis may be in direct conﬂ ict with some clients’ social
framework and environmental perspective. Psychoanalytic therapy is more
concerned with long-term personality reconstruction than with short-term
problem solving.
Atkinson, Thompson, and Grant (1993) underscore the need for therapists
to consider possible external sources of clients’ problems, especially if clients
have experienced an oppressive environment. The psychoanalytic approach
can be criticized for failing to adequately address the social, cultural, and political factors that result in an individual’s problems. If there is no balance between the external and internal perspectives, clients may be held responsible
for their condition.
There are likely to be some difﬁculties in applying a psychoanalytic approach with low-income clients. If these clients seek professional help, they are
generally concerned with dealing with a crisis situation and with ﬁnding solutions to concrete problems, or at least some direction in addressing survival
needs pertaining to housing, employment, and child care. This does not imply
that low-income clients are unable to proﬁt from analytic therapy; rather, this
particular orientation could be more beneﬁcial after more pressing issues and
concerns have been resolved. On this topic, Smith (2005) contends that psychotherapists’ willingness and ability to work with low-income clients is compromised by unexamined classist attitudes and that these attitudes constitute a
signiﬁcant obstacle for practitioners’ success in working with the poor. Smith
makes a case for considering alternative therapeutic models such as psychoeducation, counseling, preventive psychology, or community psychology rather
than traditional analytic psychotherapy for people who are in a low socioeconomic situation. Another alternative is for therapists to do pro-bono work for
some clients.

Summary and Evaluation
Some major concepts of psychoanalytic theory include the dynamics of the unconscious and its inﬂuence on behavior, the role of anxiety, an understanding
of transference and countertransference, and the development of personality at
various stages in the life cycle.
Building on many of Freud’s basic ideas, Erikson broadened the developmental perspective by including psychosocial trends. In his model, each of
the eight stages of human development is characterized by a crisis, or turning
point. We can either master the developmental task or fail to resolve the core
struggle (Table 4.2 compares Freud’s and Erikson’s views on the developmental
stages).
Psychoanalytic therapy consists largely of using methods to bring out
unconscious material that can be worked through. It focuses primarily on
childhood experiences, which are discussed, reconstructed, interpreted, and
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Psychoanalytic Therapy Applied to the Case of Stan

k

In each of the chapters in Part 2, the case of
Stan is used to demonstrate the practical
applications of the theory in question. To
give you a focus on Stan’s central concerns, refer to the
end of Chapter 1, where his biography is given. I also
recommend that you at least skim Chapter 16, which
deals with an integrative approach as applied to Stan.
In Chapters 4 through 14 you will notice that Stan
is working with a female therapist. Given his feelings toward women, it may seem odd that he selected a woman
for his therapist. However, knowing that he had difficulty
with women, he consciously made this choice as a way
to challenge himself. As you will see, one of Stan’s goals is
to learn how to become less intimidated in the presence
of women and to be more himself around them.
The psychoanalytic approach focuses on the unconscious psychodynamics of Stan’s behavior. Considerable
attention is given to material that he has repressed. At
the extreme Stan demonstrated a self-destructive tendency, which is a way of inflicting punishment on himself. Instead of directing his hostility toward his parents
and siblings, he turned it inward toward himself. Stan’s
preoccupation with drinking could be hypothesized as
evidence of an oral fixation. Because he never received
love and acceptance during his early childhood, he is
still suffering from this deprivation and still desperately
searching for approval and acceptance from others.
Stan’s gender-role identification was fraught with difficulties. He learned the basis of female–male relationships through his early experiences with his parents.
What he saw was fighting, bickering, and discounting.
His father was the weak one who always lost, and his
mother was the strong, domineering force who could
and did hurt men. Stan generalized his fear of his
mother to all women. It could be further hypothesized
that the woman he married was similar to his mother,
both of whom reinforced his feelings of impotence.
The opportunity to develop a transference relationship and work through it is the core of the therapy
process. An assumption is that Stan will eventually relate to his therapist as he did to his mother and that
the process will be a valuable means of gaining insight
into the origin of his difficulties with women. The ana-

lytic process stresses an intensive exploration of Stan’s
past. The goal is to make the unconscious conscious,
so that he will no longer be controlled by unconscious
forces. Stan devotes much therapy time to reliving and
exploring his early past. As he talks, he gains increased
understanding of the dynamics of his behavior. He begins to see connections between his present problems
and early experiences in his childhood. Stan explores
memories of relationships with his siblings and with
his mother and father and also explores how he has
generalized his view of women and men from his view
of these family members. It is expected that he will
reexperience old feelings and uncover buried feelings
related to traumatic events. From another perspective, apart from whatever conscious insight Stan may
acquire, the goal is for him to have a more integrated
self, where feelings split off as foreign (the id) become
more a part of what he is comfortable with (the ego).
The relationship with his therapist, where old feelings
have different outcomes from his past experiences
with significant others, can result in deep personality
growth.
The therapist is likely to explore some of these
questions with Stan: “What did you do when you felt
unloved?” “As a child, what did you do with your negative feelings?” “Could you express your rage, hostility,
hurt, and fears?” “What effects did your relationship
with your mother have on you?” “What did this teach
you about all women?” Brought into the here and now
of the transference relationship, questions might include “When have you felt anything like this with me?”
and “What are you learning from our relationship about
how relationships with women might go?”
The analytic process focuses on key influences
in Stan’s developmental years, sometimes explicitly,
sometimes in terms of how those earlier events are
being relived in the present analytic relationship. As
he comes to understand how he has been shaped
by these past experiences, he is increasingly able to
exert control over his present functioning. Many of
Stan’s fears become conscious, and then his energy
does not have to remain fixed on defending himself
from unconscious feelings. Instead, he can make new
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decisions about his current life. He can do this only if he
works through the transference relationship, however,
for the depth of his endeavors in therapy largely determine the depth and extent of his personality changes.
If the therapist is operating from a contemporary
psychoanalytic orientation, her focus may well be on
Stan’s developmental sequences. Particular attention is paid to understanding his current behavior in
the world as largely a repetition of one of his earlier
developmental phases. Because of his dependency,
it is useful in understanding his behavior to see that
he is now repeating patterns that he formed with his
mother during his infancy. Viewed from this perspective, Stan has not accomplished the task of separation
and individuation. He is still “stuck” in the symbiotic
phase on some levels. He is unable to obtain his confirmation of worth from himself, and he has not resolved
the dependence–independence struggle. Looking at
his behavior from the viewpoint of self psychology can
help the therapist deal with his difficulties in forming
intimate relationships.

some ideas of how you might continue working with
him if he were referred to you. Do your best to stay
within the general spirit of each theory by identifying specific concepts you would draw from and techniques that you might use in helping him explore the
struggles he identifies. Here are a series of questions to
provide some structure in your thinking about his case:

Follow-Up: You Continue as Stan’s
Psychoanalytic Therapist

See the online and DVD program, Theory
in Practice: The Case of Stan (Session 1, an
initial session with Stan, and Session 2, on psychoanalytic therapy), for a demonstration of my
approach to counseling Stan from this perspective. The first session consists of the intake and assessment process. The second session focuses on
Stan’s resistance and dealing with transference.

With each of the 11 theoretical orientations, you will
be encouraged to try your hand at applying the principles and techniques you have just studied in the
chapter to working with Stan from that particular perspective. The information presented about Stan from
each of these theory chapters will provide you with
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• How much interest would you have in Stan’s
early childhood? What are some ways you’d help
him see patterns between his childhood issues
and his current problems?
• Consider the transference relationship that is
likely to be established between you and Stan.
How might you react to his making you into a
significant person in his life?
• In working with Stan, what countertransference
issues might arise for you?
• What resistances might you predict in your work
with Stan? From a psychoanalytic perspective,
how would you interpret and work with this
resistance?

analyzed. The assumption is that this exploration of the past, which is typically
accomplished by working through the transference relationship with the therapist, is necessary for character change. The most important techniques typically employed in psychoanalytic practice are maintaining the analytic framework, free association, interpretation, dream analysis, analysis of resistance,
and analysis of transference.
Unlike Freudian theory, Jungian theory is not reductionist. Jung viewed
humans positively and focused on individuation, the capacity of humans to
move toward wholeness and self-realization. To become what they are capable
of becoming, individuals must explore the unconscious aspects of their personality, both the personal unconscious and the collective unconscious. In Jungian
analytical therapy, the therapist assists the client in tapping his or her inner
wisdom. The goal of therapy is not merely the resolution of immediate problems but the transformation of personality.
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The contemporary trends in psychoanalytic theory are reﬂected in these
general areas: ego psychology, object-relations approaches, self psychology,
and relational approaches. Ego psychology does not deny the role of intrapsychic conﬂ icts but emphasizes the striving of the ego for mastery and competence throughout the human life span. The object-relations approaches are
based on the notion that at birth there is no differentiation between others
and self and that others represent objects of need gratiﬁcation for infants.
Separation–individuation is achieved over time. When this process is successful, others are perceived as both separate and related. Self psychology focuses
on the nature of the therapeutic relationship, using empathy as a main tool.
The relational approaches emphasize what evolves through the client–therapist relationship.

Contributions of the Psychoanalytic Approach
I believe therapists can broaden their understanding of clients’ struggles by appreciating Freud’s many signiﬁcant contributions. It must be emphasized that
competent use of psychoanalytic techniques requires training beyond what
most therapists are afforded in their training program. The psychoanalytic approach provides practitioners with a conceptual framework for looking at behavior and for understanding the origins and functions of symptoms. Applying
the psychoanalytic point of view to therapy practice is particularly useful in
(1) understanding resistances that take the form of canceling appointments,
ﬂeeing from therapy prematurely, and refusing to look at oneself; (2) understanding that unﬁnished business can be worked through, so that clients can
provide a new ending to some of the events that have crippled them emotionally; (3) understanding the value and role of transference; and (4) understanding how the overuse of ego defenses, both in the counseling relationship and in
daily life, can keep clients from functioning effectively.
Although there is little to be gained from blaming the past for the way a
person is now or from dwelling on the past, considering the early history of
a client is often useful in understanding and working with a client’s current
situation. Even though you may not agree with all of the premises of the classical psychoanalytic position, you can still draw on many of the psychoanalytic
concepts as a framework for understanding your clients and for helping them
achieve a deeper understanding of the roots of their conﬂicts.
If the psychoanalytic (or psychodynamic) approach is considered in a
broader context than is true of classical psychoanalysis, it becomes a more
powerful and useful model for understanding human behavior. Although I
ﬁ nd Freud’s psychosexual concepts of value, I think that adding Erikson’s emphasis on psychosocial factors gives a more complete picture of the critical
turning points at each stage of development. Integrating these two perspectives is, in my view, most useful for understanding key themes in the development of personality. Erikson’s developmental schema does not avoid the
psychosexual issues and stages postulated by Freud; rather, Erikson extends
the stages of psychosexual development throughout life. His perspective integrates psychosexual and psychosocial concepts without diminishing the
importance of either.
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Therapists who work from a developmental perspective are able to see continuity in life and to see certain directions their clients have taken. This perspective gives a broader picture of an individual’s struggle, and clients are able
to discover some signiﬁcant connections among the various life stages.

Contributions of Modern Psychoanalytic Theorists
The contemporary trends in psychoanalytic thinking contribute to the
understanding of how our current behavior in the world is largely a repetition of patterns set during one of the early phases of development. Objectrelations theory helps us see the ways in which clients interacted with
signiﬁcant others in the past and how they are superimposing these early
experiences on present relationships. For the many clients in therapy who
are struggling with issues such as separation and individuation, intimacy,
dependence versus independence, and identity, these newer formulations
can provide a framework for understanding how and where aspects of development have been ﬁ xated. They have signiﬁcant implications for many
areas of human interaction such as intimate relationships, the family and
child rearing, and the therapeutic relationship. Some analytic therapists,
such as Marmor (1997), demonstrate an openness toward integrating various methods: “I try to avoid putting every patient on a Procrustean bed of a
singular therapeutic method but rather adapt my approach to the patient’s
own unique needs” (p. 32).
In my opinion, it is possible to use a psychodynamic framework to provide
structure and direction to a counseling practice and at the same time to draw
on other therapeutic techniques. I ﬁ nd value in the contributions of those writers who have built on the basic ideas of Freud and have added an emphasis
on the social and cultural dimensions affecting personality development. In
contemporary psychoanalytic practice more latitude is given to the therapist
in using techniques and in developing the therapeutic relationship. The newer psychoanalytic theorists have enhanced, extended, and refocused classical
analytic techniques. They are concentrating on the development of the ego, are
paying attention to the social and cultural factors that inﬂuence the differentiation of an individual from others, and are giving new meaning to the relational
dimensions of therapy.
Although contemporary psychodynamic forms diverge considerably
in many respects from the original Freudian emphasis on drives, the basic
Freudian concepts of unconscious motivation, the inﬂuence of early development, transference, countertransference, and resistance are still central to the
newer modiﬁcations. These concepts are of major importance in therapy and
can be incorporated into therapeutic practices based on various theoretical
approaches.

Limitations and Criticisms of the Psychoanalytic Approach
In general, considering factors such as time, expense, and availability of trained
psychoanalytic therapists, the practical applications of many psychoanalytic
techniques are limited. This is especially true of methods such as free association on the couch, dream analysis, and extensive analysis of the transference
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relationship. A factor limiting the practical application of classical psychoanalysis
is that many severely disturbed clients lack the level of ego strength needed for
this treatment.
A major limitation of traditional psychoanalytic therapy is the relatively
long time commitment required to accomplish analytic goals. As was mentioned earlier, the emergence of brief, time-limited psychodynamic therapy is a
partial response to this criticism. Psychodynamic psychotherapy evolved from
traditional analysis to address the need for treatment that was not so lengthy
and involved (Luborsky et al., 2008). In a critique of long-term psychodynamic
therapy, Strupp (1992) assumes that psychoanalytic therapy will remain a luxury for most people in our society. Strupp notes a decline in practices based on
the classical analytic model due to reasons such as time commitment, expense,
limited applications to diverse client populations, and questionable beneﬁts.
According to Strupp, the realities stemming from managed care will mean
increasing emphasis on short-term treatments for speciﬁc disorders, limited
goals, and containment of costs.
A potential limitation of the psychoanalytic approach is the anonymous role
assumed by the therapist. This stance can be justiﬁed on theoretical grounds,
but in therapy situations other than classical psychoanalysis this stance is unduly restrictive. The classical technique of nondisclosure can be misused in
short-term individual therapy and assessment. Therapists in these situations
who adopt the blank-screen aloofness typical of the “pure” context of classical
psychoanalysis may actually be keeping themselves hidden as persons in the
guise of “being professional.”
Yalom (2003) contends that therapist anonymity is not a good model for effective therapy. He suggests that appropriate therapist self-disclosure tends to
enhance therapy outcomes. Rather than adopting a blank screen, he believes
it is far better to strive to understand the past as a way of shedding light on
the dynamics of the present therapist–client relationship. This is in keeping
with the spirit of the relational analytic approach, which emphasizes the hereand-now interaction between therapist and client.
From a feminist perspective there are distinct limitations to a number
of Freudian concepts, especially the Oedipus and Electra complexes. In her
review of feminist counseling and therapy, Enns (1993) also notes that the
object-relations approach has been criticized for its emphasis on the role of
the mother–child relationship in determining later interpersonal functioning. The approach gives great responsibility to mothers for deﬁciencies and
distortions in development. Fathers are conspicuously absent from the hypothesis about patterns of early development; only mothers are blamed for
inadequate parenting. Linehan’s (1993a, 1993b) dialectical behavior therapy
(DBT), addressed in some detail in Chapter 9, is an eclectic approach that
avoids mother bashing while accepting the notion that the borderline client experienced a childhood environment that was “invalidating” (Linehan,
1993a, pp. 49–52).
Luborsky, O’Reilly-Landry, and Arlow (2008) note that psychoanalytic
therapies have been criticized for being irrelevant to contemporary culture
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and being appropriate only to an elite, highly educated clientele. To this
criticism, they counter with the following statement: “Psychoanalysis is a
continually evolving field that has been revised and altered by psychoanalytic theorists and clinicians ever since its origin. This evolution began
with Freud himself, who often rethought and substantially revised his own
ideas” (p. 27).

Where to Go From Here
If this chapter has provided the impetus for you to learn more about the psychoanalytic approach or the contemporary offshoots of psychoanalysis, you might
consider selecting a few books from the Recommended Supplementary Readings and References and Suggested Readings listed at the end of the chapter.
If you are using the CD-ROM for Integrative Counseling, refer to Session 10
(“Transference and Countertransference”) and compare what I’ve written here
with how I deal with transference and countertransference.
Various colleges and universities offer special workshops or short courses
through continuing education on topics such as therapeutic considerations in
working with borderline and narcissistic personalities. These workshops could
give you a new perspective on the range of applications of contemporary psychoanalytic therapy. For further information about training programs, workshops, and graduate programs in various states, contact:
American Psychoanalytic Association
309 East 49th Street, New York, NY 10017-1601
Telephone: (212) 752-0450
Fax: (212) 593–0571
Website: www.apsa.org

R ECOMMENDED S UPPLEMEN TA RY R EA DINGS
Psychoanalytic Theory: An Introduction (Elliott,
1994) provides thorough coverage of the
psychoanalytic implications for “postmodern” theories, systems approaches,
and feminist thought.
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processes of client selection, therapist
training, and modiﬁcations of techniques
used in brief psychoanalytic therapy.
Psychodynamic Psychiatry in Clinical Practice (Gabbard, 2005) offers an excellent
account of various psychoanalytic per-

spectives on borderline and narcissistic
disorders.
Object Relations and Self Psychology: An Introduction (St. Clair, with Wigren, 2004) provides an overview and critical assessment
of two streams of psychoanalytic theory
and practice: object-relations theory and
self psychology. Especially useful are the
chapters discussing the approaches of
Margaret Mahler, Otto Kernberg, and
Heinz Kohut. This is a good place to start
if you want an update on the contemporary trends in psychoanalysis.
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ALFRED ADLER
ALFRED ADLER (1870–1937)
grew up in a Vienna family
of six boys and two girls. His
brother died as a very young
boy in the bed next to Alfred.
Adler’s early childhood was
not a happy time. He was sickly and very much aware of
death. At age 4 he almost died of pneumonia. He heard
the doctor tell his father that “Alfred is lost.” Adler associated this time with his decision to become a physician.
Because he was ill so much during the first few years
of his life, Adler was pampered by his mother. Later he
was “dethroned” by a younger brother. He developed a
trusting relationship with his father, but did not feel very
close to his mother. He was extremely jealous of his older
brother, Sigmund, which led to a strained relationship
between the two during childhood and adolescence.
When we consider Adler’s strained relationship with Sigmund Freud, one cannot help but suspect that patterns
from his early family constellation were repeated in this
relationship with Freud.
Adler’s early years were characterized by struggling
to overcome illnesses and feelings of inferiority. Although
Adler felt inferior to his brother and his peers, he was determined to compensate for his physical limitations, and
gradually he overcame many of his limitations.
It is clear that Adler’s early childhood experiences had
an impact on the formation of his theory. Adler is an example
of a person who shaped his own life as opposed to having
it determined by fate. Adler was a poor student. His teacher
advised his father to prepare Adler to be a shoemaker, but
not much else. With determined effort Adler eventually
rose to the top of his class. He went on to study medicine

at the University of Vienna, entered private practice as an
ophthalmologist, and then shifted to general medicine. He
eventually specialized in neurology and psychiatry, and he
had a keen interest in incurable childhood diseases.
Adler had a passionate concern for the common
person and was outspoken about child-rearing practices,
school reforms, and prejudices that resulted in conflict.
He spoke and wrote in simple, nontechnical language so
that the general population could understand and apply
the principles of his approach in a practical way that
helped people meet the challenges of daily life. Adler’s
(1927/1959) Understanding Human Nature was the first
major psychology book to sell hundreds of thousands of
copies in the United States. After serving in World War I as
a medical officer, Adler created 32 child guidance clinics
in the Vienna public schools and began training teachers,
social workers, physicians, and other professionals. He
pioneered the practice of teaching professionals through
live demonstrations with parents and children before
large audiences. The clinics he founded grew in number
and in popularity, and he was indefatigable in lecturing
and demonstrating his work.
Although Adler had an overcrowded work schedule
most of his professional life, he still took some time to
sing, enjoy music, and be with friends. In the mid-1920s
he began lecturing in the United States, and he later
made frequent visits and tours. He ignored the warning
of his friends to slow down, and on May 28, 1937, while
taking a walk before a scheduled lecture in Aberdeen,
Scotland, Adler collapsed and died of heart failure.
If you have an interest in learning more about Adler’s
life, see Edward Hoffman’s (1996) excellent biography,
The Drive for Self.

Introduction*
Along with Freud and Jung, Alfred Adler was a major contributor to the initial
development of the psychodynamic approach to therapy. After 8 to 10 years of
collaboration, Freud and Adler parted company, with Freud taking the position
that Adler was a heretic who had deserted him. Adler resigned as president of
* I want to acknowledge the diligent efforts and contributions of Dr. James Bitter of East Tennessee State University in bringing this chapter up to date and for expanding the section dealing with
the therapeutic process and practical applications.
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the Vienna Psychoanalytic Society in 1911 and founded the Society for Individual Psychology in 1912. Freud then asserted that it was not possible to support
Adlerian concepts and still remain in good standing as a psychoanalyst.
Later, a number of other psychoanalysts deviated from Freud’s orthodox
position (see Chapter 4). These Freudian revisionists, who included Karen
Horney, Erich Fromm, and Harry Stack Sullivan, agreed that social and cultural factors were of great signiﬁcance in shaping personality. Even though
these three therapists are typically called neo-Freudians, it would be more appropriate, as Heinz Ansbacher (1979) has suggested, to refer to them as neoAdlerians, because they moved away from Freud’s biological and deterministic
point of view and toward Adler’s social-psychological and teleological (or goaloriented) view of human nature.
Adler stresses the unity of personality, contending that people can only
be understood as integrated and complete beings. This view also espouses the
purposeful nature of behavior, emphasizing that where we are striving to go is
more important than where we have come from. Adler saw humans as both the
creators and the creations of their own lives; that is, people develop a unique
style of living that is both a movement toward and an expression of their selected goals. In this sense, we create ourselves rather than merely being shaped
by our childhood experiences.
After Adler’s death in 1937, Rudolf Dreikurs was the most signiﬁcant ﬁgure
in bringing Adlerian psychology to the United States, especially as its principles applied to education, individual and group therapy, and family counseling.
Dreikurs is credited with giving impetus to the idea of child guidance centers
and to training professionals to work with a wide range of clients.

Key Concepts
View of Human Nature
Adler abandoned Freud’s basic theories because he believed Freud was excessively narrow in his emphasis on biological and instinctual determination. Adler
believed that the individual begins to form an approach to life somewhere in
the ﬁrst 6 years of living. His focus was on how the person’s perception of the
past and his or her interpretation of early events has a continuing inﬂuence.
On many theoretical grounds, Adler was in opposition to Freud. According
to Adler, for example, humans are motivated primarily by social relatedness
rather than by sexual urges; behavior is purposeful and goal-directed; and consciousness, more than unconsciousness, is the focus of therapy. Unlike Freud,
Adler stressed choice and responsibility, meaning in life, and the striving for
success, completion, and perfection. Adler and Freud created very contrasting
theories, even though both men grew up in the same city in the same era and
were educated as physicians at the same university. Their individual and very
different childhood experiences were certainly key factors that shaped their
distinctly different views of human nature (Schultz & Schultz, 2005).
Adler’s theory focuses on inferiority feelings, which he saw as a normal
condition of all people and as a source of all human striving. Rather than being
considered a sign of weakness or abnormality, inferiority feelings can be the
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wellspring of creativity. They motivate us to strive for mastery, success (superiority), and completion. We are driven to overcome our sense of inferiority
and to strive for increasingly higher levels of development (Schultz & Schultz,
2005). Indeed, at around 6 years of age our ﬁctional vision of ourselves as perfect or complete begins to form into a life goal. The life goal uniﬁes the personality and becomes the source of human motivation; every striving and every
effort to overcome inferiority is now in line with this goal.
From the Adlerian perspective, human behavior is not determined solely
by heredity and environment. Instead, we have the capacity to interpret, inﬂuence, and create events. Adler asserted that genetics and heredity are not as important as what we choose to do with the abilities and limitations we possess.
Although Adlerians reject the deterministic stance of Freud, they do not go to
the other extreme and maintain that individuals can become whatever they
want to be. Adlerians recognize that biological and environmental conditions
limit our capacity to choose and to create.
Adlerians put the focus on reeducating individuals and reshaping society.
Adler was the forerunner of a subjective approach to psychology that focuses
on internal determinants of behavior such as values, beliefs, attitudes, goals,
interests, and the individual perception of reality. He was a pioneer of an approach that is holistic, social, goal oriented, systemic, and humanistic. Adler
was also the ﬁrst systemic therapist, in that he maintained that it is essential to
understand people within the systems in which they live.

Subjective Perception of Reality
Adlerians attempt to view the world from the client’s subjective frame of reference, an orientation described as phenomenological. The approach is phenomenological in that it pays attention to the individual way in which people
perceive their world. This “subjective reality” includes the individual’s perceptions, thoughts, feelings, values, beliefs, convictions, and conclusions. Behavior
is understood from the vantage point of this subjective perspective. From the
Adlerian perspective, objective reality is less important than how we interpret
reality and the meanings we attach to what we experience.
As you will see in subsequent chapters, many contemporary theories have
incorporated this notion of the client’s subjective worldview as a basic factor explaining behavior. Some of the other approaches that have a phenomenological
perspective are existential therapy, person-centered therapy, Gestalt therapy,
the cognitive behavioral therapies, reality therapy, and the postmodern approaches.

Unity and Patterns of Human Personality
Adler named his approach Individual Psychology and stressed understanding the whole person—how all dimensions of a person are interconnected
components, and how all of these components are uniﬁed by the individual’s
movement toward a life goal. Adler emphasized the unity and indivisibility
of the person. This holistic concept implies that we cannot be understood in
parts, but all aspects of ourselves must be understood in relationship (Carlson
& Englar-Carlson, 2008). The focus is on understanding whole persons within
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their socially embedded contexts of family, culture, school, and work. We are
social, creative, decision-making beings who act with purpose and cannot be
fully known outside the contexts that have meaning in our lives (Sherman &
Dinkmeyer, 1987).
The human personality becomes uniﬁed through development of a life
goal. An individual’s thoughts, feelings, beliefs, convictions, attitudes, character, and actions are expressions of his or her uniqueness, and all reﬂect a plan
of life that allows for movement toward a self-selected life goal. An implication
of this holistic view of personality is that the client is an integral part of a social
system. There is more emphasis on interpersonal relationships than on the individual’s internal psychodynamics.

BEHAVIOR AS PURPOSEFUL AND GOAL ORIENTED Individual Psychology assumes that all human behavior has a purpose. Humans set goals for themselves, and behavior becomes uniﬁed in the context of these goals. The concept of the purposeful nature of behavior is perhaps the cornerstone of Adler’s
theory. Adler replaced deterministic explanations with teleological (purposive,
goal-oriented) ones. A basic assumption of Individual Psychology is that we can
only think, feel, and act in relation to our perception of our goal. Therefore, we
can be fully understood only in light of knowing the purposes and goals toward
which we are striving. Adlerians are interested in the future, without minimizing the importance of past inﬂuences. They assume that decisions are based
on the person’s experiences, on the present situation, and on the direction in
which the person is moving. They look for continuity by paying attention to
themes running through a person’s life.
Adler was inﬂuenced by the philosopher Hans Vaihinger (1965), who noted
that people often live by ﬁctions (or views of how the world should be). Many
Adlerians use the term ﬁctional ﬁ nalism to refer to an imagined central goal
that guides a person’s behavior. It should be noted, however, that Adler ceased
using this term and replaced it with “guiding self-ideal” and “goal of perfection” to account for our striving toward superiority or perfection (Watts &
Holden, 1994). Very early in life, we begin to envision what we might be like if
we were successful, complete, whole, or perfect. Applied to human motivation,
a guiding self-ideal might be expressed in this way: “Only when I am perfect
can I be secure” or “Only when I am important can I be accepted.” The guiding
self-ideal represents an individual’s image of a goal of perfection, for which he
or she strives in any given situation. Because of our subjective ﬁnal goal, we
have the creative power to choose what we will accept as truth, how we will
behave, and how we will interpret events.
STRIVING FOR SIGNIFICANCE AND SUPERIORITY Adler stressed that striving for perfection and coping with inferiority by seeking mastery are innate (Ansbacher & Ansbacher, 1979). To understand human behavior, it is
essential to grasp the ideas of basic inferiority and compensation. From our
earliest years, we recognize that we are helpless in many ways, which is
characterized by feelings of inferiority. This inferiority is not a negative factor in life. According to Adler, the moment we experience inferiority we are
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pulled by the striving for superiority. He maintained that the goal of success pulls people forward toward mastery and enables them to overcome
obstacles. The goal of superiority contributes to the development of human
community. However, it is important to note that “superiority,” as used by
Adler, does not necessarily mean being superior to others. Rather, it means
moving from a perceived lower (or minus) position to a perceived higher (or
plus) position. People cope with feelings of helplessness by striving for competence, mastery, and perfection. They can seek to change a weakness into a
strength, for example, or strive to excel in one area to compensate for defects
in other areas. The unique ways in which people develop a style of striving
for competence is what constitutes individuality or lifestyle. The manner in
which Adler reacted to his childhood and adolescent experiences is a living
example of this aspect of his theory.

LIFESTYLE An individual’s core beliefs and assumptions guide each person’s
movement through life and organize his or her reality, giving meaning to life
events. Adler called this life movement the individual’s “lifestyle.” Synonyms
for this term include “plan of life,” “style of life,” “strategy for living,” and
“road map of life.” Lifestyle includes the connecting themes and rules of interaction that unify all our actions. Lifestyle is often described as our perceptions
regarding self, others, and the world. It includes an individual’s characteristic
way of thinking, acting, feeling, living, and striving toward long-term goals
(Mosak & Maniacci, 2008).
Adler saw us as actors, creators, and artists. In striving for goals that have
meaning to us, we develop a unique style of life (Ansbacher, 1974). This concept accounts for why all of our behaviors ﬁt together to provide consistency to
our actions. Understanding one’s lifestyle is somewhat like understanding the
style of a composer: “We can begin wherever we choose: every expression will
lead us in the same direction—toward the one motive, the one melody, around
which the personality is built” (Adler, as cited in Ansbacher & Ansbacher, 1964,
p. 332). People are viewed as adopting a proactive, rather than a reactive, approach to their social environment. Although events in the environment inﬂuence the development of personality, such events are not the causes of what
people become.
In striving for the goal of superiority, Adlerians believe we each develop
a unique facet of our personality, or our own style of life. Everything we do is
inﬂuenced by this unique lifestyle. Experiences within the family and relationships between siblings contribute to development of this self-consistent way
of perceiving, thinking, feeling, and behaving. Although our unique style is
created primarily during the ﬁrst 6 years of life, subsequent events may have
a profound effect on the development of our personality. Experiences in themselves are not the decisive factors; rather, it is our interpretation of these events
that shape personality. Faulty interpretations may lead to mistaken notions in
our private logic, which will signiﬁcantly inﬂuence present behavior. Once we
become aware of the patterns and continuity of our lives, we are in a position
to modify those faulty assumptions and make basic changes. We can reframe
childhood experiences and consciously create a new style of life.
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Social Interest and Community Feeling
Social interest and community feeling (Gemeinschaftsgefühl) are probably Adler’s
most signiﬁcant and distinctive concepts (Ansbacher, 1992). These terms refer to
individuals’ awareness of being part of the human community and to individuals’ attitudes in dealing with the social world.
Social interest refers to an action line of one’s community feeling, and it involves the individual’s positive attitude toward other people in the world. Social
interest is the capacity to cooperate and contribute (Milliren & Clemmer, 2006).
Social interest requires that we have enough contact with the present to make
a move toward a meaningful future, that we are willing to give and to take, and
that we develop our capacity for contributing to the welfare of others (Milliren,
Evans, & Newbauer, 2007). Social interest includes striving for a better future
for humanity. The socialization process, which begins in childhood, involves
ﬁnding a place in society and acquiring a sense of belonging and of contributing (Keﬁr, 1981). While Adler considered social interest to be innate, he also
believed that it must be taught, learned, and used. Adler equated social interest
with a sense of identiﬁcation and empathy with others: “to see with the eyes
of another, to hear with the ears of another, to feel with the heart of another”
(as cited in Ansbacher & Ansbacher, 1979, p. 42). Social interest is the central
indicator of mental health. Those with social interest tend to direct the striving
toward the healthy and socially useful side of life. From the Adlerian perspective, as social interest develops, feelings of inferiority and alienation diminish.
People express social interest through shared activity and mutual respect.
Individual Psychology rests on a central belief that our happiness and success are largely related to this social connectedness. Because we are embedded
in a society, we cannot be understood in isolation from that social context. We
are primarily motivated by a desire to belong. Community feeling embodies the
feeling of being connected to all of humanity—past, present, and future—and to
being involved in making the world a better place. Those who lack this community feeling become discouraged and end up on the useless side of life. We seek
a place in the family and in society to fulﬁll basic needs for security, acceptance,
and worthiness. Many of the problems we experience are related to the fear of
not being accepted by the groups we value. If our sense of belonging is not fulﬁlled, anxiety is the result. Only when we feel united with others are we able to
act with courage in facing and dealing with our problems (Adler, 1938/1964).
Adler taught that we must successfully master three universal life tasks:
building friendships (social task), establishing intimacy (love–marriage task),
and contributing to society (occupational task). All people need to address
these tasks, regardless of age, gender, time in history, culture, or nationality.
Dreikurs and Mosak (1967) and Mosak and Dreikurs (1967) added two other
tasks of life to this list: getting along with ourselves (self-acceptance), and developing our spiritual dimension (including values, meaning, life goals, and
our relationship with the universe, or cosmos). Each of these tasks requires the
development of psychological capacities for friendship and belonging, for contribution and self-worth, and for cooperation (Bitter, 2006). These basic life tasks are
so fundamental to human living that dysfunction in any one of them is often an
indicator of a psychological disorder (American Psychiatric Association, 2000).
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More often than not, when people seek therapy, it is because they are struggling
with successfully meeting one or more of these life tasks. The aim of therapy is
to assist clients in modifying their lifestyles so that they can more effectively
navigate one of these tasks (Carlson & Englar-Carlson, 2008).

Birth Order and Sibling Relationships
The Adlerian approach is unique in giving special attention to the relationships
between siblings and the psychological birth position in one’s family. Adler
identiﬁed ﬁve psychological positions, or vantage points, from which children
tend to view life: oldest, second of only two, middle, youngest, and only. Birth
order is not a deterministic concept but does increase an individual’s probability of having a certain set of experiences. Actual birth order is less important
than the individual’s interpretation of his or her place in the family. Because
Adlerians view most human problems as social in nature, they emphasize relationships within the family as our earliest and, perhaps, our most inﬂuential
social system.
Adler (1931/1958) observed that many people wonder why children in
the same family often differ so widely, and he pointed out that it is a fallacy
to assume that children of the same family are formed in the same environment. Although siblings share aspects in common in the family constellation, the psychological situation of each child is different from that of the
others due to birth order. The following description of the inﬂuence of birth
order is based on Ansbacher and Ansbacher (1964), Dreikurs (1953), and
Adler (1931/1958).
1. The oldest child generally receives a good deal of attention, and during the
time she is the only child, she is typically somewhat spoiled as the center of
attention. She tends to be dependable and hard working and strives to keep
ahead. When a new brother or sister arrives on the scene, however, she ﬁnds
herself ousted from her favored position. She is no longer unique or special.
She may readily believe that the newcomer (or intruder) will rob her of the love
to which she is accustomed.
2. The second child of only two is in a different position. From the time she
is born, she shares the attention with another child. The typical second child
behaves as if she were in a race and is generally under full steam at all times.
It is as though this second child were in training to surpass the older brother
or sister. This competitive struggle between the ﬁrst two children inﬂuences
the later course of their lives. The younger child develops a knack for ﬁ nding
out the elder child’s weak spots and proceeds to win praise from both parents
and teachers by achieving successes where the older sibling has failed. If one is
talented in a given area, the other strives for recognition by developing other
abilities. The second-born is often opposite to the ﬁ rstborn.
3. The middle child often feels squeezed out. This child may become convinced
of the unfairness of life and feel cheated. This person may assume a “poor me”
attitude and can become a problem child. However, especially in families characterized by conﬂict, the middle child may become the switchboard and the
peacemaker, the person who holds things together. If there are four children in
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a family, the second child will often feel like a middle child and the third will
be more easygoing, more social, and may align with the ﬁrstborn.
4. The youngest child is always the baby of the family and tends to be the most
pampered one. He has a special role to play, for all the other children are ahead
of him. Youngest children tend to go their own way. They often develop in ways
no others in the family have thought about.
5. The only child has a problem of her own. Although she shares some of the
characteristics of the oldest child (for example, a high achievement drive), she
may not learn to share or cooperate with other children. She will learn to deal
with adults well, as they make up her original familial world. Often, the only
child is pampered by her parents and may become dependently tied to one or
both of them. She may want to have center stage all of the time, and if her position is challenged, she will feel it is unfair.
Birth order and the interpretation of one’s position in the family have a great
deal to do with how adults interact in the world. Individuals acquire a certain
style of relating to others in childhood and form a deﬁ nite picture of themselves that they carry into their adult interactions. In Adlerian therapy, working
with family dynamics, especially relationships among siblings, assumes a key
role. Although it is important to avoid stereotyping individuals, it does help to
see how certain personality trends that began in childhood as a result of sibling
rivalry inﬂuence individuals throughout life.

The Therapeutic Process
Therapeutic Goals
Adlerian counseling rests on a collaborative arrangement between the client
and the counselor. In general, the therapeutic process includes forming a relationship based on mutual respect; a holistic psychological investigation or lifestyle assessment; and disclosing mistaken goals and faulty assumptions within
the person’s style of living. This is followed by a reeducation of the client toward the useful side of life. The main aim of therapy is to develop the client’s
sense of belonging and to assist in the adoption of behaviors and processes
characterized by community feeling and social interest. This is accomplished
by increasing the client’s self-awareness and challenging and modifying his or
her fundamental premises, life goals, and basic concepts (Dreikurs, 1967, 1997).
For Milliren, Evans, and Newbauer (2007), the goal of Adlerian therapy “is to
assist clients to understand their unique lifestyles and help them learn to think
about self, others, and the world and to act in such a way as to meet the tasks of
life with courage and social interest” (p. 145).
Adlerians do not view therapy clients as being “sick” and in need of being
“cured.” They favor the growth model of personality more than the sickness
model. As Mosak and Maniacci (2008) put it: “The Adlerian is interested not in
curing sick individuals or a sick society but in reeducating individuals and in
reshaping society” (p. 73). Rather than being stuck in some kind of pathology,
clients are often discouraged. The counseling process focuses on providing
information, teaching, guiding, and offering encouragement to discouraged
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clients. Encouragement is the most powerful method available for changing a
person’s beliefs, for it helps clients build self-conﬁdence and stimulates courage. Courage is the willingness to act even when fearful in ways that are consistent with social interest. Fear and courage go hand in hand; without fear, there
would be no need for courage. The loss of courage, or discouragement, results
in mistaken and dysfunctional behavior. Discouraged people do not act in line
with social interest.
Adlerian counselors educate clients in new ways of looking at themselves,
others, and life. Through the process of providing clients with a new “cognitive
map,” a fundamental understanding of the purpose of their behavior, counselors assist them in changing their perceptions. Mosak and Maniacci (2008) lists
these goals for the educational process of therapy:
•
•
•
•
•
•

Fostering social interest
Helping clients overcome feelings of discouragement and inferiority
Modifying clients’ views and goals—that is, changing their lifestyle
Changing faulty motivation
Encouraging the individual to recognize equality among people
Helping people to become contributing members of society

Therapist’s Function and Role
Adlerian counselors realize that clients can become discouraged and function
ineffectively because of mistaken beliefs, faulty values, and goals that are never
achieved. They operate on the assumption that clients will feel and behave better if they discover and correct their basic mistakes. Therapists tend to look for
major mistakes in thinking and valuing such as mistrust, selﬁ shness, unrealistic ambitions, and lack of conﬁdence.
Adlerians assume a nonpathological perspective and thus do not label clients by their diagnoses. One way of looking at the role of Adlerian therapists
is that they assist clients in better understanding, challenging, and changing
their life story. “When individuals develop a life story that they ﬁ nd limiting
and problem saturated, the goal is to free them from that story in favor of a preferred and equally viable alternative story” (Disque & Bitter, 1998, p. 434).
A major function of the therapist is to make a comprehensive assessment of
the client’s functioning. Therapists often gather information about the individual’s style of living by means of a questionnaire on the client’s family constellation, which includes parents, siblings, and others living in the home, life tasks,
and early recollections. When summarized and interpreted, this questionnaire
gives a picture of the individual’s early social world. From this information on
the family constellation, the therapist is able to get a perspective on the client’s
major areas of success and failure and on the critical inﬂuences that have had a
bearing on the role the client has assumed in the world.
The counselor also uses early recollections as an assessment procedure.
Early recollections (ERs) are deﬁned as “stories of events that a person says
occurred [one time] before he or she was 10 years of age” (Mosak & Di Pietro,
2006, p. 1). ERs are speciﬁc incidents that clients recall, along with the feelings
and thoughts that accompanied these childhood incidents. These recollections
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are quite useful in getting a better understanding of the client (Clark, 2002).
After these early recollections are summarized and interpreted, the therapist
identiﬁes some of the major successes and mistakes in the client’s life. The aim
is to provide a point of departure for the therapeutic venture. ERs are particularly useful as a functional assessment device because they indicate what clients do and how they think in both adaptive and maladaptive ways (Mosak
& Di Pietro, 2006). The process of gathering early memories is part of what is
called a lifestyle assessment, which involves learning to understand the goals
and motivations of the client. When this process is completed, the therapist and
the client have targets for therapy.
Mosak and Maniacci (2008) consider dreams as a useful part of the assessment process. Freud assumed that dreams were an attempt at solving an old
problem, and Adler viewed dreams as a rehearsal of possible future courses of
action. Just as early recollections reﬂect a client’s long-range goals, dreams suggest possible answers to a client’s present problems. In interpreting dreams,
the therapist considers their purposive function. Mosak and Maniacci (2008)
assert: “Dreams serve as weather vanes for treatment, bringing problems to the
surface and pointing to the patient’s movement” (p. 84).

Client’s Experience in Therapy
How do clients maintain their lifestyle, and why do they resist changing it? A
person’s style of living serves the individual by staying stable and constant. In
other words, it is predictable. It is, however, also resistant to change throughout
most of one’s life. Generally, people fail to change because they do not recognize the errors in their thinking or the purposes of their behaviors, do not
know what to do differently, and are fearful of leaving old patterns for new and
unpredictable outcomes. Thus, even though their ways of thinking and behaving are not successful, they tend to cling to familiar patterns (Sweeney, 1998).
Clients in Adlerian counseling focus their work on desired outcomes and a resilient lifestyle that can provide a new blueprint for their actions.
In therapy, clients explore what Adlerians call private logic, the concepts
about self, others, and life that constitute the philosophy on which an individual’s lifestyle is based. Private logic involves our convictions and beliefs that
get in the way of social interest and that do not facilitate useful, constructive
belonging (Carlson, Watts, & Maniacci, 2006). Clients’ problems arise because
the conclusions based on their private logic often do not conform to the requirements of social living. The core of the therapy experience consists of clients’ discovering the purposes of behavior or symptoms and the basic mistakes
associated with their coping. Learning how to correct faulty assumptions and
conclusions is central to therapy.
To provide a concrete example, think of a chronically depressed middleaged man who begins therapy. After a lifestyle assessment is completed, these
basic mistakes are identiﬁed:
• He has convinced himself that nobody could really care about him.
• He rejects people before they have a chance to reject him.
• He is harshly critical of himself, expecting perfection.
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• He has expectations that things will rarely work out well.
• He burdens himself with guilt because he is convinced he is letting everyone down.
Even though this man may have developed these mistaken ideas about life
when he was young, he is still clinging to them as rules for living. His expectations, most of which are pessimistic, tend to be fulﬁlled because on some
level he is seeking to validate his beliefs. Indeed, his depression will eventually
serve the purpose of helping him avoid contact with others, a life task at which
he expects to fail. In therapy, this man will learn how to challenge the structure
of his private logic. In his case the syllogism goes as follows:
• “I am basically unlovable.”
• “The world is ﬁlled with people who are likely to be rejecting.”
• “Therefore, I must keep to myself so I won’t be hurt.”
This person holds on to several basic mistakes, and his private logic offers a
psychological focus for treatment. Mosak (1977) might identify several central
themes or convictions in this client’s life: “I must get what I want in life.” “I
must control everything in my life.” “I must know everything there is to know,
and a mistake would be catastrophic.” “I must be perfect in everything I do.”
It is easy to see how depression might follow from this thinking, but Adlerians also know that the depression serves as an excuse for this man’s retreat
from life. It is important for the therapist to listen for the underlying purposes
of this client’s behavior. Adlerians see feelings as being aligned with thinking
and as the fuel for behaving. First we think, then feel, and then act. Because
emotions and cognitions serve a purpose, a good deal of therapy time is spent
in discovering and understanding this purpose and in reorienting the client
toward effective ways of being. Because the client is not perceived by the therapist to be mentally ill or emotionally disturbed, but as mainly discouraged, the
therapist will offer the client encouragement so that change is possible. Through
the therapeutic process, the client will discover that he or she has resources and
options to draw on in dealing with signiﬁcant life issues and life tasks.

Relationship Between Therapist and Client
Adlerians consider a good client–therapist relationship to be one between
equals that is based on cooperation, mutual trust, respect, conﬁdence, collaboration, and goal alignment. They place special value on the counselor’s
modeling of communication and acting in good faith. From the beginning of
therapy, the relationship is a collaborative one, characterized by two persons
working equally toward speciﬁc, agreed-upon goals. Adlerian therapists strive
to establish and maintain an egalitarian therapeutic alliance and a person-toperson relationship with their clients. Developing a strong therapeutic relationship is essential to successful outcomes (Carlson et al., 2006). Dinkmeyer
and Sperry (2000) maintain that at the outset of counseling clients should begin
to formulate a plan, or contract, detailing what they want, how they plan to
get where they are heading, what is preventing them from successfully attaining their goals, how they can change nonproductive behavior into constructive
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behavior, and how they can make full use of their assets in achieving their
purposes. This therapeutic contract sets forth the goals of the counseling process and speciﬁes the responsibilities of both therapist and client. Developing
a contract is not a requirement of Adlerian therapy, but a contract can bring a
tight focus to therapy.

Application: Therapeutic Techniques and Procedures
Adlerian counseling is structured around four central objectives that correspond to the four phases of the therapeutic process (Dreikurs, 1967). These
phases are not linear and do not progress in rigid steps; rather, they can
best be understood as a weaving that leads to a tapestry. These phases are
as follows:
1.
2.
3.
4.

Establish the proper therapeutic relationship.
Explore the psychological dynamics operating in the client (an assessment).
Encourage the development of self-understanding (insight into purpose).
Help the client make new choices (reorientation and reeducation).

Dreikurs (1997) incorporated these phases into what he calls minor psychotherapy in the context and service of holistic medicine. His approach to therapy has
been elaborated in what is now called Adlerian brief therapy or ABT (Bitter,
Christensen, Hawes, & Nicoll, 1998). This way of working is discussed in the
following sections.

Phase 1: Establish the Relationship
The Adlerian practitioner works in a collaborative way with clients, and this
relationship is based on a sense of deep caring, involvement, and friendship.
Therapeutic progress is possible only when there is an alignment of clearly
deﬁned goals between therapist and client. The counseling process, to be effective, must deal with the personal issues the client recognizes as signiﬁcant and
is willing to explore and change. The therapeutic efﬁcacy in the later phases
of Adlerian therapy is predicated upon the development and continuation of
a solid therapeutic relationship during this ﬁ rst phase of therapy (Watts, 2000;
Watts & Pietrzak, 2000).
Adlerian therapists seek to make person-to-person contact with clients
rather than starting with “the problem.” Clients surface their concerns in therapy rather quickly, but the initial focus should be on the person, not the problem. One way to create effective contact is for counselors to help clients become
aware of their assets and strengths rather than dealing continually with their
deﬁcits and liabilities. During the initial phase, a positive relationship is created
by listening, responding, demonstrating respect for clients’ capacity to understand purpose and seek change, and exhibiting faith, hope, and caring. When
clients enter therapy, they typically have a diminished sense of self-worth and
self-respect. They lack faith in their ability to cope with the tasks of life. Therapists provide support, which is an antidote to despair and discouragement. For
some people, therapy may be one of the few times in which they have truly
experienced a caring human relationship.
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Adlerians pay more attention to the subjective experiences of the client
than they do to using techniques. They ﬁt their techniques to the needs of each
client. During the initial phase of counseling, the main techniques are attending and listening with empathy, following the subjective experience of the
client as closely as possible, identifying and clarifying goals, and suggesting
initial hunches about purpose in client symptoms, actions, and interactions.
Adlerian counselors are generally active, especially during the initial sessions.
They provide structure and assist clients to deﬁne personal goals, they conduct
psychological assessments, and they offer interpretations (Carlson et al., 2006).
Adlerians attempt to grasp both the verbal and nonverbal messages of the client; they want to access the core patterns in the client’s life. If the client feels
deeply understood and accepted, the client is likely to focus on what he or she
wants from therapy and thus establish goals. At this stage the counselor’s function is to provide a wide-angle perspective that will eventually help the client
view his or her world differently.

Phase 2: Explore the Individual’s Psychological Dynamics
The aim of the second phase of Adlerian counseling is to get a deeper understanding of an individual’s lifestyle. During this assessment phase, the focus
is on the individual’s social and cultural context. Rather than attempting to ﬁt
clients into a preconceived model, Adlerian practitioners allow salient cultural
identity concepts to emerge in the therapy process, and these issues are then
addressed (Carlson & Englar-Carlson, 2008). This assessment phase proceeds
from two interview forms: the subjective interview and the objective interview
(Dreikurs, 1997). In the subjective interview, the counselor helps the client to
tell his or her life story as completely as possible. This process is facilitated by
a generous use of empathic listening and responding. Active listening, however, is not enough. The subjective interview must follow from a sense of wonder, fascination, and interest. What the client says will spark an interest in the
counselor and lead, naturally, to the next most signiﬁcant question or inquiry
about the client and his or her life story. Indeed, the best subjective interviews
treat clients as experts in their own lives, allowing clients to feel completely
heard. Throughout the subjective interview, the Adlerian counselor is listening
for clues to the purposive aspects of the client’s coping and approaches to life.
“The subjective interview should extract patterns in the person’s life, develop
hypotheses about what works for the person, and determine what accounts for
the various concerns in the client’s life” (Bitter et al., 1998, p. 98). Toward the
end of this part of the interview, Adlerian brief therapists ask: “Is there anything else you think I should know to understand you and your concerns?”
An initial assessment of the purpose that symptoms, actions, or difﬁculties serve in a person’s life can be gained from what Dreikurs (1997) calls “The
Question.” Adlerians often end a subjective interview with this question: “How
would your life be different, and what would you be doing differently, if you did
not have this symptom or problem?” Adlerians use this question to help with
differential diagnosis. More often, the symptoms or problems experienced by
the client help the client avoid something that is perceived as necessary but
from which the person wishes to retreat, usually a life task: “If it weren’t for my
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depression, I would get out more and see my friends.” Such a statement betrays
the client’s concern about the possibility of being a good friend or being welcomed by his or her friends. “I need to get married, but how can I with these
panic attacks?” indicates the person’s worry about being a partner in a marriage. Depression can serve as the client’s solution when faced with problems
in relationships. If a client reports that nothing would be different, especially
with physical symptoms, Adlerians suspect that the problem may be organic
and require medical intervention.
The objective interview seeks to discover information about (a) how problems in the client’s life began; (b) any precipitating events; (c) a medical history,
including current and past medications; (d) a social history; (e) the reasons the
client chose therapy at this time; (f) the person’s coping with life tasks; and
(g) a lifestyle assessment. Mozdzierz and his colleagues (1986) describe the
counselor as a “lifestyle investigator” during this phase of therapy. Based on
interview approaches developed by Adler and Dreikurs, the lifestyle assessment starts with an investigation of the person’s family constellation and early
childhood history ((Eckstein & Baruth, 1996; Powers & Grifﬁth, 1987; Shulman
& Mosak, 1988). Counselors also interpret the person’s early memories, seeking
to understand the meaning that she or he has attached to life experiences. They
operate on the assumption that it is the interpretations people develop about
themselves, others, the world, and life that govern what they do. Lifestyle assessment seeks to develop a holistic narrative of the person’s life, to make sense
of the way the person copes with life tasks, and to uncover the private interpretations and logic involved in that coping. For example, if Jenny has lived most of
her life in a critical environment, and now she believes she must be perfect to
avoid even the appearance of failure, the assessment process will highlight the
restricted living that follows from this perspective.

THE FAMILY CONSTELLATION Adler considered the family of origin as having a central impact on an individual’s personality. Adler suggested that it was
through the family constellation that each person forms his or her unique view
of self, others, and life. Factors such as cultural and familial values, gender-role
expectations, and the nature of interpersonal relationships are all inﬂuenced
by a child’s observation of the interactional patterns within the family. Adlerian assessment relies heavily on an exploration of the client’s family constellation, including the client’s evaluation of conditions that prevailed in the family
when the person was a young child (family atmosphere), birth order, parental
relationship and family values, and extended family and culture. Some of these
questions are almost always explored:
•
•
•
•
•
•
•

Who was the favorite child?
What was your father’s relationship with the children? Your mother’s?
Which child was most like your father? Your mother? In what respects?
Who among the siblings was most different from you? In what ways?
Who among the siblings was most like you? In what ways?
What were you like as a child?
How did your parents get along? In what did they both agree? How did
they handle disagreements? How did they discipline the children?
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An investigation of family constellation is far more comprehensive than
these few questions, but these questions give an idea of the type of information
the counselor is seeking. The questions are always tailored to the individual
client with the goal of eliciting the client’s perceptions of self and others, of development, and of the experiences that have affected that development.

EARLY RECOLLECTIONS As you will recall, another assessment procedure
used by Adlerians is to ask the client to provide his or her earliest memories,
including the age of the person at the time of the remembered events and the
feelings or reactions associated with the recollections. Early recollections are
one-time occurrences pictured by the client in clear detail. Adler reasoned that
out of the millions of early memories we might have we select those special
memories that project the essential convictions and even the basic mistakes of
our lives. Early recollections are a series of small mysteries that can be woven
together and provide a tapestry that leads to an understanding of how we view
ourselves, how we see the world, what our life goals are, what motivates us,
what we value and believe in, and what we anticipate for our future (Clark,
2002; Mosak & Di Pietro, 2006).
Early memories cast light on the “story of our life” because they represent
metaphors for our current views. From a series of early recollections, it is possible to get a clear sense of our mistaken notions, present attitudes, social interests, and possible future behavior. Early recollections are speciﬁc instances
that clients tell therapists, and they are very useful in understanding those who
are sharing a story (Mosak & Di Pietro, 2006). Exploring early recollections involves discovering how mistaken notions based on faulty goals and values continue to create problems in an individual’s life.
To tap such recollections, the counselor might proceed as follows: “I would
like to hear about your early memories. Think back to when you were very young
as early as you can remember (before the age of 10), and tell me something that
happened one time.” After receiving each memory, the counselor might also ask:
“What part stands out to you? What was the most vivid part of your early memory? If you played the whole memory like a movie and stopped it at one frame,
what would be happening? Putting yourself in that moment, what are you feeling? What’s your reaction?” Three memories are usually considered a minimum
to assess a pattern, and some counselors ask for as many as a dozen memories.
Adlerian therapists use early recollections for many different purposes.
These include (a) assessment of the person’s convictions about self, others,
life, and ethics; (b) assessment of the client’s stance in relation to the counseling session and the counseling relationship; (c) veriﬁcation of coping patterns;
and (d) assessment of individual strengths, assets, and interfering ideas (Bitter
et al., 1998, p. 99).
In interpreting these early recollections, Adlerians may consider questions
such as these:
• What part does the person take in the memory? Is the person an observer
or a participant?
• Who else is in the memory? What position do others take in relation to
the person?
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• What are the dominant themes and overall patterns of the memories?
• What feelings are expressed in the memories?
• Why does the person choose to remember this event? What is the person
trying to convey?

INTEGRATION AND SUMMARY Once material has been gathered from both
subjective and objective interviews with the client, integrated summaries of
the data are developed. Different summaries are prepared for different clients,
but common ones are a narrative summary of the person’s subjective experience and life story; a summary of family constellation and developmental data;
a summary of early recollections, personal strengths or assets, and interfering
ideas; and a summary of coping strategies. The summaries are presented to the
client and discussed in the session, with the client and the counselor together
reﬁning speciﬁc points. This provides the client with the chance to discuss speciﬁc topics and to raise questions.
Mosak and Maniacci (2008) believe lifestyle can be conceived of as a personal mythology. People behave as if the myths were true because, for them,
they are true. Mosak and Maniacci list ﬁve basic mistakes in what is essentially an
integration of Adlerian psychology and cognitive behavioral theory:
1. Overgeneralizations: “There is no fairness in the world.”
2. False or impossible goals of security: “I must please everyone if I am to feel
loved.”
3. Misperceptions of life and life’s demands: “Life is so very difﬁcult for me.”
4. Minimization or denial of one’s basic worth: “I’m basically stupid, so why
would anyone want anything to do with me?”
5. Faulty values: “I must get to the top, regardless of who gets hurt in the process.”
As another example of a summary of basic mistakes, consider this list of mistaken notions that are evident in Stan’s autobiography (see Chapter 1):
• “Don’t get close to people, especially women, because they will suffocate
and control you if they can.” (overgeneralization)
• “I was not really wanted by my parents, and therefore it is best for me to
become invisible.” (denial of one’s basic worth)
• “It is extremely important that people like me and approve of me; I’ll
bend over backwards to do what people expect.” (false or impossible
goals)
In addition to the concept of basic mistakes, Adlerian theory is useful in assisting clients to identify and examine some of their common fears. These fears
include being imperfect, being vulnerable, being disapproved of, and suffering
from past regrets (Carlson & Englar-Carlson, 2008).
The Student Manual that accompanies this textbook gives a concrete example of the lifestyle assessment as it is applied to the case of Stan. In Case
Approach to Counseling and Psychotherapy (Corey, 2009, chap. 3), Drs. Jim Bitter
and Bill Nicoll present a lifestyle assessment of another hypothetical client,
Ruth.
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Phase 3: Encourage Self-Understanding and Insight
During this third phase, Adlerian therapists interpret the ﬁndings of the assessment as an avenue for promoting self-understanding and insight. Mosak and
Maniacci (2008) deﬁne insight as “understanding translated into constructive
action” (p. 84). When Adlerians speak of insight, they are referring to an understanding of the motivations that operate in a client’s life. Self-understanding
is only possible when hidden purposes and goals of behavior are made conscious. Adlerians consider insight as a special form of awareness that facilitates
a meaningful understanding within the therapeutic relationship and acts as a
foundation for change. Insight is a means to an end, and not an end in itself.
People can make rapid and signiﬁcant changes without much insight.
Disclosure and well-timed interpretations are techniques that facilitate the
process of gaining insight. Interpretation deals with clients’ underlying motives for behaving the way they do in the here and now. Adlerian disclosures
and interpretations are concerned with creating awareness of one’s direction
in life, one’s goals and purposes, one’s private logic and how it works, and one’s
current behavior.
Adlerian interpretations are suggestions presented tentatively in the form
of open-ended sharings that can be explored in the sessions. They are hunches
or guesses, and they are often stated in ways such as: “It seems to me that . . . ,”
“Could it be that . . . ,” or “This is how it appears to me. . . .” Because interpretations are presented in this manner, clients are not led to defend themselves, and
they feel free to discuss and even argue with the counselor’s hunches and impressions. Through this process, both counselors and clients eventually come
to understand the client’s motivations, the ways in which these motivations are
now contributing to the maintenance of the problem, and what the client can
do to correct the situation.

Phase 4: Reorientation and Reeducation
The ﬁnal stage of the therapeutic process is the action-oriented phase known as
reorientation and reeducation: putting insights into practice. This phase focuses on helping people discover a new and more functional perspective. Clients
are both encouraged and challenged to develop the courage to take risks and
make changes in their life.
Adlerians are interested in more than changes in behavior. Reorientation
involves shifting rules of interaction, process, and motivation. These shifts are
facilitated through changes in awareness, which often occur during the therapy session and which are transformed into action outside of the therapy ofﬁce
(Bitter & Nicoll, 2004). In addition, especially at this phase of therapy, Adlerians
focus on reeducation (see section on therapeutic goals). Adlerians teach, guide,
provide information, and offer encouragement to clients who are discouraged.
In some cases, signiﬁcant changes are needed if clients are to overcome discouragement and ﬁnd a place for themselves in this life. More often, however,
people merely need to be reoriented toward the useful side of life. The useful side involves a sense of belonging and being valued, having an interest in
others and their welfare, courage, the acceptance of imperfection, conﬁdence,
a sense of humor, a willingness to contribute, and an outgoing friendliness.
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The useless side of life is characterized by self-absorption, withdrawal from
life tasks, self-protection, or acts against one’s fellow human beings. People
on the useless side of life become less functional and are more susceptible to
psychopathology. Adlerian therapy stands in opposition to self-depreciation,
isolation, and retreat, and it seeks to help clients gain courage and to connect to
strengths within themselves, to others, and to life. Throughout this phase, no
intervention is more important than encouragement.

THE ENCOURAGEMENT PROCESS Encouragement is the most distinctive Adlerian procedure, and it is central to all phases of counseling and therapy. It is
especially important as people consider change in their lives. Encouragement
literally means “to build courage.” Courage develops when people become
aware of their strengths, when they feel they belong and are not alone, and
when they have a sense of hope and can see new possibilities for themselves
and their daily living. Encouragement entails showing faith in people, expecting them to assume responsibility for their lives, and valuing them for who
they are (Carlson et al., 2006). Carlson and Englar-Carlson (2008) note that encouragement involves acknowledging that life can be difﬁcult, yet it is critical
to instill a sense of faith in clients that they can make changes in life. Milliren,
Evans, and Newbauer (2007) consider encouragement as the key in promoting
and activating social interest. They add that encouragement is the universal
therapeutic intervention for Adlerian counselors, that it is a fundamental attitude rather than a technique. Because clients often do not recognize or accept
their positive qualities, strengths, or internal resources, one of the counselor’s
main tasks is to help them do so.
Adlerians believe discouragement is the basic condition that prevents
people from functioning, and they see encouragement as the antidote. As a
part of the encouragement process, Adlerians use a variety of cognitive, behavioral, and experiential techniques to help clients identify and challenge
self-defeating cognitions, generate perceptional alternatives, and make use of
assets, strengths, and resources (Ansbacher & Ansbacher, 1964; Dinkmeyer &
Sperry, 2000; Watts & Pietrzak, 2000; Watts & Shulman, 2003).
Encouragement takes many forms, depending on the phase of the counseling process. In the relationship phase, encouragement results from the mutual
respect the counselor seeks to engender. In the assessment phase, which is partially designed to illuminate personal strengths, clients are encouraged to recognize that they are in charge of their own lives and can make different choices
based on new understandings. During reorientation, encouragement comes
when new possibilities are generated and when people are acknowledged and
afﬁrmed for taking positive steps to change their lives for the better.
CHANGE AND THE SEARCH FOR NEW POSSIBILITIES During the reorientation
phase of counseling, clients make decisions and modify their goals. They are
encouraged to act as if they were the people they want to be, which can serve
to challenge self-limiting assumptions. Clients are asked to catch themselves
in the process of repeating old patterns that have led to ineffective behavior.
Commitment is an essential part of reorientation. If clients hope to change,
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they must be willing to set tasks for themselves in everyday life and do something speciﬁc about their problems. In this way, clients translate their new insights into concrete actions. Bitter and Nicoll (2004) emphasize that real change
happens between sessions, and not in therapy itself. They state that arriving
at a strategy for change is an important ﬁrst step, and stress that it takes courage and encouragement for clients to apply what they learn in therapy to daily
living.
This action-oriented phase is a time for solving problems and making decisions. The counselor and the client consider possible alternatives and their
consequences, evaluate how these alternatives will meet the client’s goals, and
decide on a speciﬁc course of action. The best alternatives and new possibilities
are those generated by the client, and the counselor must offer the client a great
deal of support and encouragement during this stage of the process.

MAKING A DIFFERENCE Adlerian counselors seek to make a difference in the
lives of their clients. That difference may be manifested by a change in behavior
or attitude or perception. Adlerians use many different techniques to promote
change, some of which have become common interventions in other therapeutic models. Techniques that go by the names of immediacy, advice, humor, silence, paradoxical intention, acting as if, spitting in the client’s soup, catching
oneself, the push-button technique, externalization, re-authoring, avoiding the
traps, confrontation, use of stories and fables, early recollection analysis, lifestyle assessment, encouraging, task setting and commitment, giving homework,
and terminating and summarizing have all been used (Carlson & Slavik, 1997;
Carlson et al., 2006; Dinkmeyer & Sperry, 2000; Disque & Bitter, 1998; Mosak &
Maniacci, 2008). Adlerian practitioners can creatively employ a wide range of
other techniques, as long as these methods are philosophically consistent with
the basic theoretical premises of Adlerian psychology (Milliren et al., 2007).
Adlerians are pragmatic when it comes to using techniques that are appropriate
for a given client. In general, however, Adlerian practitioners focus on motivation modiﬁcation more than behavior change and encourage clients to make holistic changes on the useful side of living. All counseling is a cooperative effort,
and making a difference depends on the counselor’s ability to win the client’s
cooperation.

Areas of Application
Adler anticipated the future direction of the helping professions by calling
upon therapists to become social activists and by addressing the prevention
and remediation of social conditions that were contrary to social interest and
resulted in human problems. Adler’s pioneering efforts on prevention services
in mental health led him to increasingly advocate for the role of Individual
Psychology in schools and families. Because Individual Psychology is based
on a growth model, not a medical model, it is applicable to such varied spheres
of life as child guidance; parent–child counseling; couples counseling; family
counseling and therapy; group counseling and therapy; individual counseling with children, adolescents, and adults; cultural conﬂ icts; correctional and
rehabilitation counseling; and mental health institutions. Adlerian principles
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have been widely applied to substance abuse programs, social problems to
combat poverty and crime, problems of the aged, school systems, religion, and
business.

APPLICATION TO EDUCATION

Adler (1930/1978) advocated training both
teachers and parents in effective practices that foster the child’s social interests
and result in a sense of competence and self-worth. Adler had a keen interest in
applying his ideas to education, especially in ﬁnding ways to remedy faulty lifestyles of schoolchildren. He initiated a process to work with students in groups
and to educate parents and teachers. By providing teachers with ways to prevent and correct basic mistakes of children, he sought to promote social interest and mental health. Adler was ahead of his time in advocating for schools to
take an active role in developing social skills and character education as well as
teaching the basics. Many of the major teacher education models are based on
principles of Adlerian psychology (see Albert, 1996). Besides Adler, the main
proponent of Individual Psychology as a foundation for the teaching–learning
process was Dreikurs (1968, 1971).

APPLICATION TO PARENT EDUCATION Parent education seeks to improve
the relationship between parent and child by promoting greater understanding and acceptance. Parents are taught how to recognize the mistaken goals of
children and to use logical and natural consequences to guide children toward
more productive behavior. Adlerian parent education also stresses listening
to children, helping children accept the consequences of their behavior, applying emotion coaching, holding family meetings, and using encouragement.
The two leading parent education programs in the United States are both based
on Adlerian principles: they are STEP (Dinkmeyer & McKay, 1997) and Active
Parenting (Popkin, 1993).
APPLICATION TO COUPLES COUNSELING Adlerian therapy with couples is
designed to assess a couple’s beliefs and behaviors while educating them in
more effective ways of meeting their relational goals. Clair Hawes has developed an approach to couples counseling within the Adlerian brief therapy
model. In addition to addressing the compatibility of lifestyles, Hawes looks
at the early recollections of the marriage and each partner’s relationship to
a broad set of life tasks, including occupation, social relationships, intimate
relationships, spirituality, self-care, and self-worth (Bitter et al., 1998; Hawes,
1993; Hawes & Blanchard, 1993). Carlson, Watts, and Maniacci (2006) describe
how Adlerians achieve the goals of brief couples therapy: They foster social
interest, assist couples in decreasing feelings of inferiority and overcoming
discouragement, help couples modify their views and goals, help couples to
feel a sense of quality in their relationships, and provide skill-building opportunities. Therapists aim to create solutions for problems, increase choices
of couples, and help clients discover and use their individual and collective
resources.
The full range of techniques applicable to other forms of counseling can
be used when working with couples. In couples counseling, couples are taught
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speciﬁc techniques that enhance communication and cooperation. Some of
these techniques are listening, paraphrasing, giving feedback, having marriage conferences, listing expectations, doing homework, and enacting problem solving. Adlerians use psychoeducational methods and skills training in
counseling couples. For useful books on this topic, see Carlson and Dinkmeyer
(2003) and Sperry, Carlson, and Peluso (2006).
Adlerians will sometimes see clients as a couple, sometimes individually,
and then alternately as a couple and as individuals. Rather than looking for
who is at fault in the relationship, the therapist considers the lifestyles of the
partners and the interaction of the two lifestyles. Emphasis is given to helping
them decide if they want to maintain their relationship, and, if so, what changes
they are willing to make.

APPLICATION TO FAMILY COUNSELING With its emphasis on the family
constellation, holism, and the freedom of the therapist to improvise, Adler’s
approach contributed to the foundation of the family therapy perspective.
Adlerians working with families focus on the family atmosphere, the family constellation, and the interactive goals of each member (Bitter, Roberts, &
Sonstegard, 2002). The family atmosphere is the climate characterizing the relationship between the parents and their attitudes toward life, gender roles,
decision making, competition, cooperation, dealing with conﬂ ict, responsibility, and so forth. This atmosphere, including the role models the parents provide, inﬂuences the children as they grow up. The therapeutic process seeks
to increase awareness of the interaction of the individuals within the family
system. Those who practice Adlerian family therapy strive to understand the
goals, beliefs, and behaviors of each family member and the family as an entity
in its own right. Adler’s and Dreikurs’s inﬂuence on family therapy is covered
in more depth in Chapter 14.

APPLICATION TO GROUP COUNSELING Adler and his coworkers used a group
approach in their child guidance centers in Vienna as early as 1921 (Dreikurs,
1969). Dreikurs extended and popularized Adler’s work with groups and used
group psychotherapy in his private practice for more than 40 years. Although
Dreikurs introduced group therapy into his psychiatric practice as a way to
save time, he quickly discovered some unique characteristics of groups that
made them an effective way of helping people change. Inferiority feelings can
be challenged and counteracted effectively in groups, and the mistaken concepts and values that are at the root of social and emotional problems can be
deeply inﬂuenced because the group is a value-forming agent (Sonstegard &
Bitter, 2004).
The rationale for Adlerian group counseling is based on the premise that
our problems are mainly of a social nature. The group provides the social context in which members can develop a sense of belonging, social connectedness,
and community. Sonstegard and Bitter (2004) write that group participants
come to see that many of their problems are interpersonal in nature, that their
behavior has social meaning, and that their goals can best be understood in the
framework of social purposes.
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From my perspective, the use of early recollections is a unique feature of
Adlerian group counseling. As mentioned earlier, from a series of early memories, individuals can get a clear sense of their mistaken notions, current attitudes, social interests, and possible future behavior. Through the mutual sharing of these early recollections, members develop a sense of connection with
one another, and group cohesion is increased. The group becomes an agent of
change because of the improved interpersonal relationships among members
and the emergence of hope.
I particularly value the way Adlerian group counselors implement action
strategies at each of the group sessions and especially during the reorientation
stage where new decisions are made and goals are modiﬁed. To challenge selflimiting assumptions, members are encouraged to act as if they were the persons
they want to be. They are asked to “catch themselves” in the process of repeating
old patterns that have led to ineffective or self-defeating behavior. The members
come to appreciate that if they hope to change, they need to set tasks for themselves, apply group lessons to daily life, and take steps in ﬁnding solutions to their
problems. This ﬁnal stage is characterized by group leaders and members working together to challenge erroneous beliefs about self, life, and others. During this
stage, members are considering alternative beliefs, behaviors, and attitudes.
Adlerian group counseling can be considered a brief approach to treatment. The core characteristics associated with brief group therapy include rapid
establishment of a strong therapeutic alliance, clear problem focus and goal
alignment, rapid assessment, emphasis on active and directive therapeutic interventions, a focus on strengths and abilities of clients, an optimistic view of
change, a focus on both the present and the future, and an emphasis on tailoring
treatment to the unique needs of clients in the most time-efﬁcient manner possible (Carlson et al., 2006).
One advantage of a time-limited framework is that it conveys to clients the
expectation that change will occur in a short period of time. Specifying the
number of sessions can motivate both the members and the group counselor to
stay focused on desired outcomes and to work as efﬁciently as possible. Because
Adlerian group leaders recognize that many of the changes in the members
take place between the group sessions, therapy is designed to help members
stay focused on speciﬁc personal goals. Members can decide how they want to
best use the time available to them, and they can formulate a set of understandings that will guide the group.
Adlerian brief group therapy is addressed by Sonstegard, Bitter, PelonisPeneros, and Nicoll (2001). For more on the Adlerian approach to group counseling, refer to Theory and Practice of Group Counseling (Corey, 2008, chap. 7),
Corey (1999, 2003), and Sonstegard and Bitter (2004).

Adlerian Therapy From a Multicultural Perspective
Strengths From a Diversity Perspective
Adlerian theory addressed social equality issues and social embeddedness of
humans long before multiculturalism assumed central importance in the profession (Watts & Pietrzak, 2000). Adler introduced notions with implications
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toward multiculturalism that have as much or more relevance today as they did
during Adler’s time (Pedersen, as cited in Nystul, 1999b). Some of these ideas
include (1) the importance of the cultural context, (2) the emphasis on health as
opposed to pathology, (3) a holistic perspective on life, (4) the value of understanding individuals in terms of their core goals and purposes, (5) the ability to
exercise freedom within the context of societal constraints, and (6) the focus on
prevention and the development of a proactive approach in dealing with problems. Adler’s holistic perspective is an articulate expression of what Pedersen
calls a “culture-centered” or multicultural approach to counseling. Carlson and
Englar-Carlson (2008) maintain that Adlerian theory is well suited to counseling diverse populations and doing social justice work. They assert: “Perhaps
Adler’s greatest contribution is that he developed a theory that recognizes and
stresses the effects of social class, racism, sex, and gender on the behavior of
individuals. His ideas, therefore, are well received by those living in today’s
global society” (p. 134).
Although the Adlerian approach is called Individual Psychology, its focus
is on the person in a social context. This approach addresses cultural issues
in both the assessment and treatment process. Adlerian therapists encourage
clients to deﬁne themselves within their social environments. Adlerians allow
broad concepts of age, ethnicity, lifestyle, and gender differences to emerge in
therapy. To their credit, Adlerians practice in ﬂexible ways from a theory that
can be applied to work with diverse client populations. The therapeutic process
is grounded within a client’s culture and worldview rather than attempting to
ﬁt clients into preconceived models.
In their analysis of the various theoretical approaches to counseling,
Arciniega and Newlon (2003) state that Adlerian theory holds a great deal of
promise for addressing diversity issues. They note a number of characteristics
of Adlerian theory that are congruent with the values of many racial, cultural,
and ethnic groups, including the emphasis on understanding the individual in
a familial and sociocultural context; the role of social interest and contributing
to others; and the focus on belonging and the collective spirit. Cultures that
stress the welfare of the social group and emphasize the role of the family will
ﬁnd the basic assumptions of Adlerian psychology to be consistent with their
values.
Adlerian therapists tend to focus on cooperation and socially oriented values as opposed to competitive and individualistic values (Carlson & Carlson,
2000). Native American clients, for example, tend to value cooperation over
competition. One such client told a story about a group of boys who were in a
race. When one boy got ahead of the others, he would slow down and allow the
others to catch up, and they all made it to the ﬁnish line at the same time. Although the coach tried to explain that the point of the race was for an individual
to ﬁnish ﬁrst, these boys were socialized to work together cooperatively as a
group. Adlerian therapy is easily adaptable to cultural values that emphasize
community.
Clients who enter therapy are often locked into rigid ways of perceiving,
interpreting, and behaving. It is likely that they have not questioned how their
culture has inﬂuenced them, and they may feel resigned to “the way things
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are.” Mozdzierz and his colleagues (1986) characterize these clients as myopic
and contend that one of the therapist’s functions is to provide them with another pair of glasses that will enable them to see things more clearly. The Adlerian emphasis on the subjective fashion in which people view and interpret
their world leads to a respect for clients’ unique values and perceptions. Adlerian counselors use interpretations as an opportunity for clients to view things
from a different perspective, yet it is up to the clients to decide whether to use
these glasses. Adlerians do not decide for clients what they should change or
what their goals should be; rather, they work collaboratively with their clients
in ways that enable them to reach their self-deﬁ ned goals.
Not only is Adlerian theory congruent with the values of people from diverse cultural groups, but the approach offers ﬂexibility in applying a range of
cognitive and action-oriented techniques to helping clients explore their practical problems in a cultural context. Adlerian practitioners are not wedded to any
particular set of procedures. Instead, they are conscious of the value of ﬁtting
their techniques to each client’s situation. Although they utilize a diverse range
of methods, most of them do conduct a lifestyle assessment. This assessment
is heavily focused on the structure and dynamics within the client’s family.
Because of their cultural background, many clients have been conditioned to
respect their family heritage and to appreciate the impact of their family on
their own personal development. It is essential that counselors be sensitive to
the conﬂicting feelings and struggles of their clients. If counselors demonstrate
an understanding of these cultural values, it is likely that these clients will be
receptive to an exploration of their lifestyle. Such an exploration will involve a
detailed discussion of their own place within their family.
If “culture” is deﬁned broadly (to include age, roles, lifestyle, and gender differences), cultural differences can be found even within a single family. The Adlerian approach emphasizes the value of subjectively understanding the unique
world of an individual. Culture is one signiﬁcant dimension for grasping the
subjective and experiential perspective of an individual. Culture inﬂuences each
person, but it is expressed within each individual differently, according to the
perception, evaluation, and interpretation of culture that the person holds.
It should be noted that Adlerians investigate culture in much the same way
that they approach birth order and family atmosphere. Culture is a vantage
point from which life is experienced= and interpreted; it is also a background of
values, history, convictions, beliefs, customs, and expectations that must be addressed by the individual. Contemporary Adlerians appreciate the role of spirituality and religion in the lives of clients, since these factors are manifestations
of social interest and responsibility to others (Carlson & Englar-Carlson, 2008).
Adlerian counselors seek to be sensitive to cultural and gender issues. Adler
was one of the ﬁrst psychologists at the turn of the century to advocate equality
for women. He recognized that men and women were different in many ways,
but he felt that the two genders were deserving of equal value and respect. This
respect and appreciation for difference extends to culture as well as gender.
Adlerians ﬁnd in different cultures opportunities for viewing the self, others,
and the world in multidimensional ways. Indeed, the strengths of one culture
can often help correct the mistakes in another culture.
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Shortcomings From a Diversity Perspective
As is true of most Western models, the Adlerian approach tends to focus on
the self as the locus of change and responsibility. Because other cultures have
different conceptions, this primary emphasis on changing the autonomous self
may be problematic for many clients. Assumptions about the Western nuclear
family are built into the Adlerian concepts of birth order and family constellation. For people brought up in extended family contexts, some of these ideas
may be less relevant or at least may need to be reconﬁgured.
Adlerian theory has some potential drawbacks for clients from those cultures
who are not interested in exploring past childhood experiences, early memories,
family experiences, and dreams. This approach also has limited effectiveness
with clients who do not understand the purpose of exploring the details of a lifestyle analysis when dealing with life’s current problems (Arciniega & Newlon,
2003). In addition, the culture of some clients may contribute to their viewing
the counselor as the “expert” and expecting that the counselor will provide them
with solutions to their problems. For these clients, the role of the Adlerian therapist may pose problems because Adlerian therapists are not experts in solving
other people’s problems. Instead, they view it as their function to teach people
alternative methods of coping with life concerns.
Many clients who have pressing problems are likely to be hesitant to discuss areas of their lives that they may not see as connected to the struggles that
bring them into therapy. Individuals may believe that it is inappropriate to reveal family information. On this point Carlson and Carlson (2000) suggest that
a therapist’s sensitivity and understanding of a client’s culturally constructed
beliefs about disclosing family information are critical. If therapists are able to
demonstrate an understanding of a client’s cultural values, it is likely that this
client will be more open to the assessment and treatment process. Still, Jim
Bitter (personal communication, February 17, 2007) has noted that when he is
working for the ﬁrst time in a new and different culture, he makes on average
about ﬁve mistakes a day. In my opinion, what is more important than making
mistakes is how we recover from them.

Summary and Evaluation
Adler was far ahead of his time, and most contemporary therapies have incorporated at least some of his ideas. Individual Psychology assumes that people
are motivated by social factors; are responsible for their own thoughts, feelings,
and actions; are the creators of their own lives, as opposed to being helpless
victims; and are impelled by purposes and goals, looking more toward the future than back to the past.
The basic goal of the Adlerian approach is to help clients identify and change
their mistaken beliefs about, self, others, and life and thus participate more fully
in a social world. Clients are not viewed as psychologically sick but as discouraged.
The therapeutic process helps individuals become aware of their patterns and
make some basic changes in their style of living, which lead to changes in the way
they feel and behave. The role of the family in the development of the individual is
emphasized. Therapy is a cooperative venture that challenges clients to translate
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Adlerian Therapy Applied to the Case of Stan

k

The basic aims of an Adlerian therapist working with Stan are fourfold and correspond
to the four stages of counseling: (1) establishing and maintaining a good working relationship
with Stan, (2) exploring Stan’s dynamics, (3) encouraging Stan to develop insight and understanding, and
(4) helping Stan see new alternatives and make new
choices.
To develop mutual trust and respect, the therapist pays close attention to Stan’s subjective experience and attempts to get a sense of how he has reacted to the turning points in his life. During the initial
session, Stan reacts to his counselor as the expert who
has the answers. He is convinced that when he makes
decisions he generally ends up regretting the results.
Stan approaches his counselor out of desperation. Because his counselor views counseling as a relationship
between equals, she initially focuses on his feeling of
being unequal to most other people. A good place to
begin is exploring his feelings of inferiority, which he
says he feels in most situations. The goals of counseling are developed mutually, and the counselor avoids
deciding for Stan what his goals should be. She also
resists giving Stan the simple formula he is requesting.
Stan’s counselor prepares a lifestyle assessment
based on a questionnaire that taps information about
Stan’s early years, especially his experiences in his family. (See the Student Manual for a complete description
of this lifestyle assessment form as it is applied to Stan.)
This assessment includes a determination of whether
he poses a danger to himself because Stan did mention
suicidal ideation. During the assessment phase, which
might take a few sessions, the Adlerian counselor explores Stan’s social relationships, his relationships with
members of his family, his work responsibilities, his role
as a man, and his feelings about himself. She places
considerable emphasis on Stan’s goals in life and his
priorities. She does not pay a great deal of attention to
his past, except to show him the consistency between
his past and present as he moves toward the future.
Because Stan’s counselor places value on exploring early recollections as a source of understanding his

goals, motivations, and values, she asks Stan to report
his earliest memories. He replies as follows:
I was about 6, I went to school, and I was scared of
the other kids and the teacher. When I came home, I
cried and told my mother I didn’t want to go back to
school. She yelled at me and called me a baby. After
that I felt horrible and even more scared.
Another of Stan’s early recollections was at age 8:
My family was visiting my grandparents. I was playing
outside, and some neighborhood kid hit me for no
reason. We started fighting, and my mother came
out and scolded me for being such a rough kid. She
wouldn’t believe me when I told her he started the fight.
I felt angry and hurt that she didn’t believe me.
Based on these early recollections, Stan’s counselor suggests that Stan sees life as frightening and unpredictably
hostile and that he feels he cannot count on women; they
are likely to be harsh, unbelieving, and uncaring.
Having gathered the data based on the lifestyle
assessment about his family constellation and his early
recollections, the therapist assists Stan in the process
of summarizing and interpreting this information. Particular attention is given by the therapist to identifying
basic mistakes, which are faulty conclusions about life
and self-defeating perceptions. Here are some of the
mistaken conclusions Stan has reached:

• “I must not get close to people, because they will
surely hurt me.”

• “Because my own parents didn’t want me and
didn’t love me, I’ll never be desired or loved by
anybody.”
• “If only I could become perfect, maybe people
would acknowledge and accept me.”
• “Being a man means not showing emotions.”
The information the counselor summarizes and interprets leads to insight and increased self-understanding
on Stan’s part. He gains increased awareness of his
need to control his world so that he can keep painful
feelings in check. He sees more clearly some of the
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ways he tries to gain control over his pain: through
the use of alcohol, avoiding interpersonal situations
that are threatening, and being unwilling to count on
others for psychological support. Through continued
emphasis on his beliefs, goals, and intentions, Stan
comes to see how his private logic is inaccurate. In his
case, a syllogism for his style of life can be explained
in this way: (1) “I am unloved, insignificant, and do
not count;” (2) “The world is a threatening place to
be, and life is unfair;” (3) “Therefore, I must find ways
to protect myself and be safe.” During this phase of
the process, Stan’s counselor makes interpretations
centering on his lifestyle, his current direction, his
goals and purposes, and how his private logic works.
Of course, Stan is expected to carry out homework
assignments that assist him in translating his insights
into new behavior. In this way he is an active participant in his therapy.
In the reorientation phase of therapy, Stan and
his counselor work together to consider alternative
attitudes, beliefs, and actions. By now Stan sees that
he does not have to be locked into past patterns,
feels encouraged, and realizes that he has the power
to change his life. He accepts that he will not change
merely by gaining insights and knows that he will have
to make use of these insights by carrying out an action-oriented plan. Stan begins to feel that he can create a new life for himself and not remain the victim of
circumstances.
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Follow-Up: You Continue as Stan’s
Adlerian Therapist
Use these questions to help you think about how you
would counsel Stan using an Adlerian approach:

• What are some ways you would attempt to

•
•

•
•

establish a relationship with Stan based on trust
and mutual respect? Can you imagine any difficulties in developing this relationship with him?
What aspects of Stan’s lifestyle particularly interest you? In counseling him, how would these be
explored?
The Adlerian therapist identified four of Stan’s
mistaken conclusions. Can you identify with any
of these basic mistakes? If so, do you think this
would help or hinder your therapeutic effectiveness with him?
How might you assist Stan in discovering his social interest and going beyond a preoccupation
with his own problems?
What strengths and resources in Stan might you
draw on to support his determination and commitment to change?

See the online and DVD program, Theory
in Practice: The Case of Stan (Session 3 on
Adlerian therapy) for a demonstration of my approach to counseling Stan from this perspective.
This session focuses on Stan’s early recollections.

their insights into action in the real world. Contemporary Adlerian theory is an
integrative approach, combining cognitive, constructivist, existential, psychodynamic, and systems perspectives. Some of these common characteristics include
an emphasis on establishing a respectful client–therapist relationship, an emphasis on clients’ strengths and resources, and an optimistic and future orientation.
The Adlerian approach gives practitioners a great deal of freedom in working with clients. Major Adlerian contributions have been made in the following
areas: elementary education, consultation groups with teachers, parent education groups, couples and family therapy, and group counseling.

Contributions of the Adlerian Approach
A strength of the Adlerian approach is its ﬂexibility and its integrative nature.
Adlerian therapists can be both theoretically integrative and technically eclectic (Watts & Shulman, 2003). This therapeutic approach allows for the use of a
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variety of cognitive, behavioral, and experiential techniques. Adlerian therapists are resourceful and ﬂexible in drawing on many methods, which can be
applied to a diverse range of clients in a variety of settings and formats. Therapists are mainly concerned about doing what is in the best interests of clients
rather than squeezing clients into one theoretical framework (Watts, 1999, 2000;
Watts & Pietrzak, 2000; Watts & Shulman, 2003).
Another contribution of the Adlerian approach is that it is suited to brief,
time-limited therapy. Adler was a proponent of time-limited therapy, and the
techniques used by many contemporary brief therapeutic approaches are very
similar to interventions created by or commonly used by Adlerian practitioners
(Carlson et al., 2006). Adlerian therapy and contemporary brief therapy have in
common a number of characteristics, including quickly establishing a strong
therapeutic alliance, a clear problem focus and goal alignment, rapid assessment
and application to treatment, an emphasis on active and directive intervention,
a psychoeducational focus, a present and future orientation, a focus on clients’
strengths and abilities and an optimistic expectation of change, and a time sensitivity that tailors treatment to the unique needs of the client (Carlson et al., 2006).
According to Mosak and Di Pietro (2006), early recollections provide a basis for
brief therapy. They claim that early recollections are often useful in minimizing
the number of therapy sessions. This procedure takes little time to administer
and interpret and provides a direction for therapists to move.
Bitter and Nicoll (2000) identify ﬁve characteristics that form the basis for
an integrative framework in brief therapy: time limitation, focus, counselor directiveness, symptoms as solutions, and the assignment of behavioral tasks.
Bringing a time-limitation process to therapy conveys to clients the expectation
that change will occur in a short period of time. When the number of sessions
is speciﬁed, both client and therapist are motivated to stay focused on desired
outcomes and to work as efﬁciently as possible. Because there is no assurance
that a future session will occur, brief therapists tend to ask themselves this
question: “If I had only one session to be useful in this person’s life, what would
I want to accomplish?” (p. 38).
The Adlerian concepts I draw on most in my professional work are (1) the
importance of looking to one’s life goals, including assessing how these goals
inﬂuence an individual; (2) the focus on the individual’s interpretation of early
experiences in the family, with special emphasis on their current impact; (3)
the clinical use of early recollections in both assessment and treatment; (4) the
use of dreams as rehearsals for future action; (5) the need to understand and
confront basic mistakes; (6) the cognitive emphasis, which holds that emotions
and behaviors are largely inﬂuenced by one’s beliefs and thinking processes;
(7) the idea of working out an action plan designed to help clients make changes; (8) the collaborative relationship, whereby the client and therapist work
toward mutually agreed-upon goals; and (9) the emphasis given to encouragement during the entire counseling process. Several Adlerian concepts have
implications for personal development. One of these notions that has helped
me to understand the direction of my life is the assumption that feelings of
inferiority are linked to a striving for superiority (Corey, as cited in Nystul,
1999a).
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It is difﬁcult to overestimate the contributions of Adler to contemporary
therapeutic practice. Many of his ideas were revolutionary and far ahead of
his time. His inﬂuence went beyond counseling individuals, extending into the
community mental health movement (Ansbacher, 1974). Abraham Maslow, Viktor Frankl, Rollo May, Aaron T. Beck, and Albert Ellis have all acknowledged
their debt to Adler. Both Frankl and May see him as a forerunner of the existential movement because of his position that human beings are free to choose
and are entirely responsible for what they make of themselves. This view also
makes him a forerunner of the subjective approach to psychology, which focuses on the internal determinants of behavior: values, beliefs, attitudes, goals,
interests, personal meanings, subjective perceptions of reality, and strivings
toward self-realization.
In my opinion, one of Adler’s most important contributions is his inﬂuence
on other therapy systems. Many of his basic ideas have found their way into
other psychological schools, such as family systems approaches, Gestalt therapy, learning theory, reality therapy, rational emotive behavior therapy, cognitive therapy, person-centered therapy, existential therapy, and the postmodern
approaches to therapy. All of these approaches are based on a similar concept
of the person as purposive, self-determining, and striving for growth. In many
respects, Adler seems to have paved the way for current developments in both
the cognitive and constructivist therapies (Watts, 2003). Adlerians’ basic premise is that if clients can change their thinking then they can change their feelings and behavior. A study of contemporary counseling theories reveals that
many of Adler’s notions have reappeared in these modern approaches with
different nomenclature, and often without giving Adler the credit that is due
to him (Watts, 1999; Watts & Pietrzak, 2000; Watts & Shulman, 2003). It is clear
that there are signiﬁcant linkages of Adlerian theory with most of the presentday theories. Carlson and Englar-Carlson (2008) assert that Adlerians face the
challenge of continuing to develop their approach so that it meets the needs
of contemporary global society: “Whereas Adlerian ideas are alive in other
theoretical approaches, there is a question about whether Adlerian theory as a
stand-alone approach is viable in the long term” (p. 133). These authors believe
that for the Adlerian model to survive and thrive, it will be necessary to ﬁnd
ways to strive for signiﬁcance.

Limitations and Criticisms of the Adlerian Approach
Adler had to choose between devoting his time to formalizing his theory and
teaching others the basic concepts of Individual Psychology. He placed practicing and teaching before organizing and presenting a well-deﬁned and systematic theory. As a result, his written presentations are often difﬁcult to follow,
and many of them are transcripts of lectures he gave. Initially, many people
considered his ideas somewhat loose and too simplistic.
Research supporting the effectiveness of Adlerian theory is limited but has
improved over the last 25 years (Watts & Shulman, 2003). However, a large part
of the theory still requires empirical testing and comparative analysis. This
is especially true in the conceptual areas that Adlerians accept as axiomatic:
for example, the development of lifestyle; the unity of the personality and an
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acceptance of a singular view of self; the rejection of the prominence of heredity in determining behavior, especially pathological behavior; and the usefulness of the multiple interventions used by various Adlerians.

Where to Go From Here
If you are using the CD-ROM for Integrative Counseling, Session 6 (“Cognitive Focus in Counseling”) illustrates Ruth’s striving to live up to expectations and measure up to perfectionist standards. In this particular therapy session with Ruth,
you will see how I draw upon cognitive concepts and apply them in practice.
If your thinking is allied with the Adlerian approach, you might consider
seeking training in Individual Psychology or becoming a member of the North
American Society of Adlerian Psychology (NASAP). To obtain information on
NASAP and a list of Adlerian organizations and institutes, contact:
North American Society of Adlerian Psychology (NASAP)
614 Old West Chocolate Avenue
Hershey, PA 17033
Telephone: (717) 579-8795
Fax: (717) 533-8616
E-mail: nasap@msn.com
Website: www.alfredadler.org
The society publishes a newsletter and a quarterly journal and maintains a
list of institutes, training programs, and workshops in Adlerian psychology.
The Journal of Individual Psychology presents current scholarly and professional
research. Columns on counseling, education, and parent and family education
are regular features. Information about subscriptions is available by contacting
the society.
If you are interested in pursuing training, postgraduate study, continuing
education, or a degree, contact NASAP for a list of Adlerian organizations and
institutes. A few training institutes are listed here:
Adler School of Professional Psychology
65 East Wacker Place, Suite 2100
Chicago, IL 60601-7298
Telephone: (312) 201-5900
Fax: (312) 201-5917
E-mail: admissions@adler.edu
Website: www.adler.edu
Adler School of Professional Psychology
Vancouver Campus
595 Burrard Street, Suite 753
P.O. Box 49104
Vancouver, BC, Canada V7X 1G4
Telephone: (604) 482-5510
Fax: (604) 874-4634
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Adlerian Training Institute, Inc.
Dr. Bill Nicoll, Coordinator
P.O. Box 881581
Port St. Lucie, FL 34988
Telephone/Fax: (772) 807-4141
Cell Phone: (954) 650-0637
E-mail: adleriantraining@aol.com
Website: www.adleriantraining.com
The Alfred Adler Institute of Northwestern Washington
2565 Mayﬂower Lane
Bellingham, WA 98226
Telephone: (360) 647-5670
E-mail: HTStein@att.net
Website: http://ourworld.compuserv.com/homepages/hstein/
Alfred Adler Institute of San Francisco
266 Bemis Street
San Francisco, CA 94131
Telephone: (415) 584-3833
E-mail: DPienkow@msn.com
The International Committee for Adlerian Summer Schools and Institutes
Michael Balla, ICASSI Administrator
257 Billings Avenue
Ottawa, ON, Canada K1H 5L1
Fax: (613) 733-0289
E-mail: mjballa@sympatico.ca
Website: www.icassi.net

R ECOMMENDED S UPPLEMEN TA RY R E A DINGS
Adlerian Therapy: Theory and Practice (Carlson,
Watts, & Maniacci, 2006) clearly presents
a comprehensive overview of Adlerian
therapy in contemporary practice. There
are chapters on the therapeutic relationship, brief individual therapy, brief couples therapy, group therapy, play therapy,
and consultation. This book lists Adlerian
intervention videos that are available.
Early Recollections: Interpretative Method and
Application (Mosak & Di Pietro, 2006) is
an extensive review of the use of early
recollections as a way to understand an

individual’s dynamics and behavioral
style. This book addresses the theory, research, and clinical applications of early
recollections.
Adlerian, Cognitive, and Constructivist Therapies: An Integrative Dialogue (Watts, 2003)
acknowledges the important contributions of Alfred Adler and illustrates the
many ways Adlerian ideas have inﬂuenced the development of the cognitive
and constructivist therapies.
Primer of Adlerian Psychology (Mosak & Maniacci, 1999) offers an accessible introduction
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to the basic tenets of Individual Psychology
geared toward readers who are not familiar
with Adler’s work.
Understanding Life-Style: The Psycho-Clarity
Process (Powers & Grifﬁth, 1987) is a useful source of information for doing a life-

style assessment. Separate chapters deal
with interview techniques, lifestyle assessment, early recollections, the family
constellation, and methods of summarizing and interpreting information.
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VIKTOR FRANKL / ROLLO MAY
VIKTOR FRANKL
(1905–1997) was
born and educated in Vienna. He
founded the Youth
Advisement Centers
there in 1928 and
directed them until
1938. From 1942 to 1945 Frankl was a prisoner in the Nazi
concentration camps at Auschwitz and Dachau, where
his parents, brother, wife, and children died. He vividly
remembered his horrible experiences in these camps, yet
he was able to use them in a constructive way and did not
allow them to dampen his love and enthusiasm for life. He
traveled all around the world, giving lectures in Europe, Latin
America, Southeast Asia, and the United States.
Frankl received his MD in 1930 and his PhD in
philosophy in 1949, both from the University of Vienna.
He became an associate professor at the University of
Vienna and later was a distinguished speaker at the
United States International University in San Diego.
He was a visiting professor at Harvard, Stanford, and
Southern Methodist universities. Frankl’s works have
been translated into more than 20 languages, and his
ideas continue to have a major impact on the development of existential therapy. His compelling book Man’s
Search for Meaning (1963), which was originally entitled
From Death Camp to Existentialism, has been a best-seller
around the world.
Although Frankl had begun to develop an existential
approach to clinical practice before his grim years in the
Nazi death camps, his experiences there confirmed his
views. Frankl (1963) observed and personally experienced

the truths expressed by existential philosophers and
writers, including the view that love is the highest goal to
which humans can aspire and that our salvation is through
love. That we have choices in every situation is another
notion confirmed by his experiences in the concentration
camps. Even in terrible situations, he believed, we could
preserve a vestige of spiritual freedom and independence
of mind. He learned experientially that everything could
be taken from a person except one thing: “the last of
human freedoms—to choose one’s attitude in any given
set of circumstances, to choose one’s own way” (p. 104).
Frankl believed that the essence of being human lies in
searching for meaning and purpose. We can discover this
meaning through our actions and deeds, by experiencing
a value (such as love or achievements through work), and
by suffering.
Frankl knew and read Freud and attended some of the
meetings of Freud’s psychoanalytic group. Frankl acknowledged his indebtedness to Freud, although he disagreed
with the rigidity of Freud’s psychoanalytic system. Frankl
often remarked that Freud was a depth psychologist and that
he is a height psychologist who built on Freud’s foundations. Reacting against most of Freud’s deterministic notions,
Frankl developed his theory and practice of psychotherapy
emphasizing the concepts of freedom, responsibility, meaning, and the search for values. He established his international
reputation as the founder of what has been called “The Third
School of Viennese Psychoanalysis.”
I have selected Frankl as one of the key figures of
the existential approach because of the dramatic way in
which his theories were tested by the tragedies of his life.
His life was an illustration of his theory, for he lived what
his theory espouses.

Introduction
Existential therapy is more a way of thinking than any particular style of practicing psychotherapy (Russell, 2007). It is neither an independent nor separate
school of therapy, nor is it a neatly deﬁ ned model with speciﬁc techniques. Existential therapy can best be described as a philosophical approach that inﬂuences
a counselor’s therapeutic practice. This approach is grounded on the assumption that we are free and therefore responsible for our choices and actions. We
are the authors of our lives, and we design the pathways we follow. This chapter
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CHAPTER SIX k Existential Therapy
ROLLO MAY (1909–1994) first
lived in Ohio and then moved to
Michigan as a young child along
with his five brothers and a sister.
He remembered his home life as
being unhappy, a situation that had
something to do with his interest
in psychology and counseling. In
his personal life May struggled
with his own existential concerns and the failure of two
marriages.
Despite his unhappy life experiences, he graduated
from Oberlin College in 1930 and then went to Greece as
a teacher. During his summers in Greece he traveled to
Vienna to study with Alfred Adler. After receiving a degree in theology from Union Theological Seminary, May
decided that the best way to reach out and help people
was through psychology instead of theology. After completing his doctorate in clinical psychology at Columbia
University, May set up private practice in New York while
also becoming a supervisory and training analyst for the
William Alanson Institute.
While May was pursuing his doctoral program, he
came down with tuberculosis, which resulted in a 2-year
stay in a sanitarium. During his recovery period, May
spent much time learning firsthand about the nature of
anxiety. He also spent time reading, and he studied the
works of Søren Kierkegaard, which was the catalyst for
his recognizing the existential dimensions of anxiety. This
study resulted in his book The Meaning of Anxiety (1950).
His popular book Love and Will (1969) reflects his own

133

personal struggles with love and intimate relationships
and mirrors Western society’s questioning of its values
pertaining to sex and marriage.
The greatest personal influence on May was the
German philosopher Paul Tillich (author of The Courage
to Be, 1952), who became his mentor and a personal
friend. The two spent much time together discussing
philosophical, religious, and psychological topics. Most
of May’s writings reflect a concern with the nature of
human experience, such as recognizing and dealing
with power, accepting freedom and responsibility,
and discovering one’s identity. He draws from his rich
knowledge based on the classics and his existential
perspective.
May was one of the main proponents of humanistic approaches to psychotherapy, and he was the
principal American spokesman of European existential
thinking as it is applied to psychotherapy. He believed
psychotherapy should be aimed at helping people
discover the meaning of their lives and should be concerned with the problems of being rather than with
problem solving. Questions of being include learning
to deal with issues such as sex and intimacy, growing
old, and facing death. According to May, the real challenge is for people to be able to live in a world where
they are alone and where they will eventually have to
face death. He contends that our individualism should
be balanced by what Adler refers to as social interest. It is the task of therapists to help individuals find
ways to contribute to the betterment of the society in
which they live.

addresses some of the existential ideas and themes that have signiﬁcant implications for the existentially oriented practitioner.
The existential approach rejects the deterministic view of human nature espoused by orthodox psychoanalysis and radical behaviorism. Psychoanalysis sees
freedom as restricted by unconscious forces, irrational drives, and past events;
behaviorists see freedom as restricted by sociocultural conditioning. In contrast,
existential therapists acknowledge some of these facts about the human situation
but emphasize our freedom to choose what to make of our circumstances.
A basic existential premise is that we are not victims of circumstance because, to a large extent, we are what we choose to be. A major aim of therapy is
to encourage clients to reﬂect on life, to recognize their range of alternatives,
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and to decide among them. Once clients begin the process of recognizing the
ways in which they have passively accepted circumstances and surrendered
control, they can start on a path of consciously shaping their own lives. Yalom
(2003) emphasizes that the ﬁ rst step in the therapeutic journey is for clients to
accept responsibility: “Once individuals recognize their role in creating their
own life predicament, they also realize that they, and only they, have the power
to change that situation” (p. 141). One of the aims of existential therapy is to
challenge people to stop deceiving themselves regarding their lack of responsibility for what is happening to them and their excessive demands on life (van
Deurzen, 2002b).
Van Deurzen (2002a) writes that existential counseling is not designed to
“cure” people of illness in the tradition of the medical model. She does not view
clients as being sick but as “sick of life or clumsy at living” (p. 18) and unable
to live a productive life. In existential therapy attention is given to clients’ immediate, ongoing experience with the aim of helping them develop a greater
presence in their quest for meaning and purpose (Sharp & Bugental, 2001). The
therapist’s basic task is to encourage clients to explore their options for creating
a meaningful existence. We can begin by recognizing that we do not have to remain passive victims of our circumstances but instead can consciously become
the architects of our lives.

Historical Background in Philosophy and Existentialism
The existential therapy movement was not founded by any particular person
or group; many streams of thought contributed to it. Drawing from a major
orientation in philosophy, existential therapy arose spontaneously in different
parts of Europe and among different schools of psychology and psychiatry in
the 1940s and 1950s. It grew out of an effort to help people resolve the dilemmas of contemporary life, such as isolation, alienation, and meaninglessness.
Early writers focused on the individual’s experience of being alone in the world
and facing the anxiety of this situation. The European existential perspective focused on human limitations and the tragic dimensions of life (Sharp &
Bugental, 2001).
The thinking of existential psychologists and psychiatrists was inﬂuenced
by a number of philosophers and writers during the 19th century. To understand the philosophical underpinnings of modern existential psychotherapy,
one must have some awareness of such ﬁgures as Søren Kierkegaard, Friedrich
Nietzsche, Martin Heidegger, Jean-Paul Sartre, and Martin Buber. These major ﬁgures of existentialism and existential phenomenology and their cultural,
philosophical, and religious writings provided the basis for the formation of
existential therapy. Ludwig Binswanger and Medard Boss are also included in
this section because both were early existential psychoanalysts who contributed key ideas to existential psychotherapy.

SØREN KIERKEGA ARD (1813–1855) A Danish philosopher, Kierkegaard was
particularly concerned with angst—a Danish and German word whose meaning lies between the English words dread and anxiety—and he addressed the
role of anxiety and uncertainty in life. There is existential anxiety associated
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with making basic decisions about how we want to live. Without the experience
of angst, we may go through life as sleepwalkers. But many of us, especially
in adolescence, are awakened into real life by a terrible uneasiness. Life is one
contingency after another, with no guarantees beyond the certainty of death.
This is by no means a comfortable state, but it is necessary to our becoming human. What is needed is the willingness to risk a leap of faith in making choices.
Becoming human is a project, and our task is not so much to discover who we
are as to create ourselves.

FRIEDRICH NIETZSCHE (1844–1900) The German philosopher Nietzsche
is the iconoclastic counterpart to Kierkegaard, expressing a revolutionary approach to the self, to ethics, and to society. Like Kierkegaard, he emphasized
the importance of subjectivity. Nietzsche set out to prove that the ancient deﬁnition of humans as rational was entirely misleading. We are far more creatures
of will than we are impersonal intellects. But where Kierkegaard emphasized
the “subjective truth” of an intense concern with God, Nietzsche located values
within the individual’s “will to power.” We give up an honest acknowledgment
of this source of value when society invites us to rationalize powerlessness by
advocating other worldly concerns. If, like sheep, we acquiesce in “herd morality,” we will be nothing but mediocrities. But if we release ourselves by giving free rein to our will to power, we will tap our potentiality for creativity
and originality. Kierkegaard and Nietzsche, with their pioneering studies of
subjectivity and the emerging self, together are generally considered to be the
originators of the existential perspective (Sharp & Bugental, 2001).
MARTIN HEIDEGGER (1889–1976) The subjective experience of being human that was so dramatically expressed by Kierkegaard and Nietzsche developed into a 20th-century method of studying experience that is called phenomenology. Heidegger’s phenomenological existentialism reminds us that we
exist “in the world” and should not try to think of ourselves as beings apart
from the world into which we are thrown. The way we ﬁll our everyday life
with superﬁcial conversation and routine shows that we often assume we are
going to live forever and can afford to waste day after day. Our moods and feelings (including anxiety about death) are a way of understanding whether we
are living authentically or whether we are inauthentically constructing our life
around the expectations of others. When we translate this wisdom from vague
feeling to explicit awareness, we may develop more positive resolve about how
we want to be. Phenomenology, as presented by Heidegger, provides a view of
human history that does not focus on past events but motivates individuals to
look forward to “authentic experiences” that are yet to come.

JEAN-PAUL SARTRE (1905–1980) A philosopher and novelist, Sartre was
convinced, in part by his dangerous years in the French Resistance in World
War II, that humans are even more free than earlier existentialists had believed.
The existence of a space—nothingness—between the whole of our past and the
now frees us to choose what we will. Our values are what we choose. The failure to acknowledge our freedom and choices results in emotional problems.
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This freedom is hard to face up to, so we tend to invent an excuse by saying,
“I can’t change now because of my past conditioning.” Sartre called excuses
“bad faith.” No matter what we have been, we can make choices now and become something quite different. We are condemned to be free. To choose is to
become committed: This is the responsibility that is the other side of freedom.
Sartre’s view was that at every moment, by our actions, we are choosing who
we are being. Our existence is never ﬁ xed or ﬁnished. Every one of our actions
represents a fresh choice. When we attempt to pin down who we are, we engage
in self-deception (Russell, 2007).

MARTIN BUBER (1878–1965) Leaving Germany to live in the new state of
Israel, Buber took a less individualistic stand than most of the other existentialists. He said that we humans live in a kind of betweenness; that is, there is
never just an I, but always an other. The I, the person who is the agent, changes
depending on whether the other is an it or a Thou. But sometimes we make the
serious mistake of reducing another person to the status of a mere object, in
which case the relationship becomes I/it. Buber stresses the importance of presence, which has three functions: (1) it enables true I/Thou relationships; (2) it
allows for meaning to exist in a situation; and (3) it enables an individual to be
responsible in the here and now (Gould, 1993). In a famous dialogue with Carl
Rogers, Buber argued that the therapist and client could never be on the same
footing because the latter comes to the former for help. When the relationship
is fully mutual, we have become “dialogic,” a fully human condition. Buber
made signiﬁcant contributions to 20th century Judeo-Christian theology.

LUDWIG BINSWANGER (1881–1966) An existential analyst, Binswanger
proposed a holistic model of self that addresses the relationship between the
person and his or her environment. He used a phenomenological approach to
explore signiﬁcant features of the self, including choice, freedom, and caring.
Binswanger accepted Heidegger’s notion that we are “thrown into the world.”
However, this “thrown-ness” does not release us from the responsibility of our
choices and for planning for the future (Gould, 1993). Existential analysis (dasein
analyse) emphasizes the subjective and spiritual dimensions of human existence.
Binswanger (1975) contended that crises in therapy were typically major choice
points for the client. Although he originally looked to psychoanalytic theory to
shed light on psychosis, he moved toward an existential view of his patients.
This perspective enabled him to understand the worldview and immediate experience of his patients, as well as the meaning of their behavior, as opposed to
superimposing his view as a therapist on their experience and behavior.
MEDARD BOSS (1903–1991) Both Binswanger and Boss were early existential
psychoanalysts and signiﬁcant ﬁgures in the development of existential psychotherapy. They made reference to dasein or being-in-the-world, which pertains to
our ability to reﬂect on life events and attribute meaning to these events. They
believed that the therapist must enter the client’s subjective world without presuppositions that would get in the way of this experiential understanding. Both
Binswanger and Boss were signiﬁcantly inﬂuenced by Heidegger’s seminal
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work, Being and Time (1962), which provided a broad basis for understanding
the individual (May, 1958). Boss (1963) was deeply inﬂuenced by Freudian psychoanalysis, but even more so by Heidegger. Boss’s major professional interest
was applying Heidegger’s philosophical notions to therapeutic practice, and he
was especially concerned with integrating Freud’s methods with Heidegger’s
concepts, as described in his book Daseinanalysis and Psychoanalysis.

Key Figures in Contemporary Existential Psychotherapy
Viktor Frankl, Rollo May, James Bugental, and Irvin Yalom all developed their
existential approaches to psychotherapy from strong backgrounds in both existential and humanistic psychology. Viktor Frankl was a central ﬁgure in developing existential therapy in Europe and also in bringing it to the United States.
As a youth, Frankl was deeply inﬂuenced by Freud, but he became a student
of Adler. Later, he was inﬂuenced by the writings of existential philosophers,
and he began developing his own existential philosophy and psychotherapy.
He was fond of quoting Nietzsche: “He who has a why to live for can bear with
almost any how” (as cited in Frankl, 1963, pp. 121, 164). Frankl contended that
those words could be the motto for all psychotherapeutic practice. Another
quotation from Nietzsche seems to capture the essence of his own experience
and his writings: “That which does not kill me, makes me stronger” (as cited in
Frankl, 1963, p. 130).
Frankl developed logotherapy, which means “therapy through meaning.”
Frankl’s philosophical model sheds light on what it means to be fully alive.
“To be alive encompasses the ability to take hold of life day by day as well as
to ﬁnd meaning in suffering” (Gould, 1993, p. 124). The central themes running through his works are life has meaning, under all circumstances; the central motivation for living is the will to meaning; the freedom to ﬁnd meaning
in all that we think; and the integration of body, mind, and spirit. According
to Frankl, the modern person has the means to live but often has no meaning
to live for. The therapeutic process is aimed at challenging individuals to ﬁ nd
meaning and purpose through, among other things, suffering, work, and love
(Frankl, 1965).
Along with Frankl, psychologist Rollo May was deeply inﬂuenced by the
existential philosophers, by the concepts of Freudian psychology, and by many
aspects of Alfred Adler’s Individual Psychology. Both Frankl and May welcomed ﬂexibility and versatility in the practice of psychoanalysis (Gould, 1993).
May was one of the key ﬁgures responsible for bringing existentialism from
Europe to the United States and for translating key concepts into psychotherapeutic practice. His writings have had a signiﬁcant impact on existentially oriented practitioners. Of primary importance in introducing existential therapy
to the United States was the book Existence: A New Dimension in Psychiatry and
Psychology (May, Angel, & Ellenberger, 1958). According to May, it takes courage to “be,” and our choices determine the kind of person we become. There is
a constant struggle within us. Although we want to grow toward maturity and
independence, we realize that expansion is often a painful process. Hence, the
struggle is between the security of dependence and the delights and pains of
growth.
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Along with May, two other signiﬁcant existential therapists in the United
States are James Bugental and Irvin Yalom. Bugental developed an approach to
depth therapy based on the existential concern with an individual’s immediate presence and the humanistic emphasis on the integrity of each individual
(Sharp & Bugental, 2001). In The Art of the Psychotherapist (1987), Bugental describes a life-changing approach to therapy. He views therapy as a journey taken by the therapist and the client that delves deeply into the client’s subjective
world. He emphasizes that this quest demands the willingness of the therapist
to be in contact with his or her own phenomenological world. According to
Bugental, the central concern of therapy is to help clients examine how they
have answered life’s existential questions and to challenge them to revise their
answers to begin living authentically. In Psychotherapy Isn’t What You Think
(1999), Bugental illustrates the here-and-now experiencing in the therapeutic
relationship.
Irvin Yalom (1980) acknowledges the contributions of both European and
American psychologists and psychiatrists who have inﬂuenced the development of existential thinking and practice. Drawing on his clinical experience
and on empirical research, philosophy, and literature, Yalom has developed
an existential approach to therapy that focuses on four “givens of existence”
or ultimate human concerns: death, freedom and responsibility, existential
isolation, and meaninglessness. All of these existential themes deal with the
client’s existence or being-in-the-world. His classic, comprehensive textbook,
Existential Psychotherapy (1980), is considered a pioneering accomplishment.
He acknowledges the inﬂuence on his own writings of several novelists and
philosophers. More speciﬁcally, he draws on the following themes from those
philosophers discussed earlier:
• From Kierkegaard: creative anxiety, despair, fear and dread, guilt, and
nothingness
• From Nietzsche: death, suicide, and will
• From Heidegger: authentic being, caring, death, guilt, individual responsibility, and isolation
• From Sartre: meaninglessness, responsibility, and choice
• From Buber: interpersonal relationships, I/Thou perspective in therapy,
and self-transcendence
Yalom recognizes Frankl as an eminently pragmatic thinker who has had an
impact on his writing and practice. Yalom believes the vast majority of experienced therapists, regardless of their theoretical orientation, employ many of the
existential themes discussed in his book. These existential themes constitute
the heart of existential psychodynamics, and they have enormous relevance to
clinical work.
There have been signiﬁcant developments in the existential approach in
Britain. Laing and Cooper (1964) critically reconsidered the notion of mental illness and its treatment, and they established an experimental therapeutic community in London. Further development of the existential approach
in Britain is due largely to the efforts of Emmy van Deurzen who is currently
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developing academic and training programs at the New School of Psychotherapy and Counselling. In the past decades the existential approach has
spread rapidly in Britain and is now an alternative to traditional methods (van
Deurzen, 2002b). For a description of the historical context and development of
existential therapy in Britain, see van Deurzen (2002b) and Cooper (2003); for
an excellent overview of the theory and practice of existential therapy, see van
Deurzen (2002a).

Key Concepts
View of Human Nature
The crucial signiﬁcance of the existential movement is that it reacts against the
tendency to identify therapy with a set of techniques. Instead, it bases therapeutic practice on an understanding of what it means to be human. The existential
movement stands for respect for the person, for exploring new aspects of human
behavior, and for divergent methods of understanding people. It uses numerous
approaches to therapy based on its assumptions about human nature.
The existential tradition seeks a balance between recognizing the limits
and tragic dimensions of human existence on one hand and the possibilities
and opportunities of human life on the other hand. It grew out of a desire to
help people engage the dilemmas of contemporary life, such as isolation, alienation, and meaninglessness. The current focus of the existential approach is on
the individual’s experience of being in the world alone and facing the anxiety
of this isolation.
The existential view of human nature is captured, in part, by the notion
that the signiﬁcance of our existence is never ﬁ xed once and for all; rather, we
continually re-create ourselves through our projects. Humans are in a constant
state of transition, emerging, evolving, and becoming. Being a person implies
that we are discovering and making sense of our existence. We continually
question ourselves, others, and the world. Although the speciﬁc questions we
raise vary in accordance with our developmental stage in life, the fundamental
themes do not vary. We pose the same questions philosophers have pondered
throughout Western history: “Who am I?” “What can I know?” “What ought I
to do?” “What can I hope for?” “Where am I going?”
The basic dimensions of the human condition, according to the existential
approach, include (1) the capacity for self-awareness; (2) freedom and responsibility; (3) creating one’s identity and establishing meaningful relationships with
others; (4) the search for meaning, purpose, values, and goals; (5) anxiety as a
condition of living; and (6) awareness of death and nonbeing. I develop these
propositions in the following sections by summarizing themes that emerge in
the writings of existential philosophers and psychotherapists, and I also discuss the implications for counseling practice of each of these propositions.

Proposition 1: The Capacity for Self-Awareness
As human beings, we can reﬂect and make choices because we are capable of
self-awareness. The greater our awareness, the greater our possibilities for
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freedom (see Proposition 2). We increase our capacity to live fully as we expand
our awareness in the following areas:
•
•
•
•

We are ﬁnite and do not have unlimited time to do what we want in life.
We have the potential to take action or not to act; inaction is a decision.
We choose our actions, and therefore we can partially create our own destiny.
Meaning is the product of discovering how we are “thrown” or situated in
the world and then, through commitment, living creatively.
• As we increase our awareness of the choices available to us, we also increase our sense of responsibility for the consequences of these choices.
• We are subject to loneliness, meaninglessness, emptiness, guilt, and isolation.
• We are basically alone, yet we have an opportunity to relate to other beings.
We can choose either to expand or to restrict our consciousness. Because selfawareness is at the root of most other human capacities, the decision to expand
it is fundamental to human growth. Here are some dawning awarenesses that
individuals may experience in the counseling process:
• They see how they are trading the security of dependence for the anxieties that accompany choosing for themselves.
• They begin to see that their identity is anchored in someone else’s deﬁ nition of them; that is, they are seeking approval and conﬁ rmation of their
being in others instead of looking to themselves for afﬁ rmation.
• They learn that in many ways they are keeping themselves prisoner by some
of their past decisions, and they realize that they can make new decisions.
• They learn that although they cannot change certain events in their lives
they can change the way they view and react to these events.
• They learn that they are not condemned to a future similar to the past, for
they can learn from their past and thereby reshape their future.
• They realize that they are so preoccupied with suffering, death, and dying
that they are not appreciating living.
• They are able to accept their limitations yet still feel worthwhile, for they
understand that they do not need to be perfect to feel worthy.
• They come to realize that they are failing to live in the present moment
because of preoccupation with the past, planning for the future, or trying
to do too many things at once.
Increasing self-awareness, which includes awareness of alternatives, motivations, factors inﬂuencing the person, and personal goals, is an aim of all counseling. It is the therapist’s task to indicate to the client that a price must be paid
for increased awareness. As we become more aware, it is more difﬁcult to “go
home again.” Ignorance of our condition may have brought contentment along
with a feeling of partial deadness, but as we open the doors in our world, we
can expect more turmoil as well as the potential for more fulﬁ llment.

Proposition 2: Freedom and Responsibility
A characteristic existential theme is that people are free to choose among alternatives and therefore have a large role in shaping their destinies. A central
existential concept is that although we long for freedom, we often try to escape
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from our freedom (Russell, 2007). Even though we have no choice about being
thrust into the world, the manner in which we live and what we become are
the result of our choices. Because of the reality of this freedom, we are challenged to accept responsibility for directing our lives. However, it is possible
to avoid this reality by making excuses. In speaking about “bad faith,” the
existential philosopher Jean-Paul Sartre (1971) refers to the inauthenticity of
not accepting personal responsibility. Here are two statements that reveal bad
faith: “Since that’s the way I’m made, I couldn’t help what I did” or “Naturally
I’m this way, because I grew up in a dysfunctional family.” An inauthentic
mode of existence consists of lacking awareness of personal responsibility for
our lives and passively assuming that our existence is largely controlled by
external forces. Sartre claims we are constantly confronted with the choice of
what kind of person we are becoming, and to exist is never to be ﬁ nished with
this kind of choosing.
Freedom implies that we are responsible for our lives, for our actions, and
for our failures to take action. From Sartre’s perspective people are condemned
to freedom. He calls for a commitment to choosing for ourselves. Existential guilt
is being aware of having evaded a commitment, or having chosen not to choose.
This guilt is a condition that grows out of a sense of incompleteness, or a realization that we are not what we might have become. Guilt may be a sign that
we have failed to rise to the challenge of our anxiety and that we have tried
to evade it by not doing what we know is possible for us to do (van Deurzen,
2002a). This condition is not viewed as neurotic, nor is it seen as a symptom
that needs to be cured. Instead, the existential therapist explores it to see what
clients can learn about the ways in which they are living their life. This guilt
also results from allowing others to deﬁ ne us or to make our choices for us.
Sartre said, “We are our choices.” Authenticity implies that we are living by
being true to our own evaluation of what is a valuable existence for ourselves;
it is the courage to be who we are. Mendelowitz and Schneider (2008) state that
an authentic mode implies that we acknowledge responsibility for our lives, in
spite of the anxiety that results from this choice. “Rather than losing oneself
in the crowd, one recognizes one’s uniqueness and strives to become what one
inherently is” (p. 296).
For existentialists, then, being free and being human are identical. Freedom and responsibility go hand in hand. We are the authors of our lives in the
sense that we create our destiny, our life situation, and our problems (Russell,
1978). Assuming responsibility is a basic condition for change. Clients who refuse to accept responsibility by persistently blaming others for their problems
will not proﬁt from therapy.
Frankl (1978) also links freedom with responsibility. He suggested that the
Statue of Liberty on the East Coast should be balanced with a Statue of Responsibility on the West Coast. His basic premise is that freedom is bound by
certain limitations. We are not free from conditions, but we are free to take a
stand against these restrictions. Ultimately, these conditions are subject to our
decisions, which means we are responsible.
The therapist assists clients in discovering how they are avoiding freedom
and encourages them to learn to risk using it. Not to do so is to cripple clients
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and make them dependent on the therapist. Therapists need to teach clients
that they can explicitly accept that they have choices, even though they may
have devoted most of their life to evading them. Those who are in therapy often
have mixed feelings when it comes to choice. As Russell (2007) puts it: “We resent it when we don’t have choices, but we get anxious when we do! Existentialism is all about broadening the vision of our choices” (p. 111).
People often seek psychotherapy because they feel that they have lost control of how they are living. They may look to the counselor to direct them, give
them advice, or produce magical cures. They may also need to be heard and
understood. Two central tasks of the therapist are inviting clients to recognize
how they have allowed others to decide for them and encouraging them to take
steps toward choosing for themselves. In challenging clients to explore other
ways of being that are more fulﬁ lling than their present restricted existence,
some existential counselors ask, “Although you have lived in a certain pattern,
now that you recognize the price of some of your ways, are you willing to consider creating new patterns?” Others may have a vested interest in keeping the
client in an old pattern, so the initiative for changing it will have to come from
the client.
Cultural factors need to be taken into account in assisting clients in the
process of examining their choices. A person who is struggling with feeling
limited by her family situation can be invited to look at her part in this process and values that are a part of her culture. For example, Meta, a Norwegian
American, is working to attain a professional identity as a social worker, but her
family thinks she is being selﬁsh and neglecting her primary duties. The family is likely to exert pressure on her to give up her personal interests in favor of
what they feel is best for the welfare of the entire family. Meta may feel trapped
in the situation and see no way out unless she rejects what her family wants.
In cases such as this, it is useful to explore the client’s underlying values and
to help her determine whether her values are working for her and for her family. Clients such as Meta have the challenge of weighing values and balancing
behaviors between two cultures. Ultimately, Meta must decide in what ways
she might change her situation, and she needs to assess values based on her
culture. The existential therapist will invite Meta to begin to explore what she
can do and to realize that she can be authentic in spite of pressures on her by
her situation. According to Vontress (2008), we can be authentic in any society,
whether we are a part of an individualistic or collectivistic society.
It is essential to respect the purpose that people have in mind when they
initiate therapy. If we pay careful attention to what our clients tell us about what
they want, we can operate within an existential framework. We can encourage
individuals to weigh the alternatives and to explore the consequences of what
they are doing with their lives. Even though oppressive forces may be severely limiting the quality of their lives, we can help people see that they are not
merely the victims of circumstances beyond their control. At the same time that
these individuals are learning how to change their external environment, they
can also be challenged to look within themselves to recognize their own contributions to their problems. Through the therapy experience, they may be able to
discover new courses of action that will lead to a change in their situation.
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Proposition 3: Striving for Identity and Relationship to Others
People are concerned about preserving their uniqueness and centeredness, yet
at the same time they have an interest in going outside of themselves to relate
to other beings and to nature. Each of us would like to discover a self—that
is, create our personal identity. This is not an automatic process, and creating
an identity takes courage. As relational beings, we also strive for connectedness with others. Many existential writers discuss loneliness, uprootedness,
and alienation, which can be seen as the failure to develop ties with others and
with nature.
The trouble with so many of us is that we have sought directions, answers,
values, and beliefs from the important people in our world. Rather than trusting ourselves to search within and ﬁ nd our own answers to the conﬂicts in
our life, we sell out by becoming what others expect of us. Our being becomes
rooted in their expectations, and we become strangers to ourselves.

THE COUR AGE TO BE Paul Tillich (1886–1965), a leading Protestant theologian of the 20th century, believes awareness of our ﬁnite nature gives us an
appreciation of ultimate concerns. It takes courage to discover the true “ground
of our being” and to use its power to transcend those aspects of nonbeing that
would destroy us (Tillich, 1952). Courage entails the will to move forward in
spite of anxiety-producing situations, such as facing our death (May, 1975). We
struggle to discover, to create, and to maintain the core deep within our being.
One of the greatest fears of clients is that they will discover that there is no core,
no self, no substance, and that they are merely reﬂections of everyone’s expectations of them. A client may say: “My fear is that I’ll discover I’m nobody, that
there really is nothing to me. I’ll ﬁnd out that I’m an empty shell, hollow inside,
and nothing will exist if I shed my masks.” If clients demonstrate the courage to confront these fears, they might well leave therapy with an increased
tolerance for the uncertainty of life. Mendelowitz and Schneider (2008) claim:
“More sure of oneself, one embraces the challenges and responsibilities of life
without knowing precisely what lies beyond” (p. 322).
Existential therapists may begin by asking their clients to allow themselves
to intensify the feeling that they are nothing more than the sum of others’ expectations and that they are merely the introjects of parents and parent substitutes. How do they feel now? Are they condemned to stay this way forever? Is
there a way out? Can they create a self if they ﬁnd that they are without one?
Where can they begin? Once clients have demonstrated the courage to recognize this fear, to put it into words and share it, it does not seem so overwhelming. I ﬁnd that it is best to begin work by inviting clients to accept the ways in
which they have lived outside themselves and to explore ways in which they are
out of contact with themselves.
THE EXPERIENCE OF ALONENESS The existentialists postulate that part of
the human condition is the experience of aloneness. But they add that we can
derive strength from the experience of looking to ourselves and sensing our
separation. The sense of isolation comes when we recognize that we cannot
depend on anyone else for our own conﬁ rmation; that is, we alone must give
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a sense of meaning to life, and we alone must decide how we will live. If we
are unable to tolerate ourselves when we are alone, how can we expect anyone
else to be enriched by our company? Before we can have any solid relationship
with another, we must have a relationship with ourselves. We are challenged
to learn to listen to ourselves. We have to be able to stand alone before we can
truly stand beside another.
There is a paradox in the proposition that humans are existentially both
alone and related, but this very paradox describes the human condition. To
think that we can cure the condition, or that it should be cured, is erroneous.
Ultimately we are alone.

THE EXPERIENCE OF RELATEDNESS We humans depend on relationships
with others. We want to be signiﬁcant in another’s world, and we want to feel
that another’s presence is important in our world. When we are able to stand
alone and dip within ourselves for our own strength, our relationships with
others are based on our fulﬁllment, not our deprivation. If we feel personally
deprived, however, we can expect little but a clinging and symbiotic relationship with someone else.
Perhaps one of the functions of therapy is to help clients distinguish between a neurotically dependent attachment to another and a life-afﬁ rming relationship in which both persons are enhanced. The therapist can challenge clients to examine what they get from their relationships, how they avoid intimate
contact, how they prevent themselves from having equal relationships, and how
they might create therapeutic, healthy, and mature human relationships.
STRUGGLING WITH OUR IDENTITY The awareness of our ultimate aloneness can be frightening, and some clients may attempt to avoid accepting their
aloneness and isolation. Because of our fear of dealing with our aloneness,
Farha (1994) points out that some of us get caught up in ritualistic behavior patterns that cement us to an image or identity we acquired in early childhood. He
writes that some of us become trapped in a doing mode to avoid the experience
of being.
Part of the therapeutic journey consists of the therapist challenging clients
to begin to examine the ways in which they have lost touch with their identity,
especially by letting others design their life for them. The therapy process itself
is often frightening for clients when they realize that they have surrendered
their freedom to others and that in the therapy relationship they will have to
assume their freedom again. By refusing to give easy solutions or answers, existential therapists confront clients with the reality that they alone must ﬁnd
their own answers.

Proposition 4: The Search for Meaning
A distinctly human characteristic is the struggle for a sense of signiﬁcance and
purpose in life. In my experience the underlying conﬂicts that bring people
into counseling and therapy are centered in these existential questions: “Why
am I here? What do I want from life? What gives my life purpose? Where is the
source of meaning for me in life?”
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Existential therapy can provide the conceptual framework for helping clients challenge the meaning in their lives. Questions that the therapist might
ask are, “Do you like the direction of your life? Are you pleased with what you
now are and what you are becoming? If you are confused about who you are
and what you want for yourself, what are you doing to get some clarity?”

THE PROBLEM OF DISCARDING OLD VALUES One of the problems in therapy is that clients may discard traditional (and imposed) values without ﬁnding
other, suitable ones to replace them. What does the therapist do when clients no
longer cling to values that they never really challenged or internalized and now
experience a vacuum? Clients may report that they feel like a boat without a
rudder. They seek new guidelines and values that are appropriate for the newly
discovered facets of themselves, and yet for a time they are without them. Perhaps the task of the therapeutic process is to help clients create a value system
based on a way of living that is consistent with their way of being.
The therapist’s job might well be to trust the capacity of clients to eventually
discover an internally derived value system that does provide a meaningful
life. They will no doubt ﬂounder for a time and experience anxiety as a result
of the absence of clear-cut values. The therapist’s trust is important in helping
clients trust their own capacity to discover a new source of values.

MEANINGLESSNESS When the world they live in seems meaningless, clients
may wonder whether it is worth it to continue struggling or even living. Faced
with the prospect of our mortality, we might ask: “Is there any point to what I
do now, since I will eventually die? Will what I do be forgotten when I am gone?
Given the fact of mortality, why should I busy myself with anything?” A man
in one of my groups captured precisely the idea of personal signiﬁcance when
he said, “I feel like another page in a book that has been turned quickly, and
nobody bothered to read the page.” For Frankl (1978) such a feeling of meaninglessness is the major existential neurosis of modern life.
Meaninglessness in life can lead to emptiness and hollowness, or a condition that Frankl calls the existential vacuum. This condition is often experienced when people do not busy themselves with routine or with work. Because
there is no preordained design for living, people are faced with the task of creating their own meaning. At times people who feel trapped by the emptiness
of life withdraw from the struggle of creating a life with purpose. Experiencing
meaninglessness and establishing values that are part of a meaningful life are
issues that become the heart of counseling.
CREATING NEW MEANING Logotherapy is designed to help clients ﬁ nd
a meaning in life. The therapist’s function is not to tell clients what their
particular meaning in life should be but to point out that they can discover
meaning even in suffering (Frankl, 1978). This view holds that human suffering (the tragic and negative aspects of life) can be turned into human
achievement by the stand an individual takes when faced with it. Frankl also
contends that people who confront pain, guilt, despair, and death can challenge their despair and thus triumph. Yet meaning is not something that
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we can directly search for and obtain. Paradoxically, the more rationally we
seek it, the more likely we are to miss it. Yalom (2003) and Frankl (1978) are
in basic agreement that, like pleasure, meaning must be pursued obliquely.
Finding meaning in life is a by-product of engagement, which is a commitment to creating, loving, working, and building. Meaning is created out of
an individual’s engagement with what is valued, and this commitment provides the purpose that makes life worthwhile (van Deurzen, 2002a). I like
the way Vontress (2008) captures the idea that meaning in life is an ongoing
process we struggle with throughout our life: “What provides meaning one
day may not provide meaning the next, and what has been meaningful to a
person throughout life may be meaningless when a person is on his or her
deathbed” (p. 158).

Proposition 5: Anxiety as a Condition of Living
Anxiety arises from one’s personal strivings to survive and to maintain and
assert one’s being, and the feelings anxiety generates are an inevitable aspect
of the human condition. Existential anxiety is the unavoidable result of being
confronted with the “givens of existence”—death, freedom, choice, isolation,
and meaninglessness (Vontress, 2008; Yalom, 1980). Existential anxiety can
be a stimulus for growth. We experience this anxiety as we become increasingly aware of our freedom and the consequences of accepting or rejecting that
freedom. In fact, when we make a decision that involves reconstruction of our
life, the accompanying anxiety can be a signal that we are ready for personal
change. If we learn to listen to the subtle messages of anxiety, we can dare to
take the steps necessary to change the direction of our lives.
Existential therapists differentiate between normal and neurotic anxiety,
and they see anxiety as a potential source of growth. Normal anxiety is an appropriate response to an event being faced. Further, this kind of anxiety does
not have to be repressed, and it can be used as a motivation to change. Because
we could not survive without some anxiety, it is not a therapeutic goal to eliminate normal anxiety. Neurotic anxiety, in contrast, is out of proportion to the
situation. It is typically out of awareness, and it tends to immobilize the person.
Being psychologically healthy entails living with as little neurotic anxiety as
possible, while accepting and struggling with the unavoidable existential anxiety (normal anxiety) that is a part of living.
Many people who seek counseling want solutions that will enable them to
eliminate anxiety. Although attempts to avoid anxiety by creating the illusion
that there is security in life may help us cope with the unknown, we really
know on some level that we are deceiving ourselves when we think we have
found ﬁ xed security. We can blunt anxiety by constricting our life and thus reducing choices. Opening up to new life, however, means opening up to anxiety.
We pay a steep price when we short-circuit anxiety.
People who have the courage to face themselves are, nonetheless, frightened. I am convinced that those who are willing to live with their anxiety for a
time are the ones who proﬁt from personal therapy. Those who ﬂee too quickly
into comfortable patterns might experience a temporary relief but in the long
run seem to experience the frustration of being stuck in old ways.
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As people recognize the realities of their confrontation with pain and suffering, their need to struggle for survival, and their basic fallibility, anxiety surfaces. Van Deurzen (1991) contends that an essential aim of existential therapy
is not to make life seem easier or more comfortable but to encourage clients
to recognize and deal with the sources of their insecurity and anxiety. Facing existential anxiety involves viewing life as an adventure rather than hiding
behind securities that seem to offer protection. As van Deurzen (1991) puts it,
“We need to question and scrape away at the easy answers and expose ourselves to some of the anxiety that can bring us back to life in a real and deep
way” (p. 46).
The existential therapist can help clients recognize that learning how to
tolerate ambiguity and uncertainty and how to live without props can be a necessary phase in the journey from dependence to autonomy. The therapist and
client can explore the possibility that although breaking away from crippling
patterns and building new lifestyles will be fraught with anxiety for a while,
anxiety will diminish as the client experiences more satisfaction with newer
ways of being. When a client becomes more self-conﬁdent, the anxiety that results from an expectation of catastrophe will decrease.

Proposition 6: Awareness of Death and Nonbeing
The existentialist does not view death negatively but holds that awareness of
death as a basic human condition gives signiﬁcance to living. A distinguishing
human characteristic is the ability to grasp the reality of the future and the
inevitability of death. It is necessary to think about death if we are to think signiﬁcantly about life. From Frankl’s perspective, death should not be considered
a threat. Rather, death provides the motivation for us to live our lives fully and
take advantage of each opportunity to do something meaningful (Gould, 1993).
Rather than being frozen by the fear of death, death can be viewed as a positive
force that enables us to live as fully as possible. Although the notion of death is
a wake-up call, it is also something that we strive to avoid (Russell, 2007). If we
defend ourselves against the reality of our eventual death, life becomes insipid
and meaningless. But if we realize that we are mortal, we know that we do not
have an eternity to complete our projects and that the present is crucial. Our
awareness of death is the source of zest for life and creativity. Death and life are
interdependent, and though physical death destroys us, the idea of death saves
us (Yalom, 1980, 2003).
Yalom (2003) recommends that therapists talk directly to clients about the
reality of death. He believes the fear of death percolates beneath the surface
and haunts us throughout life. Death is a visitor in the therapeutic process,
and Yalom believes that ignoring its presence sends the message that death is
too overwhelming to explore. Confronting this fear can be the factor that helps
us transform an inauthentic mode of living into a more authentic one (Yalom,
1980).
One focus in existential therapy is on exploring the degree to which clients
are doing the things they value. Without being morbidly preoccupied by the
ever-present threat of nonbeing, clients can develop a healthy awareness of
death as a way to evaluate how well they are living and what changes they want

148

PART TWO k Theories and Techniques of Counseling
to make in their lives. Those who fear death also fear life. When we emotionally accept the reality of our eventual death, we realize more clearly that our
actions do count, that we do have choices, and that we must accept the ultimate
responsibility for how well we are living (Corey & Corey, 2006).

The Therapeutic Process
Therapeutic Goals
Existential therapy is best considered as an invitation to clients to recognize the
ways in which they are not living fully authentic lives and to make choices that
will lead to their becoming what they are capable of being. An aim of therapy is
to assist clients in moving toward authenticity and learning to recognize when
they are deceiving themselves (van Deurzen, 2002a). The existential orientation holds that there is no escape from freedom as we will always be held responsible. We can relinquish our freedom, however, which is the ultimate inauthenticity. Existential therapy aims at helping clients face anxiety and engage
in action that is based on the authentic purpose of creating a worthy existence.
May (1981) contends that people come to therapy with the self-serving illusion that they are inwardly enslaved and that someone else (the therapist) can
free them. The task of existential therapy is to teach clients to listen to what
they already know about themselves, even though they may not be attending
to what they know. Therapy is a process of bringing out the latent aliveness in
the client (Bugental, 1986).
Bugental (1990) identiﬁes three main tasks of therapy:
• Assist clients in recognizing that they are not fully present in the therapy
process itself and in seeing how this pattern may limit them outside of
therapy.
• Support clients in confronting the anxieties that they have so long sought
to avoid.
• Help clients redeﬁne themselves and their world in ways that foster
greater genuineness of contact with life.
Increased awareness is the central goal of existential therapy, which allows clients to discover that alternative possibilities exist where none were recognized
before. Clients come to realize that they are able to make changes in their way
of being in the world.

Therapist’s Function and Role
Existential therapists are primarily concerned with understanding the subjective world of clients to help them come to new understandings and options. Existential therapists are especially concerned about clients avoiding responsibility; they invite clients to accept personal responsibility. When clients complain
about the predicaments they are in and blame others, the therapist is likely to
ask them how they contributed to their situation.
Therapists with an existential orientation usually deal with people who
have what could be called a restricted existence. These clients have a limited awareness of themselves and are often vague about the nature of their
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problems. They may see few, if any, options for dealing with life situations,
and they tend to feel trapped, helpless, and stuck. For Bugental (1997), a therapist’s function is to assist clients in seeing the ways in which they constrict
their awareness and the cost of such constrictions. Mendelowitz and Schneider
(2008) also view the aim of therapy as getting a stuck person moving again,
which is accomplished by assisting the client in recovering ownership of his
or her life. The therapist may hold up a mirror, so to speak, so that clients can
gradually engage in self-confrontation. In this way clients can see how they
became the way they are and how they might enlarge the way they live. Once
clients are aware of factors in their past and of stiﬂing modes of their present
existence, they can begin to accept responsibility for changing their future.
Existential practitioners may make use of techniques that grow from diverse theoretical orientations, yet no set of techniques is considered essential.
Russell (2007) captures this notion well when he writes: “There is no one right
way to do therapy, and certainly no rigid doctrine for existentially rooted techniques. What is crucial is that you create your own authentic way of being attuned to your clients” (p. 123).

Client’s Experience in Therapy
Clients in existential therapy are clearly encouraged to take seriously their own
subjective experience of their world. They are challenged to take responsibility
for how they now choose to be in their world. Effective therapy does not stop
with this awareness itself, for the therapist encourages clients to take action on
the basis of the insights they develop through the therapeutic process. They
are expected to go out into the world and decide how they will live differently.
Further, they must be active in the therapeutic process, for during the sessions
they must decide what fears, guilt feelings, and anxieties they will explore.
Merely deciding to enter psychotherapy is itself a frightening prospect for
most people. The experience of opening the doors to oneself can be frightening,
exciting, joyful, depressing, or a combination of all of these. As clients wedge
open the closed doors, they also begin to loosen the deterministic shackles that
have kept them psychologically bound. Gradually, they become aware of what
they have been and who they are now, and they are better able to decide what
kind of future they want. Through the process of their therapy, individuals can
explore alternatives for making their visions real.
When clients plead helplessness and attempt to convince themselves that
they are powerless, May (1981) reminds them that their journey toward freedom began by putting one foot in front of the other to get to his ofﬁce. As narrow as their range of freedom may be, individuals can begin building and augmenting that range by taking small steps. The therapeutic journey that opens
up new horizons is poetically described by van Deurzen (1997):
Embarking on our existential journey requires us to be prepared to be touched
and shaken by what we ﬁ nd on the way and to not be afraid to discover our own
limitations and weaknesses, uncertainties and doubts. It is only with such an
attitude of openness and wonder that we can encounter the impenetrable everyday mysteries, which take us beyond our own preoccupations and sorrows
and which by confronting us with death, make us rediscover life. (p. 5)
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Another aspect of the experience of being a client in existential therapy is
confronting ultimate concerns rather than coping with immediate problems.
Some major themes of therapy sessions are anxiety, freedom and responsibility, search for identity, living authentically, isolation, alienation, death and its
implications for living, and the continual search for meaning. Existential therapists assist people in facing life with courage, hope, and a willingness to ﬁ nd
meaning in life.

Relationship Between Therapist and Client
Existential therapists give central prominence to their relationship with the client. The relationship is important in itself because the quality of this person-toperson encounter in the therapeutic situation is the stimulus for positive change.
Therapists with this orientation believe their basic attitudes toward the client
and their own personal characteristics of honesty, integrity, and courage are what
they have to offer. Therapy is a journey taken by therapist and client that delves
deeply into the world as perceived and experienced by the client. But this type of
quest demands that therapists also be in contact with their own phenomenological world. Vontress, Johnson, and Epp (1999) state that existential counseling is a
voyage into self-discovery for both client and therapist.
Buber’s (1970) conception of the I/Thou relationship has signiﬁ cant implications here. His understanding of the self is based on two fundamental relationships: the “I/it” and the “I/Thou.” The I/it is the relation to time and space,
which is a necessary starting place for the self. The I/Thou is the relationship
essential for connecting the self to the spirit and, in so doing, to achieve true
dialogue. This form of relationship is the paradigm of the fully human self,
the achievement of which is the goal of Buber’s existential philosophy. Relating in an I/Thou fashion means that there is direct, mutual, and present interaction. Rather than prizing therapeutic objectivity and professional distance,
existential therapists strive to create caring and intimate relationships with
clients.
The core of the therapeutic relationship is respect, which implies faith in
clients’ potential to cope authentically with their troubles and in their ability to
discover alternative ways of being. Existential therapists share their reactions
to clients with genuine concern and empathy as one way of deepening the
therapeutic relationship. Therapists invite clients to grow by modeling authentic behavior. If therapists keep themselves hidden during the therapeutic session or if they engage in inauthentic behavior, clients will also remain guarded
and persist in their inauthentic ways. Bugental (1987) emphasizes the crucial
role the presence of the therapist plays in this relationship. In his view many
therapists and therapeutic systems overlook its fundamental importance. He
contends that therapists are too often so concerned with the content of what
is being said that they are not aware of the distance between themselves and
their clients. “The therapeutic alliance is the powerful joining of forces which
energizes and supports the long, difﬁcult, and frequently painful work of lifechanging psychotherapy. The conception of the therapist here is not of a disinterested observer-technician but of a fully alive human companion for the
client” (p. 49).
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Application: Therapeutic Techniques and Procedures
The existential approach is unlike most other therapies in that it is not techniqueoriented. There is a de-emphasis on techniques and a priority given to understanding a client’s world. The interventions existential practitioners employ are
based on philosophical views about the essential nature of human existence.
These practitioners prefer description, understanding, and exploration of the
client’s subjective reality, as opposed to diagnosis, treatment, and prognosis
(van Deurzen, 2002b). As Vontress (2008) puts it: “Existential therapists prefer
to be thought of as philosophical companions, not as people who repair psyches”
(p. 161). As mentioned earlier, existential therapists are free to draw from techniques that ﬂow from many other orientations. However, they do not employ
an array of unintegrated techniques; they have a set of assumptions and attitudes that guide their interventions with clients. See Case Approach to Counseling
and Psychotherapy (Corey, 2009, chap. 4) for an illustration of how Dr. J. Michael
Russell works in an existential way with some key themes in the case of Ruth.
Van Deurzen (1997) identiﬁes as a primary ground rule of existential work
the openness to the individual creativity of the therapist and the client. She
maintains that existential therapists need to adapt their interventions to their
own personality and style, as well as being sensitive to what each client requires. The main guideline is that the existential practitioner’s interventions
are responsive to the uniqueness of each client (van Deurzen, 1997; Walsh &
McElwain, 2002).
Van Deurzen (2002a, 2002b) believes that the starting point for existential
work is for practitioners to clarify their views on life and living. She stresses the
importance of therapists reaching sufﬁcient depth and openness in their own
lives to venture into clients’ murky waters without getting lost. The nature of
existential work is assisting people in the process of living with greater expertise and ease. Van Deurzen (1997) reminds us that existential therapy is a collaborative adventure in which both client and therapist will be transformed if
they allow themselves to be touched by life. When the deepest self of the therapist meets the deepest part of the client, the counseling process is at its best.
Therapy is a creative, evolving process of discovery that can be conceptualized
in three general phases.

Phases of Existential Counseling
During the initial phase of counseling, therapists assist clients in identifying
and clarifying their assumptions about the world. Clients are invited to deﬁne
and question the ways in which they perceive and make sense of their existence.
They examine their values, beliefs, and assumptions to determine their validity.
This is a difﬁcult task for many clients because they may initially present their
problems as resulting almost entirely from external causes. They may focus on
what other people “make them feel” or on how others are largely responsible for
their actions or inaction. The counselor teaches them how to reﬂect on their own
existence and to examine their role in creating their problems in living.
During the middle phase of existential counseling, clients are encouraged
to more fully examine the source and authority of their present value system. This process of self-exploration typically leads to new insights and some
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restructuring of values and attitudes. Individuals get a better idea of what kind
of life they consider worthy to live and develop a clearer sense of their internal
valuing process.
The ﬁnal phase of existential counseling focuses on helping people take
what they are learning about themselves and put it into action. Transformation is not limited to what takes place during the therapy hour. The therapeutic
hour is a small contribution to a person’s renewed engagement with life, or a
rehearsal for life (van Deurzen, 2002b). The aim of therapy is to enable clients
to ﬁnd ways of implementing their examined and internalized values in a concrete way between sessions and after therapy has terminated. Clients typically
discover their strengths and ﬁnd ways to put them to the service of living a
purposeful existence.

Clients Appropriate for Existential Counseling
What problems are most amenable to an existential approach? A strength of
the perspective is its focus on available choices and pathways toward personal growth. For people who are coping with developmental crises, experiencing grief and loss, confronting death, or facing a major life decision, existential therapy is especially appropriate. Some examples of these critical turning
points that mark passages from one stage of life into another are the struggle
for identity in adolescence, coping with possible disappointments in middle
age, adjusting to children leaving home, coping with failures in marriage and
work, and dealing with increased physical limitations as one ages. These developmental challenges involve both dangers and opportunities. Uncertainty,
anxiety, and struggling with decisions are all part of this process.
Van Deurzen (2002b) suggests that this form of therapy is most appropriate
for clients who are committed to dealing with their problems about living, for
people who feel alienated from the current expectations of society, or for those
who are searching for meaning in their lives. It tends to work well with people
who are at a crossroads and who question the state of affairs in the world and
are willing to challenge the status quo. It can be useful for people who are on
the edge of existence, such as those who are dying or contemplating suicide,
who are working through a developmental or situational crisis, who feel that
they no longer belong in their surroundings, or who are starting a new phase
of life.
Bugental and Bracke (1992) assert that the value and vitality of a psychotherapy approach depend on its ability to assist clients in dealing with the
sources of pain and dissatisfaction in their lives. They contend that the existential orientation is particularly suited to individuals who are experiencing a
lack of a sense of identity. The approach offers promise for individuals who are
struggling to ﬁ nd meaning or who complain of feelings of emptiness.

Application to Brief Therapy
How can the existential approach be applied to brief therapy? This approach
can focus clients on signiﬁcant areas such as assuming personal responsibility,
making a commitment to deciding and acting, and expanding their awareness
of their current situation. It is possible for a time-limited approach to serve
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as a catalyst for clients to become actively and fully involved in each of their
therapy sessions. Strasser and Strasser (1997), who are connected to the British
school of existential analysis, maintain that there are clear beneﬁts to timelimited therapy, which mirrors the time-limited reality of human existence.
Sharp and Bugental (2001) maintain that short-term applications of the existential approach require more structuring and clearly deﬁned and less ambitious
goals. At the termination of short-term therapy, it is important for individuals
to evaluate what they have accomplished and what issues may need to be addressed later. It is essential that both the therapist and client determine if shortterm work is appropriate, and if beneﬁcial outcomes are likely.

Application to Group Counseling
An existential group can be described as people making a commitment to a
lifelong journey of self-exploration with these goals: (1) enabling members to
become honest with themselves, (2) widening their perspectives on themselves
and the world around them, and (3) clarifying what gives meaning to their
present and future life (van Deurzen, 2002b). An open attitude toward life is
essential, as is the willingness to explore unknown territory. Recurring universal themes evolve in many groups and challenge members to seriously explore
existential concerns such as choice, freedom and anxiety, awareness of death,
meaning in life, and living fully.
Yalom (1980) contends that the group provides the optimal conditions for
therapeutic work on responsibility. The members are responsible for the way
they behave in the group, and this provides a mirror for how they are likely to
act in the world. Through feedback, members learn to view themselves through
others’ eyes, and they learn the ways in which their behavior affects others.
Building on what members learn about their interpersonal functioning in the
group, they can take increased responsibility for making changes in everyday
life. The group experience provides the opportunity to participants to relate to
others in meaningful ways, to learn to be themselves in the company of other
people, and to establish rewarding, nourishing relationships.
In existential group counseling, members come to terms with the paradoxes of existence: that life can be undone by death, that success is precarious,
that we are determined to be free, that we are responsible for a world we did
not choose, that we must make choices in the face of doubt and uncertainty.
Members experience anxiety when they recognize the realities of the human
condition, including pain and suffering, the need to struggle for survival, and
their basic fallibility. Clients learn that there are no ultimate answers for ultimate concerns. Although they confront these ultimate concerns, they cannot
conquer them (Mendelowitz & Schneider, 2008). Through the support that is
within a group, participants are able to tap the strength needed to create an
internally derived value system that is consistent with their way of being.
A group provides a powerful context to look at oneself, and to consider
what choices might be more authentically one’s own. Members can openly
share their fears related to living in unfulﬁ lling ways and come to recognize
how they have compromised their integrity. Members can gradually discover
ways in which they have lost their direction and can begin to be more true to
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themselves. Members learn that it is not in others that they ﬁ nd the answers to
questions about signiﬁcance and purpose in life. Existential group leaders help
members live in authentic ways and refrain from prescribing simple solutions.
For a more detailed discussion of existential approach to group counseling, see
Corey (2008, chap. 9).

Existential Therapy From a Multicultural Perspective
Strengths From a Diversity Perspective
Because the existential approach does not dictate a particular way of viewing or
relating to reality, and because of its broad perspective, this approach is highly
relevant in working in a multicultural context (van Deurzen, 2002a). Vontress
and colleagues (1999) write about the existential foundation of cross-cultural
counseling: “Existential counseling is probably the most useful approach to
helping clients of all cultures ﬁnd meaning and harmony in their lives, because
it focuses on the sober issues each of us must inevitably face: love, anxiety, suffering, and death” (p. 32). These are the human experiences that transcend the
boundaries that separate cultures.
Vontress (1996) points out that all people are multicultural in the sense that
they are all products of many cultures. He encourages counselors-in-training
to focus on the universal commonalities of clients ﬁrst and secondarily on areas
of differences. In working with cultural diversity, it is essential to recognize
simultaneously the commonalities and differences of human beings: “Crosscultural counseling, in short, does not intend to teach speciﬁc interventions for
each culture, but to infuse the counselor with a cultural sensitivity and tolerant
philosophical outlook that will beﬁt all cultures” (p. 164).
A strength of the existential approach is that it enables clients to examine
the degree to which their behavior is being inﬂuenced by social and cultural
conditioning. Clients can be challenged to look at the price they are paying for
the decisions they have made. Although it is true that some clients may not feel
a sense of freedom, their freedom can be increased if they recognize the social
limits they are facing. Their freedom can be hindered by institutions and limited by their family. In fact, it may be difﬁcult to separate individual freedom
from the context of their family structure.
There is wide-ranging international interest in the existential approach and
plans to create an international society. There are now several Scandinavian
societies, a thriving East European society (covering Estonia, Latvia, Lithuania,
Russia, Ukraine, and Belarus), and Mexican and South American societies. In
addition, an Internet course, SEPTIMUS, is taught in Ireland, Iceland, Sweden,
Poland, Czech Republic, Romania, Italy, Portugal, and the United Kingdom.
These international developments reveal that existential therapy has wide appeal to diverse populations in many parts of the world.

Shortcomings From a Diversity Perspective
For those who hold a systemic perspective, the existentialists can be criticized
on the grounds that they are excessively individualistic and that they ignore
the social factors that cause human problems. Some individuals who seek
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counseling may operate on the assumption that they have very little choice
because environmental circumstances severely restrict their ability to inﬂuence the direction of their lives. Even if they change internally, they see little
hope that the external realities of racism, discrimination, and oppression will
change. They are likely to experience a deep sense of frustration and feelings
of powerlessness when it comes to making changes outside of themselves. As
you will see in Chapter 12, feminist therapists maintain that therapeutic practice will be effective only to the extent that therapists intervene with some form
of social action to change those factors that are creating clients’ problems. In
working with people of color who come from the barrio or ghetto, for example,
it is important to engage their survival issues. If a counselor too quickly puts
across the message to these clients that they have a choice in making their
lives better, they may feel patronized and misunderstood. These real-life concerns can provide a good focus for counseling, assuming the therapist is willing to deal with them.
A potential problem within existential theory is that it is highly focused on
the philosophical assumption of self-determination, which may not take into
account the complex factors that many people who have been oppressed must
deal with. In many cultures it is not possible to talk about the self and selfdetermination apart from the context of the social network and environmental
conditions.
Many clients expect a structured and problem-oriented approach to counseling that is not found in the existential approach, which places the responsibility on the client for providing the direction of therapy. Although clients may
feel better if they have an opportunity to talk and to be understood, they are
likely to expect the counselor to do something to bring about a change in their
life situation. A major challenge facing the counselor using an existential approach is to provide enough concrete direction for these clients without taking
the responsibility away from them.

Summary and Evaluation
As humans, according to the existentialist view, we are capable of self-awareness,
which is the distinctive capacity that allows us to reﬂect and to decide. With this
awareness we become free beings who are responsible for choosing the way we
live, and we inﬂuence our own destiny. This awareness of freedom and responsibility gives rise to existential anxiety, which is another basic human characteristic. Whether we like it or not, we are free, even though we may seek to avoid
reﬂecting on this freedom. The knowledge that we must choose, even though the
outcome is not certain, leads to anxiety. This anxiety is heightened when we reﬂect on the reality that we are mortal. Facing the inevitable prospect of eventual
death gives the present moment signiﬁcance, for we become aware that we do not
have forever to accomplish our projects. Our task is to create a life that has meaning and purpose. As humans we are unique in that we strive toward fashioning
purposes and values that give meaning to living. Whatever meaning our life has
is developed through freedom and a commitment to make choices in the face of
uncertainty.
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Existential Therapy Applied to the Case of Stan

k

The counselor with an existential orientation approaches Stan with the view that
he has the capacity to increase his selfawareness and decide for himself the future direction
of his life. She wants him to realize more than anything else that he does not have to be the victim of
his past conditioning but can be the architect in redesigning his future. He can free himself of his deterministic shackles and accept the responsibility that comes
with directing his own life. This approach emphasizes
the importance of the therapist’s understanding of
Stan’s world, primarily by establishing an authentic
relationship as a means to a fuller degree of selfunderstanding.
Stan is demonstrating what Sartre would call “bad
faith” by not accepting personal responsibility. The
therapist confronts Stan with the ways in which he is
attempting to escape from his freedom through alcohol and drugs. Eventually, she confronts his passivity.
She reaffirms that he is now entirely responsible for his
life, for his actions, and for his failure to take action. She
does this in a supportive yet firm manner.
The counselor does not see Stan’s anxiety as
something negative but as a vital part of living with
uncertainty and freedom. Because there are no guarantees and because the individual is ultimately alone,
Stan can expect to experience some degree of healthy
anxiety, aloneness, guilt, and even despair. These conditions are not neurotic in themselves, but the way in
which Stan orients himself and copes with these conditions is critical.
Stan sometimes talks about his suicidal feelings.
Certainly, the therapist investigates further to determine if he poses an immediate threat to himself. In
addition to this assessment to determine lethality, the
existential therapist may view his thoughts of “being
better off dead” as symbolic. Could it be that Stan feels
he is dying as a person? Is Stan using his human potential? Is he choosing a way of merely existing instead
of affirming life? Is Stan mainly trying to elicit sympathy from his family? His therapist challenges Stan to
explore the meaning and purpose in his life. Is there

any reason for him to want to continue living? What are
some of the projects that enrich his life? What can he
do to find a sense of purpose that will make him feel
more significant and alive?
Stan needs to accept the reality that he may at
times feel alone. Choosing for oneself and living from
one’s own center accentuates the experience of aloneness. He is not, however, condemned to a life of isolation, alienation from others, and loneliness. The therapist helps Stan discover his own centeredness and live
by the values he chooses and creates for himself. By doing so, Stan can become a more substantial person and
come to appreciate himself more. When he does, the
chances are lessened that he will have a need to secure
approval from others, particularly his parents and parental substitutes. Instead of forming a dependent relationship, Stan could choose to relate to others out of
his strength. Only then would there be the possibility of
overcoming his feelings of separateness and isolation.

Follow-Up: You Continue as Stan’s
Existential Therapist
Use these questions to help you think about how you
would counsel Stan using an existential approach:

• If Stan resisted your attempts to help him see
that he is responsible for the direction of his life,
how might you intervene?
• Stan experiences a great deal of anxiety. From
an existential perspective, how do you view his
anxiety? How might you work with his anxiety in
helpful ways?
• If Stan talks with you about suicide as a response
to despair and a life without meaning, how
would you respond?
See the online and DVD program, Theory in
Practice: The Case of Stan (Session 4 on existential therapy), for a demonstration of my approach to counseling Stan from this perspective.
This session focuses on the themes of death and
the meaning of life.
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Existential therapy places central prominence on the person-to-person relationship. It assumes that client growth occurs through this genuine encounter. It is not the techniques a therapist uses that make a therapeutic difference;
rather, it is the quality of the client–therapist relationship that heals. It is essential that therapists reach sufﬁcient depth and openness in their own lives to
allow them to venture into their clients’ subjective world without losing their
own sense of identity. Because this approach is basically concerned with the
goals of therapy, basic conditions of being human, and therapy as a shared journey, practitioners are not bound by speciﬁc techniques. Although existential
therapists may apply techniques from other orientations, their interventions
are guided by a philosophical framework about what it means to be human.

Contributions of the Existential Approach
The existential approach has helped bring the person back into central focus.
It concentrates on the central facts of human existence: self-consciousness and
our consequent freedom. To the existentialist goes the credit for providing a
new view of death as a positive force, not a morbid prospect to fear, for death
gives life meaning. Existentialists have contributed a new dimension to the understanding of anxiety, guilt, frustration, loneliness, and alienation.
I particularly appreciate the way van Deurzen (2002a) views the existential
practitioner as a mentor and fellow traveler who encourages people to reﬂect
upon the problems they encounter in living. What clients need is “some assistance in surveying the terrain and in deciding on the right route so that they
can again ﬁnd their way” (p. 18). According to van Deurzen, the existential approach encourages people to live life by their own standards and values. “The
aim of existential work is to assist people in developing their talents in their
own personal way, helping them in being true to what they value” (p. 21).
One of the major contributions of the existential approach is its emphasis
on the human quality of the therapeutic relationship. This aspect lessens the
chances of dehumanizing psychotherapy by making it a mechanical process.
Existential counselors reject the notions of therapeutic objectivity and professional distance, viewing them as being unhelpful. This is put quite nicely by
Vontress and colleagues (1999): “Being an existential counselor would seem to
mean having the courage to be a caring human being in an insensitive world”
(p. 44).
I very much value the existential emphasis on freedom and responsibility
and the person’s capacity to redesign his or her life by choosing with awareness. This perspective provides a sound philosophical base on which to build
a personal and unique therapeutic style because it addresses itself to the core
struggles of the contemporary person.

CONTRIBUTIONS TO THE INTEGR ATION OF PSYCHOTHER APIES From
my perspective, the key concepts of the existential approach can be integrated
into most therapeutic schools. Regardless of a therapist’s orientation, the foundation for practice can be based on existential themes. Although Bugental and
Bracke (1992) are interested in the infusion of existential notions into other therapy approaches, they have some concerns. They call for a careful examination
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of areas of conﬂuence and of divergence among the theoretical perspectives.
They offer these postulates for maintaining the integrity of the existential perspective as efforts toward integration proceed:
• The subjectivity of the client is a key focus in understanding signiﬁcant
life changes.
• A full presence and commitment of both therapist and client are essential
to life-changing therapy.
• The main aim of therapy is to help clients recognize the ways in which
they are constricting their awareness and action.
• A key focus of therapy is on how clients actually use the opportunities in
therapy for examining and changing their lives.
• As clients become more aware of the ways in which they deﬁne themselves and their world, they can also see new alternatives for choice and
action.
• In situations involving transference and countertransference, therapists
have an opportunity to model taking responsibility for themselves while
inviting their clients to do the same.
Bugental and Bracke (1992) see the possibility of a creative integration of the
conceptual propositions of existential therapy with many other therapeutic orientations. One example of such a creative integration is provided by Dattilio
(2002), who integrates cognitive behavioral techniques with the themes of an
existential approach. As a cognitive behavior therapist and author, Dattilio
maintains that he directs much of his efforts to “helping clients make a deep
existential shift—to a new understanding of the world” (p. 75). He uses techniques such as restructuring of belief systems, relaxation methods, and a variety of cognitive and behavioral strategies, but he does so within an existential framework that can begin the process of real-life transformation. Many of
his clients suffer from panic attacks or depression. Dattilio often explores with
these people existential themes of meaning, guilt, hopelessness, anxiety—and
at the same time he provides them with cognitive behavioral tools to cope with
the problems of daily living. In short, he grounds symptomatic treatment in an
existential approach.

Limitations and Criticisms of the Existential Approach
A major criticism often aimed at this approach is that it lacks a systematic statement of the principles and practices of psychotherapy. Some practitioners have
trouble with what they perceive as its mystical language and concepts. Some
therapists who claim adherence to an existential orientation describe their
therapeutic style in vague and global terms such as self-actualization, dialogic
encounter, authenticity, and being in the world. This lack of precision causes confusion at times and makes it difﬁcult to conduct research on the process or
outcomes of existential therapy.
Both beginning and advanced practitioners who are not of a philosophical
turn of mind tend to ﬁ nd many of the existential concepts lofty and elusive.
And those counselors who do ﬁ nd themselves close to this philosophy are often at a loss when they attempt to apply it to practice. As we have seen, this
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approach places primary emphasis on a subjective understanding of the world
of clients. It is assumed that techniques follow understanding. The fact that few
techniques are generated by this approach makes it essential for practitioners
to develop their own innovative procedures or to borrow from other schools of
therapy. For counselors who doubt that they can counsel effectively without a
speciﬁc set of techniques, this approach has limitations (Vontress, 2008).
Practitioners who prefer a counseling practice based on research contend
that the concepts should be empirically sound, that deﬁ nitions should be operational, that the hypotheses should be testable, and that therapeutic practice
should be based on the results of research into both the process and outcomes
of counseling. Certainly, the notion of manualized therapy is not part of the existential perspective because every psychotherapy experience is unique (Walsh
& McElwain, 2002). From the perspective of evidence-based practices, existential therapy is subject to criticism. According to Cooper (2003), existential practitioners generally reject the idea that the therapeutic process can be measured
and evaluated in quantitative and empirical ways. There is a distinct lack of
studies that directly evaluate and examine the existential approach. To a large
extent, existential therapy makes use of techniques from other theories, which
makes it difﬁcult to apply research to this approach to study its effectiveness
(Sharf, 2008).
According to van Deurzen (2002b), the main limitation of this approach
is that of the level of maturity, life experience, and intensive training that is
required of practitioners. Existential therapists need to be wise and capable
of profound and wide-ranging understanding of what it means to be human.
Authenticity is a cardinal characteristic of a competent existential practitioner,
which is certainly more involved than mastering a body of knowledge and acquiring technical skills. Russell (2007) puts this notion nicely: “Authenticity
means being able to sign your own name on your work and your life. It means
you will want to take responsibility for creating your own way of being a therapist” (p.123).

Where to Go From Here
Refer to the CD-ROM for Integrative Counseling, Session 11 (“Understanding How
the Past Inﬂuences the Present”) for a demonstration of ways I utilize existential notions in counseling Ruth. We engage in a role play where Ruth becomes
the voice of her church and I take on a new role as Ruth—one in which I have
been willing to challenge certain beliefs from church. This segment illustrates
how I assist Ruth in ﬁ nding new values. In Session 12 (“Working Toward Decisions and Behavioral Changes”) I challenge Ruth to make new decisions, which
is also an existential concept.
Society for Existential Analysis
Website: www.existentialanalysis.co.uk/
Additional Information: www.dilemmas.org
The Society for Existential Analysis is a professional organization devoted to
exploring issues pertaining to an existential/phenomenological approach to
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counseling and therapy. Membership is open to anyone interested in this approach and includes students, trainees, psychotherapists, philosophers, psychiatrists, counselors, and psychologists. Members receive a regular newsletter and an annual copy of the Journal of the Society for Existential Analysis. The
society provides a list of existentially oriented psychotherapists for referral
purposes. The School of Psychotherapy and Counselling at Regent’s College
in London offers an advanced diploma in existential psychotherapy as well as
short courses in the ﬁeld.
International Society for Existential Psychotherapy and Counselling
Website: www.existentialpsychotherapy.net
The International Society for Existential Psychotherapy and Counselling was
created in London in July 2006. This brings together the existing national societies as well as providing a forum for the development and accreditation of the
approach.
Psychotherapy Training on the Net: SEPTIMUS
Website: www.septimus.info
Additional Information: www.psychotherapytraining.net
SEPTIMUS is an Internet-based course taught in Ireland, Iceland, Sweden, Poland,
Czech Republic, Romania, Italy, Portugal, Austria, and the United Kingdom.
New School of Psychotherapy and Counselling
Royal Waterloo House
51-55 Waterloo Road
London, England SE1 8TX
Telephone: +44 (0) 20 7928 43 44
E-mail: Admin@nspc.org.uk
Website: www.nspc.org.uk
The New School of Psychotherapy and Counselling (NSPC) is set up especially
for training existential therapists. It offers an MA in Existential Psychotherapy
and Counselling that is validated by the University of Shefﬁeld, and an MSC in
Existential Counselling Psychology that is validated by Middlesex University.
NSPC offers intensive courses for distance learners (worldwide student body)
including e-learning.

R ECOMMENDED S UPPLEMEN TA RY R E A DINGS
Existential Counselling and Psychotherapy in
Practice (van Deurzen, 2002a) is highly
recommended as an excellent overview
of the basic assumptions, goals, and key

concepts of the existential approach.
The author puts into clear perspective
topics such as anxiety, authentic living,
clarifying one’s worldview, determining
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values, discovering meaning, and coming to terms with life. This book provides
a framework for practicing counseling
from an existential perspective.
Existential Therapies (Cooper, 2003) provides
a useful and clear introduction to the
existential therapies. There are separate chapters on logotherapy, the British
school of existential analysis, the American existential-humanistic approach, dimensions of existential therapeutic practice, and brief existential therapies.
Existential Psychotherapy (Yalom, 1980) is a
superb treatment of the ultimate human concerns of death, freedom, isolation, and meaninglessness as these
issues relate to therapy. This book has
depth and clarity, and it is rich with
clinical examples that illustrate existential themes.
The Art of the Psychotherapist (Bugental, 1987)
is an outstanding book that bridges the
art and science of psychotherapy, mak-
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ing places for both. The author is an
insightful and sensitive clinician who
writes about the psychotherapist–client
journey in depth from an existential
perspective.
I Never Knew I Had a Choice (Corey & Corey,
2006) is written from an existential perspective. Topics include our struggle to
achieve autonomy; the meaning of loneliness, death, and loss; and how we choose
our values and philosophy of life.
Cross-Cultural Counseling: A Casebook (Vontress, Johnson, & Epp, 1999) contains
case studies of culturally diverse clients.
These cases are explored within three
frameworks: from a conceptual perspective, from an existential perspective, and
from the vantage point of the DSM-IV
diagnostic model. There is a marvelous
chapter on the existential foundations of
cross-cultural counseling.
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CARL ROGERS
CARL ROGERS (1902–1987),
a major spokesperson for
humanistic psychology, led a
life that reflected the ideas he
developed for half a century. He
showed a questioning stance,
a deep openness to change,
and the courage to forge into
unknown territory both as a
person and as a professional. In
writing about his early years, Rogers (1961) recalled his
family atmosphere as characterized by close and warm
relationships but also by strict religious standards. Play
was discouraged, and the virtues of the Protestant ethic
were extolled. His boyhood was somewhat lonely, and
he pursued scholarly interests instead of social ones.
Rogers was an introverted person, and he spent a lot of
time reading and engaging in imaginative activity and
reflection. During his college years his interests and academic major changed from agriculture to history, then to
religion, and finally to clinical psychology.
Rogers held numerous academic positions in various universities and made a significant contribution in
each. Some of these academic settings included Ohio
State University, the University of Chicago, and the University of Wisconsin. Rogers earned recognition around
the world for originating and developing the humanistic
movement in psychotherapy, pioneering in psychotherapy research, writing books on the theory and practice
of psychotherapy, and influencing all fields related to the
helping professions.
In an interview Rogers was asked what he would
want his parents to know about his contributions if he

could communicate with them. He replied that he could
not imagine talking to his mother about anything of
significance because he was sure she would have some
negative judgment. Interestingly, a core theme in his
theory is the necessity for nonjudgmental listening and
acceptance if clients are to change (Heppner, Rogers, &
Lee, 1984). He also encouraged clients to reflect on their
experience. A theory often reflects the personal life of
the theorist, and both of these ideas had their roots in
Rogers’s own personal life.
During the last 15 years of his life, Rogers applied the
person-centered approach to world peace by training
policymakers, leaders, and groups in conflict. Perhaps his
greatest passion was directed toward the reduction of
interracial tensions and the effort to achieve world peace,
for which he was nominated for the Nobel Peace Prize.
In an assessment of Rogers’s impact, Cain (1987b)
wrote that the therapist, author, and person were the
same man. Rogers lived his life in accordance with his
theory in his dealings with a wide variety of people in
diverse settings. His faith in people deeply affected the
development of his theories and the way that he related
to all those with whom he came in contact. Rogers knew
who he was, felt comfortable with his beliefs, and was
without pretense. He was not afraid to take a strong
position and challenge the status quo throughout his
professional career.
For a detailed presentation of the life and works of
Carl Rogers, see CD-ROM Carl Rogers: A Daughter’s Tribute,
which is described at the end of this chapter.
See also Carl Rogers: The Quiet Revolutionary (Rogers
& Russell, 2002) and On Becoming Carl Rogers (Kirschenbaum, 1979).

Introduction
The person-centered approach is based on concepts from humanistic psychology, many of which were articulated by Carl Rogers in the early 1940s. Of all the
pioneers who have founded a therapeutic approach, for me Rogers stands out
as one of the most inﬂuential ﬁgures in revolutionizing the direction of counseling theory and practice. My opinion is supported by a 2006 survey conducted
by Psychotherapy Networker (“The Top 10,” 2007), which identiﬁed Carl Rogers as
the single most inﬂuential psychotherapist of the past quarter century. Rogers
has become known as a “quiet revolutionary” who both contributed to theory
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development and whose inﬂuence continues to shape counseling practice today
(see Rogers & Russell, 2002).
The person-centered approach shares many concepts and values with the
existential perspective presented in Chapter 6. Rogers’s basic assumptions are
that people are essentially trustworthy, that they have a vast potential for understanding themselves and resolving their own problems without direct intervention on the therapist’s part, and that they are capable of self-directed
growth if they are involved in a speciﬁc kind of therapeutic relationship. From
the beginning, Rogers emphasized the attitudes and personal characteristics
of the therapist and the quality of the client–therapist relationship as the prime
determinants of the outcome of the therapeutic process. He consistently relegated to a secondary position matters such as the therapist’s knowledge of
theory and techniques. This belief in the client’s capacity for self-healing is in
contrast with many theories that view the therapist’s techniques as the most
powerful agents that lead to change (Tallman & Bohart, 1999). Clearly, Rogers
revolutionized the ﬁeld of psychotherapy by proposing a theory that centered
on the client as the agent for self-change (Bozarth, Zimring, & Tausch, 2002).
Contemporary person-centered therapy is the result of an evolutionary
process that continues to remain open to change and reﬁ nement (see Cain &
Seeman, 2002). Rogers did not present the person-centered theory as a ﬁ xed
and completed approach to therapy. He hoped that others would view his theory as a set of tentative principles relating to how the therapy process develops,
not as dogma. Rogers expected his model to evolve and was open and receptive
to change.

Four Periods of Development of the Approach
In tracing the major turning points in Rogers’s approach, Zimring and Raskin
(1992) and Bozarth and colleagues (2002) have identiﬁed four periods of development. In the ﬁ rst period, during the 1940s, Rogers developed what was
known as nondirective counseling, which provided a powerful and revolutionary
alternative to the directive and interpretive approaches to therapy then being
practiced. While he was a professor at Ohio State University, Rogers (1942) published Counseling and Psychotherapy: Newer Concepts in Practice, which described
the philosophy and practice of nondirective counseling. Rogers’s theory emphasized the counselor’s creation of a permissive and nondirective climate. He
caused a great furor when he challenged the basic assumption that “the counselor knows best.” Rogers also challenged the validity of commonly accepted
therapeutic procedures such as advice, suggestion, direction, persuasion, teaching, diagnosis, and interpretation. Based on his conviction that diagnostic concepts and procedures were inadequate, prejudicial, and often misused, Rogers
omitted them from his approach. Nondirective counselors avoided sharing a
great deal about themselves with clients and instead focused mainly on reﬂecting and clarifying the clients’ verbal and nonverbal communications with the
aim of helping clients become aware of and gain insight into their feelings.
In the second period, during the 1950s, Rogers (1951) wrote Client-Centered
Therapy and renamed his approach client-centered therapy, to reﬂect its emphasis
on the client rather than on nondirective methods and in addition, he started
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the Counseling Center at the University of Chicago. This period was characterized by a shift from clariﬁcation of feelings to a focus on the phenomenological
world of the client. Rogers assumed that the best vantage point for understanding how people behave was from their own internal frame of reference. He
focused more explicitly on the actualizing tendency as the basic motivational
force that leads to client change.
The third period, which began in the late 1950s and extended into the 1970s,
addressed the necessary and sufﬁcient conditions of therapy. Rogers (1957) set
forth a hypothesis that resulted in three decades of research. A signiﬁcant publication was On Becoming a Person (Rogers, 1961), which addressed the nature
of “becoming the self that one truly is.” Rogers published this work during the
time that he held joint appointments in the departments of psychology and
psychiatry at the University of Wisconsin. In this book he described the process of “becoming one’s experience,” which is characterized by an openness
to experience, a trust in one’s experience, an internal locus of evaluation, and
the willingness to be in process. During the 1960s, Rogers and his associates
continued to test the underlying hypotheses of the client-centered approach by
conducting extensive research on both the process and the outcomes of psychotherapy. He was interested in how people best progress in psychotherapy, and
he studied the qualities of the client–therapist relationship as a catalyst leading
to personality change. On the basis of this research the approach was further
reﬁned and expanded (Rogers, 1961). For example, client-centered philosophy
was applied to education and was called student-centered teaching (Rogers &
Freiberg, 1994). The approach was also applied to encounter groups (Rogers,
1970).
The fourth phase, during the 1980s and the 1990s, was marked by considerable expansion to education, industry, groups, conﬂict resolution, and
the search for world peace. Because of Rogers’s ever-widening scope of inﬂuence, including his interest in how people obtain, possess, share, or surrender
power and control over others and themselves, his theory became known as
the person-centered approach. This shift in terms reﬂected the broadening application of the approach. Although the person-centered approach has been
applied mainly to individual and group counseling, important areas of further
application include education, family life, leadership and administration, organizational development, health care, cross-cultural and interracial activity,
and international relations. It was during the 1980s that Rogers directed his
efforts toward applying the person-centered approach to politics, especially to
the achievement of world peace.
In a comprehensive review of the research on person-centered therapy over
a period of 60 years, Bozarth and colleagues (2002) concluded the following:
• In the earliest years of the approach, the client rather than the therapist was
in charge. This style of nondirective therapy was associated with increased
understanding, greater self-exploration, and improved self-concepts.
• Later a shift from clariﬁcation of feelings to a focus on the client’s frame
of reference developed. Many of Rogers’s hypotheses were conﬁ rmed,
and there was strong evidence for the value of the therapeutic relationship
and the client’s resources as the crux of successful therapy.
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• As person-centered therapy developed further, research centered on the
core conditions assumed to be both necessary and sufﬁcient for successful
therapy. The attitude of the therapist—an empathic understanding of the
client’s world and the ability to communicate a nonjudgmental stance to
the client—was found to be basic to a successful therapy outcome.

Existentialism and Humanism
In the 1960s and 1970s there was a growing interest among counselors in a
“third force” in therapy as an alternative to the psychoanalytic and behavioral
approaches. Under this heading fall existential therapy (Chapter 6), the personcentered approach, and Gestalt therapy (Chapter 8), which are all experiential
and relationship oriented.
Partly because of this historical connection and partly because representatives of existentialist thinking and humanistic thinking have not always clearly
sorted out their views, the connections between the terms existentialism and
humanism have tended to be confusing for students and theorists alike. The two
viewpoints have much in common, yet there are also signiﬁcant philosophical differences between them. They share a respect for the client’s subjective
experience, the uniqueness and individuality of each client, and a trust in the
capacity of the client to make positive and constructive conscious choices. They
have in common an emphasis on concepts such as freedom, choice, values, personal responsibility, autonomy, purpose, and meaning. Both approaches place
little value on the role of techniques in the therapeutic process, and emphasize
instead the importance of genuine encounter. They differ in that existentialists take the position that we are faced with the anxiety of choosing to create
an identity in a world that lacks intrinsic meaning. The humanists, in contrast,
take the somewhat less anxiety-evoking position that each of us has a natural
potential that we can actualize and through which we can ﬁnd meaning. Many
contemporary existential therapists refer to themselves as existential-humanistic
practitioners, indicating that their roots are in existential philosophy but that
they have incorporated many aspects of North American humanistic psychotherapies (Cain, 2002a).
The underlying vision of humanistic psychology is captured by the metaphor of how an acorn, if provided with the appropriate conditions, will “automatically” grow in positive ways, pushed naturally toward its actualization
as an oak. In contrast, for the existentialist there is nothing that we “are,” no
internal “nature” we can count on. We are faced at every moment with a choice
about what to make of this condition. The humanistic philosophy on which the
person-centered approach rests is expressed in attitudes and behaviors that
create a growth-producing climate. According to Rogers (1986b), when this
philosophy is lived, it helps people develop their capacities and stimulates constructive change in others. Individuals are empowered, and they are able to use
this power for personal and social transformation.
As will become evident in this chapter, the existential and person-centered
approaches have parallel concepts with regard to the client–therapist relationship at the core of therapy. The phenomenological emphasis that is basic to the
existentialist approach is also fundamental to person-centered theory. Both
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approaches focus on the client’s perceptions and call for the therapist to enter
the client’s subjective world, and both approaches emphasize the client’s capacity for self-awareness and self-healing.

Key Concepts
View of Human Nature
A common theme originating in Rogers’s early writing and continuing to permeate all of his works is a basic sense of trust in the client’s ability to move
forward in a constructive manner if conditions fostering growth are present.
His professional experience taught him that if one is able to get to the core of
an individual, one ﬁ nds a trustworthy, positive center (Rogers, 1987a). Rogers
ﬁ rmly maintained that people are trustworthy, resourceful, capable of selfunderstanding and self-direction, able to make constructive changes, and able
to live effective and productive lives. When therapists are able to experience
and communicate their realness, support, caring, and nonjudgmental understanding, signiﬁcant changes in the client are most likely to occur.
Rogers expresses little sympathy for approaches based on the assumption
that the individual cannot be trusted and instead needs to be directed, motivated, instructed, punished, rewarded, controlled, and managed by others
who are in a superior and “expert” position. He maintained that three therapist
attributes create a growth-promoting climate in which individuals can move
forward and become what they are capable of becoming: (1) congruence (genuineness, or realness), (2) unconditional positive regard (acceptance and caring),
and (3) accurate empathic understanding (an ability to deeply grasp the subjective world of another person). According to Rogers, if therapists communicate
these attitudes, those being helped will become less defensive and more open
to themselves and their world, and they will behave in prosocial and constructive ways. Rogers held the deep conviction that “human beings are essentially forward-moving organisms drawn to the fulﬁ llment of their own creative natures and to the pursuit of truth and social responsiveness” (Thorne,
1992, p. 21). The basic drive to fulﬁllment implies that people will move toward
health if the way seems open for them to do so.
Broadley (1999) writes about the actualizing tendency, a directional process
of striving toward realization, fulﬁ llment, autonomy, self-determination, and
perfection. This growth force within us provides an internal source of healing,
but it does not imply a movement away from relationships, interdependence,
connection, or socialization. This positive view of human nature has signiﬁ cant
implications for the practice of therapy. Because of the belief that the individual
has an inherent capacity to move away from maladjustment and toward psychological health, the therapist places the primary responsibility on the client.
The person-centered approach rejects the role of the therapist as the authority
who knows best and of the passive client who merely follows the dictates of
the therapist. Therapy is rooted in the client’s capacity for awareness and selfdirected change in attitudes and behavior.
The person-centered therapist focuses on the constructive side of human
nature, on what is right with the person, and on the assets the individual brings
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to therapy. The emphasis is on how clients act in their world with others, how
they can move forward in constructive directions, and how they can successfully encounter obstacles (both from within themselves and outside of themselves) that are blocking their growth. Practitioners with a humanistic orientation encourage their clients to make changes that will lead to living fully and
authentically, with the realization that this kind of existence demands a continuing struggle. People never arrive at a ﬁnal state of being self-actualized;
rather, they are continually involved in the process of actualizing themselves.

The Therapeutic Process
Therapeutic Goals
The goals of person-centered therapy are different from those of traditional
approaches. The person-centered approach aims toward the client achieving
a greater degree of independence and integration. Its focus is on the person,
not on the person’s presenting problem. Rogers (1977) did not believe the aim
of therapy was to solve problems. Rather, it was to assist clients in their growth
process so clients could better cope with their current and future problems.
Rogers (1961) wrote that people who enter psychotherapy often ask: “How
can I discover my real self? How can I become what I deeply wish to become?
How can I get behind my facades and become myself?” The underlying aim of
therapy is to provide a climate conducive to helping the individual become a
fully functioning person. Before clients are able to work toward that goal, they
must ﬁrst get behind the masks they wear, which they develop through the process of socialization. Clients come to recognize that they have lost contact with
themselves by using facades. In a climate of safety in the therapeutic session,
they also come to realize that there are other possibilities.
When the facades are put aside during the therapeutic process, what kind
of person emerges from behind the pretenses? Rogers (1961) described people
who are becoming increasingly actualized as having (1) an openness to experience, (2) a trust in themselves, (3) an internal source of evaluation, and (4) a
willingness to continue growing. Encouraging these characteristics is the basic
goal of person-centered therapy.
These four characteristics provide a general framework for understanding
the direction of therapeutic movement. The therapist does not choose speciﬁc
goals for the client. The cornerstone of person-centered theory is the view that
clients in a relationship with a facilitating therapist have the capacity to deﬁne
and clarify their own goals. Person-centered therapists are in agreement on the
matter of not setting goals for what clients need to change, yet they differ on the
matter of how to best help clients achieve their own goals (Bohart, 2003).

Therapist’s Function and Role
The role of person-centered therapists is rooted in their ways of being and attitudes, not in techniques designed to get the client to “do something.” Research
on person-centered therapy seems to indicate that the attitude of therapists, rather than their knowledge, theories, or techniques, facilitate personality change in
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the client (Rogers, 1961). Basically, therapists use themselves as an instrument
of change. When they encounter the client on a person-to-person level, their
“role” is to be without roles. They do not get lost in a professional role. It is the
therapist’s attitude and belief in the inner resources of the client that create the
therapeutic climate for growth (Bozarth et al., 2002).
Thorne (2002a) reinforced the importance of therapists encountering clients
in a person-to-person way, as opposed to being overly reliant on a professional
contract. He cautioned about retreating into a stance of pseudo-professionalism characterized by presenting a detailed contract to clients, rigid observation
of boundaries, and the commitment to empirically validated methods. He suggested that this overemphasis on professionalism is aimed at protecting therapists from overinvolvement with clients, which often results in underinvolvement with them. Thorne states: “No amount of contracting can compensate
for the therapist’s lack of personal resourcefulness and no amount of ﬁ ne talk
about methods and goals can conceal the inability of the therapist to meet the
client as person to person” (p. 22).
Person-centered theory holds that the therapist’s function is to be present
and accessible to clients and to focus on their immediate experience. First and
foremost, the therapist must be willing to be real in the relationship with clients. By being congruent, accepting, and empathic, the therapist is a catalyst for
change. Instead of viewing clients in preconceived diagnostic categories, the
therapist meets them on a moment-to-moment experiential basis and enters
their world. Through the therapist’s attitude of genuine caring, respect, acceptance, support, and understanding, clients are able to loosen their defenses and
rigid perceptions and move to a higher level of personal functioning. When
these therapist attitudes are present, clients then have the necessary freedom
to explore areas of their life that were either denied to awareness or distorted.
Broadley (1997) states that therapists do not aim to manage, conduct, regulate, or control the client: “In more speciﬁc terms the client-centered therapist does not intend to diagnose, create treatment plans, strategize, employ
treatment techniques, or take responsibility for the client in any way” (p. 25).
Person-centered therapists also avoid these functions: They generally do not
take a history, they avoid asking leading and probing questions, they do not
make interpretations of the client’s behavior, they do not evaluate the client’s
ideas or plans, and they do not decide for the client about the frequency or
length of the therapeutic venture (Broadley, 1997).

Client’s Experience in Therapy
Therapeutic change depends on clients’ perceptions both of their own experience in therapy and of the counselor’s basic attitudes. If the counselor creates
a climate conducive to self-exploration, clients have the opportunity to explore
the full range of their experience, which includes their feelings, beliefs, behavior, and worldview. What follows is a general sketch of clients’ experiences in
therapy.
Clients come to the counselor in a state of incongruence; that is, a discrepancy exists between their self-perception and their experience in reality. For
example, Leon, a college student, may see himself as a future physician, yet his
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below-average grades could exclude him from medical school. The discrepancy
between how Leon sees himself (self-concept) or how he would like to view
himself (ideal self-concept) and the reality of his poor academic performance
may result in anxiety and personal vulnerability, which can provide the necessary motivation to enter therapy. Leon must perceive that a problem exists or,
at least, that he is uncomfortable enough with his present psychological adjustment to want to explore possibilities for change.
One reason clients seek therapy is a feeling of basic helplessness, powerlessness, and an inability to make decisions or effectively direct their own lives.
They may hope to ﬁnd “the way” through the guidance of the therapist. Within
the person-centered framework, however, clients soon learn that they can be
responsible for themselves in the relationship and that they can learn to be
freer by using the relationship to gain greater self-understanding.
As counseling progresses, clients are able to explore a wider range of beliefs and feelings (Rogers, 1987c). They can express their fears, anxiety, guilt,
shame, hatred, anger, and other emotions that they had deemed too negative
to accept and incorporate into their self-structure. With therapy, people distort less and move to a greater acceptance and integration of conﬂ icting and
confusing feelings. They increasingly discover aspects within themselves that
had been kept hidden. As clients feel understood and accepted, they become
less defensive and become more open to their experience. Because they feel
safer and are less vulnerable, they become more realistic, perceive others with
greater accuracy, and become better able to understand and accept others. Individuals in therapy come to appreciate themselves more as they are, and their
behavior shows more ﬂexibility and creativity. They become less concerned
about meeting others’ expectations, and thus begin to behave in ways that are
truer to themselves. These individuals direct their own lives instead of looking
outside of themselves for answers. They move in the direction of being more in
contact with what they are experiencing at the present moment, less bound by
the past, less determined, freer to make decisions, and increasingly trusting in
themselves to manage their own lives. In short, their experience in therapy is
like throwing off the self-imposed shackles that had kept them in a psychological prison. With increased freedom they tend to become more mature psychologically and more actualized.
According to Tallman and Bohart (1999), the philosophy of person-centered
therapy is grounded on the assumption that it is clients who heal themselves,
who create their own self-growth, and who are the primary agents of change.
The therapy relationship provides a supportive structure within which clients’
self-healing capacities are activated. Tallman and Bohart assert: “Clients then
are the ‘magicians’ with the special healing powers. Therapists set the stage
and serve as assistants who provide the conditions under which this magic can
operate” (p. 95).

Relationship Between Therapist and Client
Rogers (1957) based his hypothesis of the “necessary and sufﬁcient conditions
for therapeutic personality change” on the quality of the relationship: “If I can
provide a certain type of relationship, the other person will discover within
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himself or herself the capacity to use that relationship for growth and change,
and personal development will occur” (Rogers, 1961, p. 33). Rogers (1967) hypothesized further that “signiﬁcant positive personality change does not occur
except in a relationship” (p. 73). Rogers’s hypothesis was formulated on the
basis of many years of his professional experience, and it remains basically
unchanged to this day. This hypothesis (cited in Cain 2002a, p. 20) is stated
thusly:
1. Two persons are in psychological contact.
2. The ﬁrst, whom we shall term the client, is in a state of incongruence, being
vulnerable or anxious.
3. The second person, whom we term the therapist, is congruent (real or genuine) in the relationship.
4. The therapist experiences unconditional positive regard for the client.
5. The therapist experiences an empathic understanding of the client’s internal frame of reference and endeavors to communicate this experience to
the client.
6. The communication to the client of the therapist’s empathic understanding
and unconditional positive regard is to a minimal degree achieved.
Rogers hypothesized that no other conditions were necessary. If the therapeutic
core conditions exist over some period of time, constructive personality change
will occur. The core conditions do not vary according to client type. Further,
they are both necessary and sufﬁcient for therapeutic change to occur.
From Rogers’s perspective the client–therapist relationship is characterized by equality. Therapists do not keep their knowledge a secret or attempt to
mystify the therapeutic process. The process of change in the client depends to
a large degree on the quality of this equal relationship. As clients experience
the therapist listening in an accepting way to them, they gradually learn how
to listen acceptingly to themselves. As they ﬁnd the therapist caring for and
valuing them (even the aspects that have been hidden and regarded as negative), clients begin to see worth and value in themselves. As they experience
the realness of the therapist, clients drop many of their pretenses and are real
with both themselves and the therapist.
This approach is perhaps best characterized as a way of being and as a shared
journey in which therapist and client reveal their humanness and participate
in a growth experience. The therapist can be a guide on this journey because
he or she is usually more experienced and more psychologically mature than
the client. This means that therapists are invested in broadening their own life
experiences and are willing to do what it takes to deepen their self-knowledge.
Thorne (2002b) delivered this message: “Therapists cannot conﬁdently invite
their clients to travel further than they have journeyed themselves, but for
person-centred therapists the quality, depth and continuity of their own experiencing becomes the very cornerstone of the competence they bring to their
professional activity” (p. 144).
Rogers admitted that his theory was striking and radical. His formulation
has generated considerable controversy, for he maintained that many conditions
other therapists commonly regard as necessary for effective psychotherapy
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were nonessential. The core therapist conditions of congruence, unconditional
positive regard, and accurate empathic understanding have been subsequently
embraced by many therapeutic schools as essential in facilitating therapeutic
change. These core qualities of therapists, along with the therapist’s presence,
work holistically to create a safe environment for learning to occur (Cain, 2008).
We now turn to a detailed discussion of how these core conditions are an integral part of the therapeutic relationship.

CONGRUENCE, OR GENUINENESS Congruence implies that therapists are real;
that is, they are genuine, integrated, and authentic during the therapy hour. They
are without a false front, their inner experience and outer expression of that experience match, and they can openly express feelings, thoughts, reactions, and
attitudes that are present in the relationship with the client. The quality of real
presence is at the heart of effective therapy, which Mearns and Cooper (2005)
capture thusly: “When two people come together in a wholly genuine, open and
engaged way, we can say that they are both fully present” (p. 37).
Through authenticity the therapist serves as a model of a human being
struggling toward greater realness. Being congruent might necessitate the expression of anger, frustration, liking, attraction, concern, boredom, annoyance,
and a range of other feelings in the relationship. This does not mean that therapists should impulsively share all their reactions, for self-disclosure must also
be appropriate and well timed. A pitfall is that counselors can try too hard to
be genuine. Sharing because one thinks it will be good for the client, without
being genuinely moved to express something regarded as personal, can be incongruent. Person-centered therapy stresses that counseling will be inhibited
if the counselor feels one way about the client but acts in a different way. Hence,
if the practitioner either dislikes or disapproves of the client but feigns acceptance, therapy will not work.
Rogers’s concept of congruence does not imply that only a fully self-actualized
therapist can be effective in counseling. Because therapists are human, they
cannot be expected to be fully authentic. If therapists are congruent in their
relationships with clients, however, trust will be generated and the process of
therapy will get under way. Congruence exists on a continuum rather than on
an all-or-nothing basis, as is true of all three characteristics.
UNCONDITIONAL POSITIVE REGARD AND ACCEPTANCE

The second attitude
therapists need to communicate is deep and genuine caring for the client as a
person, or a condition of unconditional positive regard. The caring is nonpossessive and it is not contaminated by evaluation or judgment of the client’s feelings, thoughts, and behavior as good or bad. If the therapists’ caring stems from
their own need to be liked and appreciated, constructive change in the client
is inhibited. Therapists value and warmly accept clients without placing stipulations on their acceptance. It is not an attitude of “I’ll accept you when . . .”;
rather, it is one of “I’ll accept you as you are.” Therapists communicate through
their behavior that they value their clients as they are and that clients are free
to have feelings and experiences without risking the loss of their therapists’
acceptance. Acceptance is the recognition of clients’ rights to have their own

CHAPTER SEVEN k Person-Centered Therapy

175

beliefs and feelings; it is not the approval of all behavior. All overt behavior
need not be approved of or accepted.
According to Rogers’s (1977) research, the greater the degree of caring,
prizing, accepting, and valuing of the client in a nonpossessive way, the greater
the chance that therapy will be successful. He also makes it clear that it is not
possible for therapists to genuinely feel acceptance and unconditional caring at
all times. However, if therapists have little respect for their clients, or an active
dislike or disgust, it is not likely that the therapeutic work will be fruitful.

ACCURATE EMPATHIC UNDERSTANDING One of the main tasks of the therapist is to understand clients’ experience and feelings sensitively and accurately
as they are revealed in the moment-to-moment interaction during the therapy
session. The therapist strives to sense clients’ subjective experience, particularly in the here and now. The aim is to encourage clients to get closer to themselves, to feel more deeply and intensely, and to recognize and resolve the incongruity that exists within them.
Empathy is a deep and subjective understanding of the client with the client. Empathy is not sympathy, or feeling sorry for a client. Therapists are able
to share the client’s subjective world by tuning in to their own feelings that
are like the client’s feelings. Yet therapists must not lose their own separateness. Rogers asserts that when therapists can grasp the client’s private world as
the client sees and feels it—without losing the separateness of their own identity—constructive change is likely to occur. Empathy helps clients (1) pay attention and value their experiencing; (2) see earlier experiences in new ways;
(3) modify their perceptions of themselves, others, and the world; and (4) increase their conﬁdence in making choices and in pursuing a course of action.
Accurate empathic understanding implies that the therapist will sense clients’ feelings as if they were his or her own without becoming lost in those
feelings. It is important to understand that accurate empathy goes beyond recognition of obvious feelings to a sense of the less clearly experienced feelings
of clients. Part of empathic understanding is the therapist’s ability to reﬂect the
experiencing of clients. This empathy results in clients’ self-understanding and
clariﬁcation of their beliefs and worldviews.
Accurate empathy is the cornerstone of the person-centered approach
(Bohart & Greenberg, 1997). It is a way for therapists to hear the meanings
expressed by their clients that often lie at the edge of their awareness. Empathy that has depth involves more than an intellectual comprehension of what
clients are saying. According to Watson (2002), full empathy entails understanding the meaning and feeling of a client’s experiencing. Empathy is an
active ingredient of change that facilitates clients’ cognitive processes and
emotional self-regulation. Watson states that 60 years of research has consistently demonstrated that empathy is the most powerful determinant of client
progress in therapy. She puts the challenge to counselors this way: “Therapists
need to be able to be responsively attuned to their clients and to understand
them emotionally as well as cognitively. When empathy is operating on all
three levels—interpersonal, cognitive, and affective—it is one of the most powerful tools therapists have at their disposal” (pp. 463–464).
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Application: Therapeutic Techniques and Procedures
Early Emphasis on Reﬂection of Feelings
Rogers’s original emphasis was on grasping the world of the client and reﬂecting this understanding. As his view of psychotherapy developed, however, his
focus shifted away from a nondirective stance and emphasized the therapist’s
relationship with the client. Many followers of Rogers simply imitated his reﬂective style, and client-centered therapy has often been identiﬁed primarily
with the technique of reﬂection despite Rogers’s contention that the therapist’s
relational attitudes and fundamental ways of being with the client constitute
the heart of the change process. Rogers and other contributors to the development of the person-centered approach have been critical of the stereotypic view
that this approach is basically a simple restatement of what the client just said.

Evolution of Person-Centered Methods
Contemporary person-centered therapy is best considered as the result of an
evolutionary process of more than 65 years that continues to remain open to
change and reﬁnement. One of Rogers’s main contributions to the counseling
ﬁeld is the notion that the quality of the therapeutic relationship, as opposed
to administering techniques, is the primary agent of growth in the client. The
therapist’s ability to establish a strong connection with clients is the critical factor determining successful counseling outcomes.
According to Natalie Rogers, the terms “techniques,” “strategies,” and “procedures” are seldom used in the person-centered approach (N. Rogers, Personal
communication, February 9, 2006). She steers students away from words such
as “interventions” and “treatment,” and instead uses phrases such as “personcentered philosophy” or “person-centered values.” No techniques or strategies
are basic to the practice of person-centered therapy; rather, effective practice
is based on experiencing and communicating attitudes (Thorne, 2002b). According to Bohart (2003), the process of “being with” clients and entering their
world of perceptions and feelings is sufﬁcient for bringing about change. It is
important for therapists react in a therapeutically spontaneous manner to what
is happening between themselves and their clients. Bohart notes that personcentered therapists are not prohibited from suggesting techniques, but how
these suggestions are presented is crucial.
The person-centered philosophy is based on the assumption that clients have
the resourcefulness for positive movement without the counselor assuming an
active, directive role. What is essential for clients’ progress is the therapist’s presence, which refers to the therapist being completely engaged and absorbed in the
relationship with the client. The therapist is empathically interested in the client
and is congruent in relation to the client. Furthermore, the therapist is willing
to be deeply focused on the client in order to understand the individual’s inner
world (Broadley, 2000). This presence is far more powerful than any technique a
therapist might use to bring about change. Qualities and skills such as listening,
accepting, respecting, understanding, and responding must be honest expressions by the therapist. As discussed in Chapter 2, counselors need to evolve as
persons, not just acquire a repertoire of therapeutic strategies.
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One of the main ways in which person-centered therapy has evolved is
the diversity, innovation, and individualization in practice (Cain, 2002a). As
this approach has developed, there has been increased latitude for therapists
to share their reactions, to confront clients in a caring way, and to participate
more actively and fully in the therapeutic process (Bozarth et al., 2002). Immediacy, or addressing what is going on between the client and therapist, is highly
valued in this approach. This development encourages the use of a wider variety of methods and allows for considerable diversity in personal style among
person-centered therapists (Thorne, 2002b). The shift toward genuineness allows person-centered therapists both to practice in more ﬂexible and eclectic
ways that suit their personalities and also to have greater ﬂexibility in tailoring
the counseling relationship to suit different clients (Bohart, 2003).
Tursi and Cochran (2006) propose integration of certain cognitive behavioral techniques within a person-centered framework. They assert that cognitive behavioral tasks occur naturally within the person-centered approach, that
knowledge of cognitive behavioral theory can increase empathy, that cognitive
behavioral techniques can be carefully applied within a person-centered relational framework, and that a high level of therapist self-development is not required to integrate these skills and techniques. From their vantage point, cognitive interventions are most effectively used after the therapeutic relationship
has been well established and after the counselor has a clear understanding of
the client’s internal frame of reference.
Cain (2002a, 2008) believes it is essential for therapists to modify their
therapeutic style to accommodate the speciﬁc needs of each client. Personcentered therapists have the freedom to use a variety of responses and methods to assist their clients; a guiding question therapists need to ask is, “Does
it ﬁt?” Cain contends that, ideally, therapists will continually monitor whether what they are doing ﬁts, especially whether their therapeutic style is compatible with their clients’ way of viewing and understanding their problems.
Cain (2008) has argued that person-centered therapy needs to be adapted when
it does not ﬁt the needs of the unique individual sitting before the therapist.
In writing about his journey as a person-centered therapist, Cain (2008) said,
“my thinking has evolved and now includes an integration of person-centered,
existential, Gestalt, and experiential concepts and therapeutic responses, as
well as the use of my self when I am able to bring forth aspects of who I am
in ways that allow for a meaningful meeting or encounter with my client”
(p. 193). For an illustration of how Dr. David Cain works with the case of Ruth
in a person-centered style, see Case Approach to Counseling and Psychotherapy
(Corey, 2009, chap. 5).
Today, those who practice a person-centered approach work in diverse
ways that reﬂect both advances in theory and practice and a plethora of personal styles. This is appropriate and fortunate, for none of us can emulate the
style of Carl Rogers and still be true to ourselves. If we strive to model our style
after Rogers, and if that style does not ﬁt for us, we are not being ourselves and
we are not being fully congruent. Therapist congruence is basic to establishing
trust and safety with clients, and the therapy process is likely to be adversely
affected if the therapist is not fully authentic.
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The Role of Assessment
Assessment is frequently viewed as a prerequisite to the treatment process.
Many mental health agencies use a variety of assessment procedures, including diagnostic screening, identiﬁcation of clients’ strengths and liabilities, and
various tests. It may seem that assessment techniques are foreign to the spirit of
the person-centered approach. What matters, however, is not how the counselor assesses the client but the client’s self-assessment. From a person-centered
perspective, the best source of knowledge about the client is the individual client. For example, some clients may request certain psychological tests as a part
of the counseling process. It is important for the counselor to follow the client’s
lead in the therapeutic engagement (Ward, 1994).
In the early development of nondirective therapy, Rogers (1942) recommended caution in using psychometric measures or in taking a complete case
history at the outset of counseling. If a counseling relationship began with a
battery of psychological tests and a detailed case history, he believed clients
could get the impression that the counselor would be providing the solutions
to their problems. Assessment seems to be gaining in importance in short-term
treatments in most counseling agencies, and it is imperative that clients be involved in a collaborative process in making decisions that are central to their
therapy. Today it may not be a question of whether to incorporate assessment
into therapeutic practice but of how to involve clients as fully as possible in their
assessment and treatment process.

Application of the Philosophy of the Person-Centered Approach
The person-centered approach has been applied to working with individuals,
groups, and families. Bozrath, Zimring, and Tausch (2002) cite studies done
in the 1990s that revealed the effectiveness of person-centered therapy with
a wide range of client problems including anxiety disorders, alcoholism, psychosomatic problems, agoraphobia, interpersonal difﬁculties, depression, cancer, and personality disorders. Person-centered therapy has been shown to be
as viable as the more goal-oriented therapies. Furthermore, outcome research
conducted in the 1990s revealed that effective therapy is based on the client–
therapist relationship in combination with the inner and external resources of
the client (Hubble, Duncan, & Miller, 1999). The client is the critical factor in
determining therapeutic outcomes: “What matters, according to outcome data,
is the client: the client’s resources, participation, evaluation of the alliance, and
perceptions of the problem and its resolution. Our techniques, it turns out, are
only helpful if the client sees them as relevant and credible” (p. 433).
The basic philosophy of the person-centered approach has applications to
education—from elementary school to graduate school. The core conditions of
the therapeutic relationship have relevance to educational settings. In Freedom
to Learn, Rogers and Freiberg (1994) describe journeys taken by different teachers who have moved from being controlling managers to facilitators of learning.
These teachers have discovered their own pathways to freedom. According to
Rogers and Freiberg, both research and experience show that more learning,
more problem solving, and more creativity can be found in classrooms that
operate within a person-centered climate. In such a climate learners are able
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to become increasingly self-directing, able to assume more responsibility for the
consequences of their choices, and can learn more than in traditional classrooms.

Application to Crisis Intervention
The person-centered approach is especially applicable in crisis intervention
such as an unwanted pregnancy, an illness, a disastrous event, or the loss of
a loved one. People in the helping professions (nursing, medicine, education,
the ministry) are often ﬁrst on the scene in a variety of crises, and they can do
much if the basic attitudes described in this chapter are present. When people
are in crisis, one of the ﬁ rst steps is to give them an opportunity to fully express
themselves. Sensitive listening, hearing, and understanding are essential at
this point. Being heard and understood helps ground people in crises, helps to
calm them in the midst of turmoil, and enables them to think more clearly and
make better decisions. Although a person’s crisis is not likely to be resolved
by one or two contacts with a helper, such contacts can pave the way for being
open to receiving help later. If the person in crisis does not feel understood and
accepted, he or she may lose hope of “returning to normal” and may not seek
help in the future. Genuine support, caring, and nonpossessive warmth can
go a long way in building bridges that can motivate people to do something to
work through and resolve a crisis. Communicating a deep sense of understanding should always precede other more problem-solving interventions.
Although the presence of and psychological contact with a caring person
can do much to bring about healing, in crisis situations even person-centered
therapists may need to provide more structure and direction than would be
the case for some other forms of counseling. Suggestions, guidance, and even
direction may be called for when clients may not be able to function effectively
due to a crisis. For example, in certain cases it may be necessary to take action
to hospitalize a suicidal client to protect this person from self-harm.
The person-centered approach has been applied extensively in training professionals and paraprofessionals who work with people in a variety of settings.
This approach emphasizes staying with clients as opposed to getting ahead of
them with interpretations. Hence, it is safer than models of therapy that put
the therapist in the directive position of making interpretations, forming diagnoses, probing the unconscious, analyzing dreams, and working toward more
radical personality changes.
People without advanced psychological education are able to beneﬁt by translating the therapeutic conditions of genuineness, empathic understanding, and
unconditional positive regard into both their personal and professional lives. The
basic concepts are straightforward and easy to comprehend, and they encourage
locating power in the person rather than fostering an authoritarian structure in
which control and power are denied to the person. These core skills also provide
an essential foundation for virtually all of the other therapy systems covered in
this book. If counselors are lacking in these relationship and communication skills,
they will not be effective in carrying out a treatment program for their clients.
The person-centered approach demands a great deal of the therapist. An
effective person-centered therapist must be grounded, centered, genuine, present, focused, patient, and accepting in a way that involves maturity. Without a
person-centered way of being, mere application of skills is likely to be hollow. As
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Natalie Rogers (personal communication, February 9, 2006) says, “The personcentered approach is a way of being that is easy to understand intellectually,
but very difﬁcult to put in practice.”

Application to Group Counseling
The person-centered approach emphasizes the unique role of the group counselor as a facilitator rather than a leader. The primary function of the facilitator
is to create a safe and healing climate—a place where the group members can
interact in honest and meaningful ways. In this climate members become more
appreciative and trusting of themselves as they are and are able to move toward self-direction and empowerment. Ultimately, group members make their
own choices and bring about change for themselves. Yet with the presence of
the facilitator and the support of other members, participants realize that they
do not have to experience the struggles of change alone and that groups as collective entities have their own source of transformation.
Rogers (1970) clearly believed that groups tend to move forward if the facilitator exhibits a deep sense of trust in the members and refrains from using
techniques or exercises to get a group moving. Facilitators should avoid making interpretive comments because such comments are apt to make the group
self-conscious and slow the process down. Group process observations should
come from members, a view that is consistent with Rogers’s philosophy of placing the responsibility for the direction of the group on the members. According
to Raskin, Rogers, and Witty (2008), groups are fully capable of articulating
and pursuing their own goals. They assert, “when the therapeutic conditions
are present in a group and when the group is trusted to ﬁ nd its own way of being, group members tend to develop processes that are right for them and to
resolve conﬂicts within time constraints in the situation” (p. 143).
Regardless of a group leader’s theoretical orientation, the core conditions
that have been described here are highly applicable to any leader’s style of
group facilitation. Only when the leader is able to create a person-centered climate will movement take place within a group. All of the theories that are discussed in this book depend on the quality of the therapeutic relationship as a
foundation. As you will see, the cognitive behavioral approaches to group work
place emphasis on creating a working alliance and collaborative relationships.
In this way, most effective approaches to group work share key elements of a
person-centered philosophy. For a more detailed treatment of person-centered
group counseling, see Corey (2008, chap. 10).

Person-Centered Expressive Arts Therapy*
Natalie Rogers (1993) expanded on her father, Carl Rogers’s (1961), theory of
creativity using the expressive arts to enhance personal growth for individuals
and groups. Rogers’s approach, known as expressive arts therapy, extends the
*Much of the material in this section is based on key ideas that are more fully developed in Natalie
Rogers’s (1993) book, The Creative Connection: Expressive Arts as Healing. This section was written in
close collaboration with Natalie Rogers.
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person-centered approach to spontaneous creative expression, which symbolizes deep and sometimes inaccessible feelings and emotional states. Counselors
trained in person-centered expressive arts offer their clients the opportunity to
create movement, visual art, journal writing, sound, and music to express their
feelings and gain insight from these activities. Person-centered expressive arts
therapy represents an alternative to traditional approaches to counseling that
rely on verbal means and may be particularly useful for clients who are locking
in intellectual ways of experiencing (Sommers-Flanagan, 2007).

Principles of Expressive Arts Therapy
Expressive arts therapy uses various artistic forms—movement, drawing,
painting, sculpting, music, writing, and improvisation—toward the end of
growth, healing, and self-discovery. This is a multimodal approach integrating mind, body, emotions, and inner spiritual resources. Methods of expressive
arts therapy are based on humanistic principles similar to, but giving fuller
form to Carl Rogers’s notions of creativity. These principles include the following (N. Rogers, 1993):
• All people have an innate ability to be creative.
• The creative process is transformative and healing.
• Personal growth and higher states of consciousness are achieved through
self-awareness, self-understanding, and insight.
• Self-awareness, understanding, and insight are achieved by delving into
our feelings of grief, anger, pain, fear, joy, and ecstasy.
• Our feelings and emotions are an energy source that can be channeled
into the expressive arts to be released and transformed.
• The expressive arts lead us into the unconscious, thereby enabling us to
express previously unknown facets of ourselves and bring to light new
information and awareness.
• One art form stimulates and nurtures the other, bringing us to an inner
core or essence that is our life energy.
• A connection exists between our life force—our inner core, or soul—and
the essence of all beings.
• As we journey inward to discover our essence or wholeness, we discover
our relatedness to the outer world, and the inner and outer become one.
The various art modes interrelate in what Natalie Rogers calls the Creative
Connection. When we move, it affects how we write or paint. When we write or
paint, it affects how we feel and think.
Natalie Rogers’s approach is based on a person-centered theory of individual and group process. The same conditions that Carl Rogers and his colleagues found basic to fostering a facilitative client–counselor relationship also
help support creativity. Personal growth takes place in a safe, supportive environment created by counselors or facilitators who are genuine, warm, empathic, open, honest, congruent, and caring—qualities that are best learned by ﬁ rst
being experienced. Taking time to reﬂect on and evaluate these experiences
allows for personal integration at many levels—intellectual, emotional, physical, and spiritual.
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Creativity and Offering Stimulating Experiences
According to Natalie Rogers (1993), this deep faith in the individual’s innate
drive to become fully oneself is basic to the work in person-centered expressive
arts. Individuals have a tremendous capacity for self-healing through creativity if given the proper environment. When one feels appreciated, trusted, and
given support to use individuality to develop a plan, create a project, write
a paper, or to be authentic, the challenge is exciting, stimulating, and gives
a sense of personal expansion. N. Rogers believes the tendency to actualize
and become one’s full potential, including innate creativity, is undervalued,
discounted, and frequently squashed in our society. Traditional educational
institutions tend to promote conformity rather than original thinking and the
creative process.
Certain external conditions also foster and nurture the foregoing internal conditions for creativity. Carl Rogers (1961) outlines two conditions: Psychological safety consisting of accepting the individual as of unconditional
worth, providing a climate in which external evaluation is absent, and understanding empathically. His second condition is psychological freedom.
Natalie Rogers (1993) adds a third condition: Offering stimulating and challenging experiences. Psychological safety and psychological freedom are the
soil and nutrients for creativity, but seeds must be planted. What N. Rogers
found lacking as she worked with her father were stimulating experiences
that would motivate and allow people time and space to engage in the creative
process. Since our culture is particularly geared to verbalizing, it is necessary
to stimulate clients by offering challenging experiences. Carefully planned
experiments or experiences designed to involve clients in the expressive arts
help them focus on the process of creating. Using drawing, painting, and
sculpting to express feelings about an event or person offers tremendous relief and a new perspective. Also, symbols carry messages that go beyond the
meanings of words.
Person-centered expressive arts therapy utilizes the arts for spontaneous
creative expression that symbolizes deep and sometimes inaccessible feelings
and emotional states. Conditions that foster creativity occur both within the
participant and within the group environment. The conditions that foster creativity require acceptance of the individual, a nonjudgmental setting, empathy,
psychological freedom, and availability of stimulating and challenging experiences. With this type of environment in place, the facilitative internal conditions of the client are encouraged and inspired: a nondefensive openness to
experience and an internal locus of evaluation that receives but is not overly
concerned with the reactions of others.
N. Rogers believes most people have experienced their attempts at creativity in an unsafe environment. They are offered art materials in a classroom or
studio where the teacher says or implies there is a right or a wrong way to do it.
Or they dance or sing only to be corrected, evaluated, or graded. It is an entirely
different experience, for most people, to be offered an opportunity to explore
and experiment with a wide variety of materials in a supportive, nonjudgmental space. Such a setting gives permission to be authentic, creative, childlike,
and to delve deeply into their experiencing.
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What Holds Us Back?
In Natalie Rogers’s (1993) work there are many stories from clients who pinpoint
the exact moment they stopped using art, music, or dance as a form of pleasure
and self-expression. A teacher gave them a poor grade, others ridiculed them as
they danced, or someone told them to mouth the words while others sang. They
felt misunderstood and judged negatively. The self-image that remained was, “I
can’t draw,” “I’m not musical,” “It’s no fun anymore.” Music and drawing then
became conﬁned to singing in the shower or doodling on a note pad. N. Rogers
believes that we cheat ourselves out of a fulﬁlling and joyous source of creativity
if we cling to the idea that an artist is the only one who can enter the realm of creativity. Art is not only for the few who develop a talent or master a medium. We
all can use various art forms to facilitate self-expression and personal growth.

Contributions of Natalie Rogers
As is clear from this brief section, Natalie Rogers has built upon a person-centered philosophy and incorporated expressive and creative arts as a basis for
personal growth. Sommers-Flanagan (2007) notes that person-centered expressive arts therapy may be a solution for clients who are stuck in linear and
rigid ways of being. He concludes: “Using her own love of creativity and art in
combination with her father’s renowned therapeutic approach, Natalie Rogers
developed a form of therapy that extends person-centered counseling into a
new and exciting domain” (p. 124). Rogers continues her active professional
life, conducting workshops in the United States, Europe, Japan, Latin America,
and Russia. At the end of this chapter are some resources for those interested in
training in the person-centered approach to expressive arts therapy.

Person-Centered Therapy From a Multicultural
Perspective
Strengths From a Diversity Perspective
One of the strengths of the person-centered approach is its impact on the ﬁeld
of human relations with diverse cultural groups. Carl Rogers has had a global
impact. His work has reached more than 30 countries, and his writings have
been translated into 12 languages. Person-centered philosophy and practice
can now be studied in several European countries, South America, and Japan.
Here are some examples of ways in which this approach has been incorporated
in various countries and cultures:
• In several European countries person-centered concepts have had a
signiﬁcant impact on the practice of counseling as well as on education,
cross-cultural communication, and reduction of racial and political tensions. In the 1980s Rogers (1987b) elaborated on a theory of reducing tension among antagonistic groups that he began developing in 1948.
• In the 1970s Rogers and his associates began conducting workshops
promoting cross-cultural communication. Well into the 1980s he led large
workshops in many parts of the world. International encounter groups
have provided participants with multicultural experiences.
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• Japan, Australia, South America, Mexico, and the United Kingdom have
all been receptive to person-centered concepts and have adapted these
practices to ﬁt their cultures.
• Shortly before his death, Rogers conducted intensive workshops with professionals in the former Soviet Union.
Cain (1987c) sums up the reach of the person-centered approach to cultural
diversity: “Our international family consists of millions of persons worldwide
whose lives have been affected by Carl Rogers’s writings and personal efforts
as well as his many colleagues who have brought his and their own innovative
thinking and programs to many corners of the earth” (p. 149).
In addition to this global impact, the emphasis on the core conditions
makes the person-centered approach useful in understanding diverse worldviews. The underlying philosophy of person-centered therapy is grounded on
the importance of hearing the deeper messages of a client. Empathy, being
present, and respecting the values of clients are essential attitudes and skills
in counseling culturally diverse clients. Therapist empathy has moved far beyond simple “reﬂection,” and clinicians now draw from a variety of empathic
response modes (Bohart & Greenberg, 1997). This empathy may be expressed
and communicated either directly or indirectly.
Several writers consider person-centered therapy as being ideally suited to
clients in a diverse world. Cain (2008) views this approach as being a potent way
of working with individuals representing a wide range of cultural backgrounds
because the core therapeutic conditions are qualities that are universal. Bohart
(2003) claims that the person-centered philosophy makes this approach particularly appropriate for working with diverse client populations because the
counselor does not assume the role of expert who is going to impose a “right
way of being” on the client. Instead, the therapist is a “fellow explorer” who attempts to understand the client’s phenomenological world in an interested, accepting, and open way and checks with the client to conﬁrm that the therapist’s
perceptions are accurate.
Glauser and Bozarth (2001) remind us to pay attention to the cultural identity that resides within the client. Therapists must wait for the cultural context to emerge from the client, and they caution therapists to be aware of the
“speciﬁcity myth,” which leads to speciﬁc treatments being assumed to be best
for particular groups of people. Glauser and Bozarth’s main message is that
counseling in a multicultural context must embody the core conditions associated with all effective counseling: “Person-centered counseling cuts to the core
of what is important for therapeutic success in all counseling approaches. The
counselor–client relationship and the use of the client’s resources are central
for multicultural counseling” (p. 146).

Shortcomings From a Diversity Perspective
Although the person-centered approach has made signiﬁcant contributions to
counseling people with diverse social, political, and cultural backgrounds, there
are some shortcomings to practicing exclusively within this framework. Many
clients who come to community mental health clinics or who are involved in
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outpatient treatment want more structure than this approach provides. Some
clients seek professional help to deal with a crisis, to alleviate psychosomatic
symptoms, or to learn coping skills in dealing with everyday problems. Because
of certain cultural messages, when these clients do seek professional help, it
may be as a last resort. They expect a directive counselor and can be put off by
one who does not provide sufﬁcient structure.
A second shortcoming of the person-centered approach is that it is difﬁcult to
translate the core therapeutic conditions into actual practice in certain cultures.
Communication of these core conditions must be consistent with the client’s cultural framework. Consider, for example, the expression of therapist congruence
and empathy. Clients accustomed to indirect communication may not be comfortable with direct expressions of empathy or self-disclosure on the therapist’s
part. For some clients the most appropriate way to express empathy is for the
therapist to demonstrate it indirectly through respecting their need for distance
or through suggesting task-focused interventions (Bohart & Greenberg, 1997).
A third shortcoming in applying the person-centered approach with clients
from diverse cultures pertains to the fact that this approach extols the value of an
internal locus of evaluation. In collectivist cultures, clients are likely to be highly
inﬂuenced by societal expectations and not simply motivated by their own personal preferences. The focus on development of individual autonomy and personal growth may be viewed as being selﬁsh in a culture that stresses the common good. Cain (2008) contends that “many individuals from both the majority
individualistic culture and from collectivistic cultures are oriented less toward
self-actualization and more toward intimacy and connection with others and toward what is best for the community and the common good” (p. 217).
Consider Lupe, a Latina client who values the interests of her family over
her self-interests. From a person-centered perspective she could be viewed as
being in danger of “losing her own identity” by being primarily concerned with
her role in taking care of others in the family. Rather than pushing her to make
her personal wants a priority, the counselor will explore Lupe’s cultural values
and her level of commitment to these values in working with her. It would be
inappropriate for the counselor to impose a vision of the kind of woman she
should be. (This topic is discussed more extensively in Chapter 12.)
Although there may be particular shortcomings in practicing exclusively
within a person-centered perspective, it should not be concluded that this approach is unsuitable for working with clients from diverse cultures. There is
great diversity among any group of people, and therefore, there is room for
a variety of therapeutic styles. According to Cain (2008), rigid insistence on
a nondirective style of counseling for all clients, regardless of their cultural
background or personal preference, might be perceived as an imposition that
does not ﬁt the client’s interpersonal needs. Counseling a culturally different
client may require more activity and structuring than is usually the case in a
person-centered framework, but the potential positive impact of a counselor
who responds empathically to a culturally different client cannot be overestimated. Often, the client has never met someone like the counselor who is able
to truly listen and understand. Counselors will certainly ﬁ nd it challenging to
empathize with clients who have had vastly different life experiences.
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Person-Centered Therapy Applied to the Case of Stan

k

Stan’s autobiography indicates that he has a
sense of what he wants for his life. The personcentered therapist relies on his self-report
of the way he views himself rather than on a formal
assessment and diagnosis. She is concerned with understanding him from his internal frame of reference.
Stan has stated goals that are meaningful for him. He
is motivated to change and seems to have sufficient
anxiety to work toward these desired changes. The
person-centered counselor has faith in Stan’s ability to
find his own way and trusts that he has the necessary
resources for personal growth. She encourages Stan to
speak freely about the discrepancy between the person
he sees himself as being and the person he would like
to become; about his feelings of being a failure, being
inadequate; about his fears and uncertainties; and about
his hopelessness at times. She strives to create an atmosphere of freedom and security that will encourage Stan
to explore the threatening aspects of his self-concept.
Stan has a low evaluation of his self-worth. Although he finds it difficult to believe that others really
like him, he wants to feel loved (“I hope I can learn to
love at least a few people, most of all, women.”). He
wants to feel equal to others and not have to apologize for his existence, yet most of the time he is aware
that he feels inferior. By creating a supportive, trusting,
and encouraging atmosphere, the therapist can help
Stan learn to be more accepting of himself, with both
his strengths and limitations. He has the opportunity to
openly express his fears of women, of not being able to
work with people, and of feeling inadequate and stupid. He can explore how he feels judged by his parents
and by authorities. He has an opportunity to express his
guilt—that is, his feelings that he has not lived up to his
parents’ expectations and that he has let them and himself down. He can also relate his feelings of hurt over not
having ever felt loved and wanted. He can express the
loneliness and isolation that he so often feels, as well as
the need to dull these feelings with alcohol or drugs.
Stan is no longer totally alone, for he is taking
the risk of letting his therapist into his private world
of feelings. Stan gradually gets a sharper focus on his

experiencing and is able to clarify his own feelings and
attitudes. He sees that he has the capacity to make
his own decisions. In short, the therapeutic relationship frees him from his self-defeating ways. Because of
the caring and faith he experiences from his therapist,
Stan is able to increase his own faith and confidence
in himself.
The empathic responses of the therapist assist
Stan in hearing himself and accessing himself at a
deeper level. Stan gradually becomes more sensitive
to his own internal messages and less dependent on
confirmation from others around him. As a result of the
therapeutic venture, Stan discovers that there is someone in his life whom he can depend on—himself.

Follow-Up: You Continue as Stan’s
Person-Centered Therapist
Use these questions to help you think about how
you would counsel Stan using a person-centered approach:

• How would you respond to Stan’s deep feelings
of self-doubt? Could you enter his frame of reference and respond in an empathic manner that
lets Stan know you hear his pain and struggle
without needing to give advice or suggestions?
• How would you describe Stan’s deeper struggles? What sense do you have of his world?
• To what extent do you think that the relationship you would develop with Stan would help
him move forward in a positive direction? What,
if anything, might get in your way—either with
him or in yourself—in establishing a therapeutic
relationship?
See the online program, Theory in Practice:
The Case of Stan (Session 5 on person-centered therapy), for a demonstration of my approach to counseling Stan from this perspective.
This session focuses on exploring the immediacy
of our relationship and assisting Stan in finding
his own way.
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Summary and Evaluation
Person-centered therapy is based on a philosophy of human nature that postulates an innate striving for self-actualization. Further, Rogers’s view of human
nature is phenomenological; that is, we structure ourselves according to our
perceptions of reality. We are motivated to actualize ourselves in the reality
that we perceive.
Rogers’s theory rests on the assumption that clients can understand the
factors in their lives that are causing them to be unhappy. They also have the
capacity for self-direction and constructive personal change. Change will occur
if a congruent therapist makes psychological contact with a client in a state of
anxiety or incongruence. It is essential for the therapist to establish a relationship the client perceives as genuine, accepting, and understanding. Therapeutic counseling is based on an I/Thou, or person-to-person, relationship in the
safety and acceptance of which clients drop their defenses and come to accept
and integrate aspects that they have denied or distorted. The person-centered
approach emphasizes this personal relationship between client and therapist;
the therapist’s attitudes are more critical than are knowledge, theory, or techniques. Clients are encouraged to use this relationship to unleash their growth
potential and become more of the person they choose to become.
This approach places primary responsibility for the direction of therapy
on the client. In the therapeutic context, individuals have the opportunity to
decide for themselves and come to terms with their own personal power. The
general goals of therapy are becoming more open to experience, achieving selftrust, developing an internal source of evaluation, and being willing to continue growing. Speciﬁc goals are not imposed on clients; rather, clients choose
their own values and goals. Current applications of the theory emphasize more
active participation by the therapist than was the case earlier. More latitude is
allowed for therapists to express their values, reactions, and feelings as they are
appropriate to what is occurring in therapy. Counselors can be fully involved as
persons in the relationship.

Contributions of the Person-Centered Approach
When Rogers founded nondirective counseling more than 65 years ago, there
were very few other therapeutic models. The longevity of this approach is certainly a factor to consider in assessing its inﬂuence. Cain (2002b) contends
that substantial research evidence supports the effectiveness of the personcentered approach: “Sixty years of development in theory, practice, and research have demonstrated that humanistic approaches to psychotherapy are
as effective or more effective than other major therapies” (p. xxii). Cain (2008)
adds: “An extensive body of research has been generated and provides support
for the effectiveness of person-centered therapy with a wide range of clients
and problems of all age groups” (p. 214).
Rogers had, and his theory continues to have, a major impact on the ﬁeld
of counseling and psychotherapy. When he introduced his revolutionary ideas
in the 1940s, he provided a powerful and radical alternative to psychoanalysis
and to the directive approaches then practiced. Rogers was a pioneer in shifting
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the therapeutic focus from an emphasis on technique and reliance on therapist
authority to that of the therapeutic relationship. According to Farber (1996),
Rogers’s notions regarding empathy, egalitarianism, the primacy of the therapeutic relationship, and the value of research are commonly accepted by many
practitioners and have been incorporated into other theoretical orientations
with little acknowledgment of their origin. In spite of Rogers’s enormous inﬂuence on the practice of psychotherapy, his contributions have been overlooked
in clinical psychology programs. With the exception of counselor education
and counseling psychology programs, Rogers’s work has not been given the
respect it deserves (Farber, 1996), and there are few person-centered graduate
programs in the United States today.
Thorne (2002b) reports that there has been a decline of interest in the development of the person-centered approach in the United States since Rogers’s death
in 1987. However, person-centered therapy is strongly represented in Europe, and
there is continuing interest in this approach in both South America and the Far
East. The person-centered approach has established a ﬁ rm foothold in British
universities. Some of the most in-depth training of person-centered counselors
is in the United Kingdom (Natalie Rogers, personal communication, February
9, 2006). In addition, British scholars including Fairhurst (1999), Keys (2003),
Lago and Smith (2003), Mearns and Cooper (2005), Mearns and Thorne (1999,
2000), Merry (1999), Natiello (2001), Thorne (2002a, 2002b), and Watson (2003)
continue to expand this approach.
As we have seen, Natalie Rogers has made a signiﬁcant contribution to the
application of the person-centered approach by incorporating the expressive
arts as a medium to facilitate personal exploration, often in a group setting.
She has been instrumental in the evolution of the person-centered approach by
using nonverbal methods to enable individuals to heal and to develop. Many
individuals who have difﬁculty expressing themselves verbally can ﬁnd new
possibilities for self-expression through nonverbal channels (Thorne, 1992).

EMPHASIS ON RESEARCH One of Rogers’s contributions to the ﬁeld of psychotherapy was his willingness to state his concepts as testable hypotheses and to
submit them to research. He literally opened the ﬁeld to research. He was truly
a pioneer in his insistence on subjecting the transcripts of therapy sessions to
critical examination and applying research technology to counselor–client dialogues (Combs, 1988). Rogers’s basic hypothesis gave rise to a great deal of research and debate in the ﬁeld of psychotherapy, perhaps more than any other
school of therapy (Cain, 2002a). Even his critics give Rogers credit for having
conducted and inspired others to conduct extensive studies of counseling process and outcome. Rogers presented a challenge to psychology to design new
models of scientiﬁc investigation capable of dealing with the inner, subjective
experiences of the person. His theories of therapy and personality change have
had a tremendous heuristic effect, and though much controversy surrounds
this approach, his work has challenged practitioners and theoreticians to examine their own therapeutic styles and beliefs. Based largely on research efforts of
Rogers and his colleagues, “substantive advances in theory and reﬁnements in
practice have been taking place over the past 25 years” (Cain, 2002b, p. xxii).
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THE IMPORTANCE OF EMPATHY

Among the major contributions of personcentered therapy are the implications of empathy for the practice of counseling.
More than any other approach, person-centered therapy has demonstrated that
therapist empathy plays a vital role in facilitating constructive change in the
client. Watson’s (2002) comprehensive review of the research literature on therapeutic empathy has consistently demonstrated that therapist empathy is the
most potent predictor of client progress in therapy. Indeed, empathy is an essential component of successful therapy in every therapeutic modality.
Person-centered research has been conducted predominantly on the hypothesized necessary and sufﬁcient conditions of therapeutic personality
change (Cain, 1986, 1987b). Most of the other counseling approaches covered
in this book have incorporated the importance of the therapist’s attitude and
behavior in creating a therapeutic relationship that is conducive to the use of
their techniques. For instance, the cognitive behavioral approaches have developed a wide range of strategies designed to help clients deal with speciﬁc problems, and they recognize that a trusting and accepting client–therapist relationship is necessary for successful application of these procedures. In contrast to the
person-centered approach, however, cognitive behavioral practitioners contend
that the working relationship is not sufﬁcient to produce change. Active procedures, in combination with a collaborative relationship, are needed to bring
about change.

INNOVATIONS IN PERSON-CENTERED THEORY One of the strengths of the
person-centered approach is “the development of innovative and sophisticated
methods to work with an increasingly difﬁcult, diverse, and complex range of
individuals, couples, families, and groups” (Cain, 2002b, p. xxii). A number of
people have made signiﬁcant advancements that are compatible with the essential values and concepts of person-centered therapy. Table 7.1 describes some
of the innovators who have played a role in the evolution of person-centered
therapy.
Rogers consistently opposed the institutionalization of a client-centered
“school.” Likewise, he reacted negatively to the idea of founding institutes,
granting certiﬁcates, and setting standards for membership. He feared this
institutionalization would lead to an increasingly narrow, rigid, and dogmatic
perspective. If Rogers (1987a) were to give students-in-training advice it would
be: “There is one best school of therapy. It is the school of therapy you develop
for yourself based on a continuing critical examination of the effects of your
way of being in the relationship” (p. 185).

Limitations and Criticisms of the Person-Centered Approach
Although I applaud person-centered therapists for their willingness to subject
their hypotheses and procedures to empirical scrutiny, some researchers have
been critical of the methodological errors contained in some of these studies.
Accusations of scientiﬁc shortcomings involve using control subjects who are
not candidates for therapy, failing to use an untreated control group, failing to
account for placebo effects, reliance on self-reports as a major way to assess the
outcomes of therapy, and using inappropriate statistical procedures.
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TABLE 7.1 Therapists Who Contributed to the Evolution of Person-Centered Theory
Innovator

Contribution

Natalie Rogers (1993,
1995)

Conducts workshops and teaches person-centered expressive
arts therapy.

Virginia Axline (1964, 1969)

Made significant contributions to client-centered therapy with
children and play therapy.

Eugene Gendlin (1996)

Developed experiential techniques, such as focusing, as a way
to enhance client experiencing.

Laura Rice (Rice & Greenberg,
1984)

Taught therapists to be more evocative in re-creating crucial
experiences that continue to trouble the client.

Peggy Natiello (2001)

Works on collaborative power and gender issues.

Art Combs (1988, 1989, 1999)

Developed perceptual psychology.

Leslie Greenberg and
colleagues (Greenberg, Korman,
& Paivio, 2002; Greenberg,
Rice, & Elliott, 1993)

Focused on the importance of facilitating emotional change in
therapy and advanced person-centered theory and methods.

David Rennie (1998)

Provided a glimpse at the inner workings of the therapeutic
process.

Art Bohart (2003; Bohart &
Greenberg, 1997; Bohart &
Tallman, 1999)

Contributed to a deeper understanding of empathy in therapeutic
practice.

Jeanne Watson (2002)

Demonstrated that when empathy is operating on the cognitive,
affective, and interpersonal levels it is one of the therapist’s
most powerful tools.

Dave Mearns and Brian
Thorne (1999, 2000)

Contributed to understanding new frontiers in the theory and
practice of the person-centered approach and have been significant ﬁgures in teaching and supervising in the United Kingdom.

C. H. Patterson (1995)

Showed that client-centered therapy is a universal system of
psychotherapy.

Mark Hubble, Barry Duncan,
and Scott Miller (1999)

Demonstrated that the client-centered relationship is essential
to all therapeutic approaches.

There is a similar limitation shared by both the person-centered and existential (experiential) approaches. Neither of these therapeutic modalities emphasizes the role of techniques aimed at bringing about change in clients’ behavior.
Proponents of psychotherapy manuals, or manualized treatment methods for
speciﬁc disorders, ﬁnd serious limitations in the experiential approaches due
to their lack of attention to proven techniques and strategies. Those who call for
accountability as deﬁned by evidence-based practices within the ﬁeld of mental health are also quite critical of the experiential approaches.
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A potential limitation of this approach is that some students-in-training
and practitioners with a person-centered orientation may have a tendency to
be very supportive of clients without being challenging. Out of their misunderstanding of the basic concepts of the approach, some have limited the range
of their responses and counseling styles to reﬂections and empathic listening.
Although there is value in really hearing a client and in reﬂecting and communicating understanding, counseling entails more than this. I believe that the
therapeutic core conditions are necessary for therapy to succeed, yet I do not
see them as being sufﬁcient conditions for change for all clients at all times.
These basic attitudes are the foundation on which counselors must then build
the skills of therapeutic intervention.
A related challenge for counselors using this approach is to truly support
clients in ﬁnding their own way. Counselors sometimes experience difﬁculty in
allowing clients to decide their own speciﬁc goals in therapy. It is easy to give
lip service to the concept of clients’ ﬁnding their own way, but it takes considerable respect for clients and faith on the therapist’s part to encourage clients
to listen to themselves and follow their own directions, particularly when they
make choices that are not what the therapist hoped for.
Perhaps the main limitations of the experiential approaches are a reﬂection of the personal limitations of the therapist (Thorne, 2002b). Because the
therapeutic relationship is so central to the outcomes of the therapeutic venture, a great deal is expected of the therapist as a person. From Bohart’s (2003)
perspective, the majority of errors that person-centered or experiential therapists can commit are the result of “failing to be warm, empathic, and genuine;
imposing an agenda upon the client; or failing to be in touch with the momentby-moment process” (p. 126). These are not limitations of the theory as much as
they are limitations of the practitioner.
More than any other quality, the therapist’s genuineness determines the
power of the therapeutic relationship. If therapists submerge their unique
identity and style in a passive and nondirective way, they may not be harming many clients, but they may not be powerfully affecting clients. Therapist authenticity and congruence are so vital to this approach that those who
practice within this framework must feel natural in doing so and must ﬁ nd
a way to express their own reactions to clients. If not, a real possibility is
that person-centered therapy will be reduced to a bland, safe, and ineffectual
approach.

Where to Go From Here
In the CD-ROM for Integrative Counseling you will see a concrete illustration of
how I also view the therapeutic relationship as the foundation for our work
together. Refer especially to Session 1 (“Beginning of Counseling”), Session
2 (“The Therapeutic Relationship”), and Session 3 (“Establishing Therapeutic
Goals”) for a demonstration of how I apply principles from the person-centered
approach to my work with Ruth.
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Association for the Development of the Person-Centered Approach, Inc.
(ADPCA)
P. O. Box 3876
Chicago, IL 60690-3876
E-mail: enquiries@adpca.org
Website: www.adpca.org
Journal Editor: jonmrose@aol.com
The Association for the Development of the Person-Centered Approach (ADPCA) is an interdisciplinary and international organization that consists of a network of individuals who support the development and application of the personcentered approach. Membership includes a subscription to the Person-Centered
Journal, the association’s newsletter, a membership directory, and information
about the annual meeting. ADPCA also provides information about continuing
education and supervision and training in the person-centered approach. For information about the Person-Centered Journal, contact the editor (Jon Rose).
Association for Humanistic Psychology
1516 Oak Street #320A
Alameda, CA 94501-2947
Telephone: (510) 769-6495
Fax: (510) 769-6433
E-mail: AHPOfﬁce@aol.com
Website: www.ahpweb.org
Journal Website: http://jhp.sagepub.com
The Association for Humanistic Psychology (AHP) is devoted to promoting
personal integrity, creative learning, and active responsibility in embracing the
challenges of being human in these times. Information about the Journal of Humanistic Psychology is available from the Association for Humanistic Psychology
or at publisher’s website.
Carl Rogers: A Daughter’s Tribute
Website: www.nrogers.com
The Carl Rogers CD-ROM is a visually beautiful and lasting archive of the life
and works of the founder of humanistic psychology. It includes excerpts from
his 16 books, over 120 photographs spanning his lifetime, and award-winning
video footage of two encounter groups and Carl’s early counseling sessions. It
is an essential resource for students, teachers, libraries, and universities. It is
a profound tribute to one of the most important thinkers, inﬂuential psychologists and peace activists of the 20th century. Developed for Natalie Rogers,
PhD, by Mindgarden Media, Inc.
Center for Studies of the Person
1150 Silverado, Suite #112
La Jolla, CA 92037
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Telephone: (858) 459-3861
E-mail: centerfortheperson@yahoo.com
Website: www.centerfortheperson.org
The Center for Studies of the Person (CSP) offers workshops, training seminars, experiential small groups, and sharing of learning in community meetings. The Distance Learning Project and the Carl Rogers Institute for Psychotherapy Training and Supervision provide experiential and didactic training
and supervision for professionals interested in developing their own personcentered orientation.
Saybrook Graduate School
E-mail: admissions@saybrook.edu
Website: www.nrogers.com
For training in expressive art therapy, you could join Natalie Rogers, PhD, and
Shellee Davis, MA, faculty of the certiﬁcate program at Saybrook Graduate School
in their course, “Expressive Arts for Healing and Social Change: A Person-Centered Approach.” A 16-unit certiﬁcate program includes 6 separate weeks spread
over 2 years at a retreat center north of San Francisco. Rogers and Davis offer expressive arts within a person-centered counseling framework. They use counseling demonstrations, practice counseling sessions, readings, discussions, papers,
and a creative project to teach experiential and theoretical methods.

R ECOMMENDED S UPPLEMEN TA RY R EA DINGS
On Becoming a Person (Rogers, 1961) is one of
the best primary sources for further reading on person-centered therapy. This is a
collection of Rogers’s articles on the process of psychotherapy, its outcomes, the
therapeutic relationship, education, family life, communication, and the nature of
the healthy person.
A Way of Being (Rogers, 1980) contains a series
of writings on Rogers’s personal experiences and perspectives, as well as chapters on the foundations and applications
of the person-centered approach.
The Creative Connection: Expressive Arts as Healing (N. Rogers, 1993) is a practical, spirited
book lavishly illustrated with color and action photos and ﬁlled with fresh ideas to

stimulate creativity, self-expression, healing, and transformation. Natalie Rogers
combines the philosophy of her father with
the expressive arts to enhance communication between client and therapist.
Humanistic Psychotherapies: Handbook of Research and Practice (Cain & Seeman, 2002)
provides a useful, comprehensive discussion of person-centered therapy, Gestalt
therapy, and existential therapy. This
book includes research evidence for the
person-centered theory.
The Carl Rogers Reader (Kirschenbaum &
Henderson, 1989) includes many of Carl
Rogers’s choices of readings for students.
On Becoming Carl Rogers (Kirschenbaum, 1979)
is a biography of Carl Rogers.
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Freedom to Learn (Rogers & Freiberg, 1994) addresses the core values that are needed
to transform traditional schooling into
schools that have the potential for be-

coming centers that prize the freedom
to learn. This book shows how the core
therapeutic conditions can be applied to
the teaching and learning process.
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FRITZ PERLS / LAURA PERLS
FREDERICK S. (“FRITZ”) PERLS,
MD, PhD (1893–1970) was the
main originator and developer
of Gestalt therapy. Born in Berlin,
Germany, into a lower-middleclass Jewish family, he later
identified himself as a source
of much trouble for his parents.
Although he failed the seventh
grade twice and was expelled
from school because of difficulties with the authorities, his
brilliance was never squashed and he returned—not only
to complete high school but to earn his medical degree
(MD) with a specialization in psychiatry. In 1916 he joined
the German Army and served as a medic in World War I. His
experiences with soldiers who were gassed on the front
lines led to his interest in mental functioning, which led
him to Gestalt psychology.
After the war Perls worked with Kurt Goldstein at the
Goldstein Institute for Brain-Damaged Soldiers in Frankfurt.
It was through this association that he came to see the
importance of viewing humans as a whole rather than as a
sum of discretely functioning parts. It was also through this
association that he met his wife, Laura, who was earning
her PhD with Goldstein. Later he moved to Vienna and began his psychoanalytic training. Perls was in analysis with
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Wilhelm Reich, a psychoanalyst who pioneered methods
of self-understanding and personality change by working
with the body.
Perls and several of his colleagues established the
New York Institute for Gestalt Therapy in 1952. Eventually
Fritz left New York and settled in Big Sur, California, where
he conducted workshops and seminars at the Esalen
Institute, carving out his reputation as an innovator in
psychotherapy. Here he had a great impact on people,
partly through his professional writings, but mainly
through personal contact in his workshops.
Personally, Perls was both vital and perplexing.
People typically either responded to him in awe or found
him harshly confrontive and saw him as meeting his own
needs through showmanship. Having a predilection for
the theatre since childhood, he loved being on stage and
putting on a show. He was viewed variously as insightful,
witty, bright, provocative, manipulative, hostile, demanding, and inspirational. Unfortunately, some of the people
who attended his workshops went on to mimic the less
attractive side of Perls’s personality. Even though Perls
was not happy with this, he did little to discourage it.
For a firsthand account of the life of Fritz Perls, I
recommend his autobiography, In and Out of the Garbage
Pail (1969b). For a well-researched chapter on the history
of Gestalt therapy, see Bowman (2005).

Introduction*
Gestalt therapy is an existential, phenomenological, and process-based approach
created on the premise that individuals must be understood in the context of their
ongoing relationship with the environment. The initial goal is for clients to gain
awareness of what they are experiencing and how they are doing it. Through this
awareness, change automatically occurs. The approach is phenomenological because it focuses on the client’s perceptions of reality and existential because it is
grounded in the notion that people are always in the process of becoming, remaking, and rediscovering themselves. As an existential approach, Gestalt therapy gives
special attention to existence as individuals experience it and afﬁrms the human
capacity for growth and healing through interpersonal contact and insight (Yontef,
1995). In a nutshell, this approach focuses on the here and now, the what and how,
and the I/Thou of relating (Brown, 2007; Yontef & Jacobs, 2008).
*I want to acknowledge the contribution of Dr. Ansel Woldt, Professor Emeritus at Kent State University, and private practice in Kent, Ohio, for his assistance in bringing this chapter up to date.
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LAURA POSNER PERLS, PhD
(1905–1990) was born in
Pforzheim, Germany, the
daughter of well-to-do parents.
She began playing the piano
at the age of 5 and played
with professional skill by the
time she was 18. From the
age of 8 she was involved
in modern dance, and both
music and modern dance remained a vital part of her
adult life and were incorporated into her therapy with
some clients. By the time Laura began her practice as a
psychoanalyst she had prepared for a career as a concert
pianist, had attended law school, achieved a doctoral degree in Gestalt psychology, and made an intensive study
of existential philosophy with Paul Tillich and Martin
Buber. Clearly, Laura already had a rich background when
she met Fritz in 1926 and they began their collaboration,
which resulted in the theoretical foundations of Gestalt
therapy. Laura and Fritz were married in 1930 and had
two children while living and practicing in South Africa.
Laura continued to be the mainstay for the New York
Institute for Gestalt Therapy after Fritz abandoned his
family to become internationally famous as the traveling
minstrel for Gestalt therapy. Laura also made significant
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contributions to the development and maintenance
of the Gestalt therapy movement in the United States
and throughout the world (although in very different
ways) from the late 1940s until her death in 1990. Laura’s
own words make it clear that Fritz was a generator, not
a developer or organizer. At the 25th anniversary of the
New York Institute for Gestalt Therapy, Laura Perls (1990)
stated: “Without the constant support from his friends,
and from me, without the constant encouragement and
collaboration, Fritz would never have written a line, nor
founded anything” (p. 18).
Laura paid a great deal of attention to contact
and support, which differed from Fritz’s attention to
intrapsychic phenomena and his focus on awareness.
Her emphasis on contact underscored the role of the
interpersonal and of being responsive at a time when
the popular notion of Gestalt therapy was that it fostered
responsibility only to oneself. She corrected some of the
excesses committed in the name of Gestalt therapy and
adhered to the basic principles of Gestalt therapy theory
as written in Gestalt Therapy: Excitement and Growth in the
Human Personality (Perls, Hefferline, & Goodman, 1951). She
taught that every Gestalt therapist needs to develop his or
her own therapeutic style. From her perspective, whatever
is integrated in our personality becomes support for what
we use technically (Humphrey, 1986).

In contrast to Perls’s way of working, contemporary Gestalt therapy stresses dialogue and relationship between client and therapist, sometimes called
relational Gestalt therapy. Following the lead of Laura Perls and the “Cleveland
school” when Erving and Miriam Polster and Joseph Zinker were on the faculty
in the 1960s, this model includes more support and increased kindness and
compassion in therapy as compared to the confrontational and dramatic style
of Fritz Perls (Yontef, 1999). The majority of today’s Gestalt therapists employ a
style that is supportive, accepting, empathic, dialogical, and challenging. The
emphasis is on the quality of the therapist–client relationship and empathic attunement while tapping the client’s wisdom and resources (Cain, 2002).
Although Fritz Perls was inﬂuenced by psychoanalytic concepts, he took
issue with Freud’s theory on a number of grounds. Whereas Freud’s view of
human beings is basically mechanistic, Perls stressed a holistic approach to
personality. Freud focused on repressed intrapsychic conﬂ icts from early childhood, whereas Perls valued examining the present situation. The Gestalt approach focuses much more on process than on content. Therapists devise experiments designed to increase clients’ awareness of what they are doing and
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how they are doing it. Perls asserted that how individuals behave in the present moment is far more crucial to self-understanding than why they behave
as they do. Awareness usually involves insight and sometimes introspection,
but Gestalt therapists consider it to be much more than either.
Self-acceptance, knowledge of the environment, responsibility for choices,
and the ability to make contact with their ﬁeld (a dynamic system of interrelationships) and the people in it are important awareness processes and goals,
all of which are based on a here-and-now experiencing that is always changing.
Clients are expected to do their own seeing, feeling, sensing, and interpreting,
as opposed to waiting passively for the therapist to provide them with insights
and answers.
Gestalt therapy is lively and promotes direct experiencing rather than the
abstractness of talking about situations. The approach is experiential in that
clients come to grips with what and how they are thinking, feeling, and doing
as they interact with the therapist. Gestalt practitioners value being fully present during the therapeutic encounter with the belief that growth occurs out of
genuine contact between client and therapist.

Key Concepts
View of Human Nature
Fritz Perls (1969a) practiced Gestalt therapy paternalistically. Clients have to
grow up, stand on their own two feet, and “deal with their life problems themselves” (p. 225). Perls’s style of doing therapy involved two personal agendas:
moving the client from environmental support to self-support and reintegrating the disowned parts of one’s personality. His conception of human nature
and these two agendas set the stage for a variety of techniques and for his confrontational style of conducting therapy. He was a master at intentionally frustrating clients to enhance their awareness.
The Gestalt view of human nature is rooted in existential philosophy,
phenomenology, and ﬁeld theory. Genuine knowledge is the product of what
is immediately evident in the experience of the perceiver. Therapy aims not at
analysis or introspection but at awareness and contact with the environment.
The environment consists of both the external and internal worlds. The quality of contact with aspects of the external world (for example, other people)
and the internal world (for example, parts of the self that are disowned) are
monitored. The process of “reowning” parts of oneself that have been disowned and the uniﬁcation process proceed step by step until clients become
strong enough to carry on with their own personal growth. By becoming
aware, clients become able to make informed choices and thus to live a more
meaningful existence.
A basic assumption of Gestalt therapy is that individuals have the capacity to self-regulate when they are aware of what is happening in and around
them. Therapy provides the setting and opportunity for that awareness to be
supported and restored. If the therapist is able to stay with the client’s present experience and trust in the process, the client will move toward increased
awareness, contact, and integration (Brown, 2007).
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The Gestalt theory of change posits that the more we work at becoming who
or what we are not, the more we remain the same. Fritz’s good friend and psychiatrist colleague Arnie Beisser (1970) suggested that authentic change occurs
more from being who we are than from trying to be who we are not. According to the paradoxical theory of change, we change when we become aware of
what we are as opposed to trying to become what we are not. It is important for
clients to “be” as fully as possible in their current condition, rather than striving to become what they “should be.” Gestalt therapists focus on creating the
conditions that promote client growth rather than relying on therapist-directed
change (Yontef, 2005). According to Breshgold (1989), Beisser saw the role of the
therapist as one of assisting the client to increase awareness, thereby facilitating reidentiﬁcation with the part of the self from which he or she is alienated.

Some Principles of Gestalt Therapy Theory
Several basic principles underlying the theory of Gestalt therapy are brieﬂy described in this section: holism, ﬁeld theory, the ﬁgure-formation process, and
organismic self-regulation. Other key concepts of Gestalt therapy are developed in more detail in the sections that follow.

HOLISM Gestalt is a German word meaning a whole or completion, or a form
that cannot be separated into parts without losing its essence. All of nature is
seen as a uniﬁed and coherent whole, and the whole is different from the sum
of its parts. Because Gestalt therapists are interested in the whole person, they
place no superior value on a particular aspect of the individual. Gestalt practice
attends to a client’s thoughts, feelings, behaviors, body, memories, and dreams.
Emphasis may be on a ﬁgure (those aspects of the individual’s experience that
are most salient at any moment) or the ground (those aspects of the client’s presentation that are often out of his or her awareness). Cues to this background
can be found on the surface through physical gestures, tone of voice, demeanor,
and other nonverbal content. This is often referred to by Gestalt therapists as
“attending to the obvious,” while paying attention to how the parts ﬁt together,
how the individual makes contact with the environment, and integration.
FIELD THEORY Gestalt therapy is based on ﬁeld theory, which is grounded
on the principle that the organism must be seen in its environment, or in its
context, as part of the constantly changing ﬁeld. Gestalt therapy rests on the
principle that everything is relational, in ﬂux, interrelated, and in process.
Gestalt therapists pay attention to and explore what is occurring at the boundary between the person and the environment. In fact, Parlett (2005) writes:
“Field has become one of the most frequently used terms in current Gestalt
literature. . . . The ﬁeld is the entire situation of the therapist, the client, and all
that goes on between them. The ﬁeld is made and constantly remade” (p. 43).
THE FIGURE-FORMATION PROCESS Derived from the ﬁeld of visual perception by a group of Gestalt psychologists, the ﬁgure-formation process describes
how the individual organizes experience from moment to moment. In Gestalt therapy the ﬁeld differentiates into a foreground (ﬁgure) and a background (ground).
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The ﬁgure-formation process tracks how some aspect of the environmental ﬁeld
emerges from the background and becomes the focal point of the individual’s
attention and interest. The dominant needs of an individual at a given moment
inﬂuence this process (Frew, 1997).

ORGANISMIC SELF-REGULATION The ﬁgure-formation process is intertwined with the principle of organismic self-regulation, a process by which
equilibrium is “disturbed” by the emergence of a need, a sensation, or an interest. Organisms will do their best to regulate themselves, given their own capabilities and the resources of their environment (Latner, 1986). Individuals can
take actions and make contacts that will restore equilibrium or contribute to
growth and change. What emerges in therapeutic work is associated with what
is of interest to or what the client needs to be able to regain a sense of equilibrium. Gestalt therapists direct the client’s awareness to the ﬁgures that emerge
from the background during a therapy session and use the ﬁgure-formation process as a guide for the focus of therapeutic work. The goal is to help the client to
obtain closure of unﬁnished situations, destroy ﬁ xed gestalts, and incorporate
more satisfying gestalts.

The Now
One of the main contributions of the Gestalt approach is its emphasis on learning to appreciate and fully experience the present moment. Focusing on the
past and the future can be a way to avoid coming to terms with the present.
Polster and Polster (1973) developed the thesis that “power is in the present.”
It is a common tendency for clients to invest their energies in bemoaning their
past mistakes and ruminating about how life could and should have been different or engaging in endless resolutions and plans for the future. As clients
direct their energy toward what was or what might have been or live in fantasy
about the future, the power of the present diminishes.
Phenomenological inquiry involves paying attention to what is occurring now. To help the client make contact with the present moment, Gestalt
therapists ask “what” and “how” questions, but rarely ask “why” questions. To
promote “now” awareness, the therapist encourages a dialogue in the present
tense by asking questions like these: “What is happening now? What is going
on now? What are you experiencing as you sit there and attempt to talk? What
is your awareness at this moment? How are you experiencing your fear? How
are you attempting to withdraw at this moment?”
Most people can stay in the present for only a short time and are inclined to
ﬁnd ways of interrupting the ﬂow of the present. Instead of experiencing their
feelings in the here and now, clients often talk about their feelings, almost as if
their feelings were detached from their present experiencing. One of the aims
of Gestalt therapy is to help clients become aware of their present experience.
For example, if Josephine begins to talk about sadness, pain, or confusion, the
Gestalt therapist attempts to get her to experience her sadness, pain, or confusion now. As she attends to the present experience, the therapist gauges
how much anxiety or discomfort is present and chooses further interventions
accordingly. The therapist might choose to allow Josephine to ﬂee from the
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present moment, only to extend another invitation several minutes later. If a
feeling emerges, the therapist might suggest an experiment that would help
Josephine to become more aware of the feeling, exploring where and how she
experiences it, what it does for her, and possible options to change it if it is uncomfortable. Likewise, if a thought or idea emerges, introducing an experiment
can help her delve into the thought, explore it more fully, and consider its effects and possible ramiﬁcations.
Gestalt therapists recognize that the past will make regular appearances
in the present moment, usually because of some lack of completion of that past
experience. When the past seems to have a signiﬁcant bearing on clients’ present attitudes or behavior, it is dealt with by bringing it into the present as much
as possible. When clients speak about their past, the therapist may ask them
to reenact it as though they were living it now. The therapist directs clients to
“bring the fantasy here” or “tell me the dream as though you were having it
now,” striving to help them relive what they experienced earlier. For example,
rather than talking about a past childhood trauma with her father, a client becomes the hurt child and talks directly to her father in fantasy, or by imagining
him being present in the room in an empty chair.
One way to bring vitality to the therapy sessions is to pay attention to the
immediacy and the quality of the relationship between the client and therapist.
To learn more about the here-and-now focus of Gestalt therapy, I recommend
Yalom (2003), Reynolds (2005), and Lampert (2003). In addition, Windowframes
(Mortola, 2006) contains numerous ideas for focusing on the present and energizing contact in the training and supervision of therapists.

Unﬁ nished Business
When ﬁgures emerge from the background but are not completed and resolved,
individuals are left with unﬁ nished business, which can be manifest in unexpressed feelings such as resentment, rage, hatred, pain, anxiety, grief, guilt,
and abandonment. Because the feelings are not fully experienced in awareness,
they linger in the background and are carried into present life in ways that
interfere with effective contact with oneself and others: “These incomplete directions do seek completion and when they get powerful enough, the individual
is beset with preoccupation, compulsive behavior, wariness, oppressive energy
and much self-defeating behavior” (Polster & Polster, 1973, p. 36). Unﬁ nished
business persists until the individual faces and deals with the unexpressed
feelings. The effects of unﬁ nished business often show up in some blockage
within the body. Gestalt therapists emphasize paying attention to the bodily
experience on the assumption that if feelings are unexpressed they tend to result in some physical sensations or problems.
Unacknowledged feelings create unnecessary emotional debris that clutters present-centered awareness. For example, in Stan’s case he never really felt
loved and accepted by his mother and was always left feeling that he was not
adequate. To deﬂect this need for maternal approval in the present, Stan may
look to women for his conﬁrmation of worth as a man. In developing a variety
of games to get women to approve of him, Stan reports that he is still not satisﬁed. The unﬁnished business is preventing him from authentic intimacy with
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women because his need is that of a child rather than an adult. Stan needs to
return to the old business and express his unacknowledged feelings of disappointment to achieve closure. He will have to tolerate the uncomfortable feelings that accompany recognizing and working through this impasse.
The impasse, or stuck point, is the time when external support is not available or the customary way of being does not work. The therapist’s task is to
accompany clients in experiencing the impasse without rescuing or frustrating them. The counselor assists clients by providing situations that encourage
them to fully experience their condition of being stuck. By completely experiencing the impasse, they are able to get into contact with their frustrations and
accept whatever is, rather than wishing they were different. Gestalt therapy is
based on the notion that individuals have a striving toward actualization and
growth and that if they accept all aspects of themselves without judging these
dimensions they can begin to think, feel, and act differently.

Contact and Resistances to Contact
In Gestalt therapy contact is necessary if change and growth are to occur. Contact
is made by seeing, hearing, smelling, touching, and moving. Effective contact
means interacting with nature and with other people without losing one’s sense
of individuality. Prerequisites for good contact are clear awareness, full energy,
and the ability to express oneself (Zinker, 1978). Miriam Polster (1987) claimed
that contact is the lifeblood of growth. It is the continually renewed creative adjustment of individuals to their environment. It entails zest, imagination, and
creativity. There are only moments of this type of contact, so it is most accurate
to think of levels of contact rather than a ﬁnal state to achieve. After a contact
experience, there is typically a withdrawal to integrate what has been learned.
Gestalt therapists talk about the two functions of boundaries: to connect and to
separate. Both contact and withdrawal are necessary and important to healthy
functioning.
Gestalt therapists also focus on interruptions, disturbances, and resistances to contact, which were developed as coping processes but often end up
preventing us from experiencing the present in a full and real way. Resistances
are typically adopted out of our awareness and when they function in a chronic
way, can contribute to dysfuctional behavior. Because resistances are developed as a means of coping with life situations, they possess positive qualities
as well as problematic ones. Polster and Polster (1973) describe ﬁve different
kinds of contact boundary disturbances that interrupt the cycle of experience:
introjection, projection, retroﬂection, deﬂection, and conﬂuence.
Introjection is the tendency to uncritically accept others’ beliefs and standards
without assimilating them to make them congruent with who we are. These introjects remain alien to us because we have not analyzed and restructured them.
When we introject, we passively incorporate what the environment provides rather
than clearly identifying what we want or need. If we remain in this stage, our
energy is bound up in taking things as we ﬁnd them and believing that authorities
know what is best for us rather than working for things ourselves.
Projection is the reverse of introjection. In projection we disown certain
aspects of ourselves by assigning them to the environment. Those attributes of
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our personality that are inconsistent with our self-image are disowned and put
onto, assigned to, and seen in other people; thus, blaming others for lots of our
problems. By seeing in others the very qualities that we refuse to acknowledge
in ourselves, we avoid taking responsibility for our own feelings and the person
who we are, and this keeps us powerless to initiate change. People who use projection as a pattern tend to feel that they are victims of circumstances, and they
believe that people have hidden meanings behind what they say.
Retroﬂection consists of turning back onto ourselves what we would like to
do to someone else or doing to ourselves what we would like someone else to do
to or for us. This process is principally an interruption of the action phase in the
cycle of experience and typically involves a fair amount of anxiety. People who
rely on retroﬂection tend to inhibit themselves from taking action out of fear of
embarrassment, guilt, and resentment. People who self-mutilate or who injure
themselves, for example, are often directing aggression inward out of fear of
directing it toward others. Depression and psychosomatic complaints are often
created by retroﬂecting. Typically, these maladaptive styles of functioning are
adopted outside of our awareness; part of the process of Gestalt therapy is to
help us discover a self-regulatory system so that we can deal realistically with
the world.
Deﬂection is the process of distraction or veering off, so that it is difﬁcult
to maintain a sustained sense of contact. We attempt to diffuse or defuse contact through the overuse of humor, abstract generalizations, and questions rather
than statements (Frew, 1986). When we deﬂect, we speak through and for others,
beating around the bush rather than being direct and engaging the environment in an inconsistent and inconsequential basis, which results in emotional
depletion.
Conﬂuence involves blurring the differentiation between the self and
the environment. As we strive to blend in and get along with everyone, there
is no clear demarcation between internal experience and outer reality. Conﬂuence in relationships involves the absence of conﬂ icts, slowness to anger,
and a belief that all parties experience the same feelings and thoughts we
do. This style of contact is characteristic of clients who have a high need to
be accepted and liked, thus ﬁ nding enmeshment comfortable. This condition makes genuine contact extremely difﬁcult. A therapist might assist clients who use this channel of resistance by asking questions such as: “What
are you doing now? What are you experiencing at this moment? What do
you want right now?”
Terms such as interruptions in contact or boundary disturbance refer to the characteristic styles people employ in their attempts to control their environment
through one of these channels of resistance. The premise in Gestalt therapy is
that contact is both normal and healthy, and clients are encouraged to become
increasingly aware of their dominant style of blocking contact and their use of
resistance. Today’s Gestalt therapists readily attend to how clients interrupt
contact, approaching the interruptive styles with respect and taking each style
seriously, knowing that it has served an important function in the past. It is
important to explore what the resistance does for clients: what it protects them
from, and what it keeps them from experiencing.
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Energy and Blocks to Energy
In Gestalt therapy special attention is given to where energy is located, how it
is used, and how it can be blocked. Blocked energy is another form of defensive
behavior. It can be manifested by tension in some part of the body, by posture,
by keeping one’s body tight and closed, by not breathing deeply, by looking
away from people when speaking to avoid contact, by choking off sensations,
by numbing feelings, and by speaking with a restricted voice, to mention only
a few.
Much of the therapeutic endeavor involves ﬁnding the focus of interrupted
energy and bringing these sensations to the client’s awareness. Clients may not
be aware of their energy or where it is located, and they may experience it in
a negative way. One of the tasks of the therapist is to help clients identify the
ways in which they are blocking energy and transform this blocked energy into
more adaptive behaviors. Clients can be encouraged to recognize how their
resistance is being expressed in their body. Rather than trying to rid themselves of certain bodily symptoms, clients can be encouraged to delve fully into
tension states. For example, by allowing themselves to exaggerate their tight
mouth and shaking legs, they can discover for themselves how they are diverting energy and keeping themselves from a full expression of aliveness.

The Therapeutic Process
Therapeutic Goals
Gestalt therapy does not ascribe to a “goal-oriented” methodology per se. However, as Melnick and Nevis (2005) aptly say, “Because of the complexity of therapeutic work, a well-grounded methodology is essential. . . . The six methodological components we consider vital or integral to Gestalt therapy are: (a) the
continuum of experience, (b) the here and now, (c) the paradoxical theory of
change, (d) the experiment, (e) the authentic encounter, and (f) process-oriented
diagnosis” (pp. 102–103). Despite not being focused on predetermined goals for
their clients, Gestalt therapists clearly attend to a basic goal—namely, assisting
the client to attain greater awareness, and with it, greater choice. Awareness
includes knowing the environment, knowing oneself, accepting oneself, and
being able to make contact. Increased and enriched awareness, by itself, is seen
as curative. Without awareness clients do not possess the tools for personality
change. With awareness they have the capacity to face and accept denied parts
as well as to fully experience their subjectivity. They can experience their unity
and wholeness. When clients stay with their awareness, important unﬁnished
business will emerge and can be dealt with in therapy. The Gestalt approach
helps clients note their own awareness process so that they can be responsible
and can selectively and discriminatingly make choices. Awareness emerges
within the context of a genuine meeting between client and therapist, or within
the context of I/Thou relating (Jacobs, 1989; Yontef, 1993).
The existential view (see Chapter 6) is that we are continually engaged in a
process of remaking and discovering ourselves. We do not have a static identity,
but discover new facets of our being as we face new challenges. Gestalt therapy
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is basically an existential encounter out of which clients tend to move in certain
directions. Through a creative involvement in Gestalt process, Zinker (1978)
expects clients will do the following:
• Move toward increased awareness of themselves
• Gradually assume ownership of their experience (as opposed to making
others responsible for what they are thinking, feeling, and doing)
• Develop skills and acquire values that will allow them to satisfy their
needs without violating the rights of others
• Become more aware of all of their senses
• Learn to accept responsibility for what they do, including accepting the
consequences of their actions
• Be able to ask for and get help from others and be able to give to others

Therapist’s Function and Role
Perls, Hefferline, and Goodman (1951) stated that the therapist’s job is to invite clients into an active partnership where they can learn about themselves
by adopting an experimental attitude toward life in which they try out new
behaviors and notice what happens. Yontef and Jacobs (2008) indicate that
Gestalt therapists use active methods and personal engagement with clients
to increase their awareness, freedom, and self-direction rather than directing
them toward preset goals.
Gestalt therapists encourage clients to attend to their sensory awareness in
the present moment. According to Yontef (1993), although the therapist functions as a guide and a catalyst, presents experiments, and shares observations,
the basic work of therapy is done by the client. Yontef maintains that the therapist’s task is to create a climate in which clients are likely to try out new ways of
being and behaving. Gestalt therapists do not force change on clients through
confrontation. Instead, they work within a context of I/Thou dialogue in a hereand-now framework.
An important function of Gestalt therapists is paying attention to clients’
body language. These nonverbal cues provide rich information as they often
represent feelings of which the client is unaware. The therapist needs to be
alert for gaps in attention and awareness and for incongruities between verbalizations and what clients are doing with their bodies. Therapists might direct
clients to speak for and become their gestures or body parts by asking, “What
do your eyes say?” “If your hands could speak at this moment, what would they
say?” “Can you carry on a conversation between your right and left hands?”
Clients may verbally express anger and at the same time smile. Or they may
say they are in pain and at the same time laugh. Therapists can ask clients to
become aware of how they are using their laughter to mask feelings of anger
or pain.
In addition to calling attention to clients’ nonverbal language, the Gestalt
counselor places emphasis on the relationship between language patterns and
personality. Clients’ speech patterns are often an expression of their feelings,
thoughts, and attitudes. The Gestalt approach focuses on overt speaking habits
as a way to increase clients’ awareness of themselves, especially by asking them
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to notice whether their words are congruent with what they are experiencing or
instead are distancing them from their emotions.
Language can both describe and conceal. By focusing on language, clients
are able to increase their awareness of what they are experiencing in the present moment and of how they are avoiding coming into contact with this hereand-now experience. Here are some examples of the aspects of language that
Gestalt therapists might focus on:
• “It” talk. When clients say “it” instead of “I,” they are using depersonalizing language. The counselor may ask them to substitute personal pronouns for
impersonal ones so that they will assume an increased sense of responsibility.
For example, if a client says, “It is difﬁcult to make friends, ”he could be asked
to restate this by making an “I” statement—”I have trouble making friends.”
• “You” talk. Global and impersonal language tends to keep the person hidden. The therapist often points out generalized uses of “you” and asks the client to substitute “I” when this is what is meant.
• Questions. Questions have a tendency to keep the questioner hidden, safe,
and unknown. Gestalt counselors often ask clients to change their questions
into statements. In making personal statements, clients begin to assume responsibility for what they say. They may become aware of how they are keeping
themselves mysterious through a barrage of questions and how this serves to
prevent them from making declarations that express themselves.
• Language that denies power. Some clients have a tendency to deny their personal
power by adding qualiﬁers or disclaimers to their statements. The therapist may
also point out to clients how certain qualiﬁers subtract from their effectiveness.
Experimenting with omitting qualiﬁers such as “maybe,” “perhaps,” “sort of,”
“I guess,” “possibly,” and “I suppose” can help clients change ambivalent messages into clear and direct statements. Likewise, when clients say “I can’t,” they
are really implying “I won’t.” Asking clients to substitute “won’t” for “can’t” often assists them in owning and accepting their power by taking responsibility
for their decisions. The counselor must be careful in intervening so that clients
do not feel that everything they say is subject to scrutiny. Rather than fostering
a morbid kind of introspection, the counselor hopes to foster awareness of what
is really being expressed through words.
• Listening to clients’ metaphors. In his workshops, Erv Polster (1995) emphasizes the importance of a therapist learning how to listen to the metaphors of
clients. By tuning into metaphors, the therapist gets rich clues to clients’ internal struggles. Examples of metaphors that can be ampliﬁed include client
statements such as “It’s hard for me to spill my guts in here.” “At times I feel
that I don’t have a leg to stand on.” “I feel like I have a hole in my soul.” “I need
to be prepared in case someone blasts me.” “I felt ripped to shreds after you
confronted me last week.” “After this session, I feel as though I’ve been put
through a meat grinder.” Beneath the metaphor may lie a suppressed internal
dialogue that represents critical unﬁ nished business or reactions to a present
interaction. For example, to the client who says she feels that she has been
put through a meat grinder, the therapist could ask: “What is your experience of being ground meat?” or “Who is doing the grinding?” It is essential
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to encourage this client to say more about what she is experiencing. The art of
therapy consists of assisting clients in translating the meaning of their metaphors so that they can be dealt with in therapy.
• Listening for language that uncovers a story. Polster (1995) also teaches the
value of what he calls “ﬂeshing out a ﬂash.” He reports that clients often use
language that is elusive yet gives signiﬁcant clues to a story that illustrates their
life struggles. Effective therapists learn to pick out a small part of what someone says and then to focus on and develop this element. Clients are likely to
slide over pregnant phrases, but the alert therapist can ask questions that will
help them ﬂesh out their story line. It is essential for therapists to pay attention
to what is fascinating about the person who is sitting before them and get that
person to tell a story.
In a workshop I observed Erv Polster’s magniﬁcent style in challenging a
person (Joe) who had volunteered for a demonstration of an individual session.
Although Joe had a fascinating story to reveal about a particular facet of his life,
he was presenting himself in a lifeless manner, and the energy was going ﬂat.
Eventually, Polster asked him, “Are you keeping my interest right now? Does
it matter to you whether I am engaged with you?” Joe looked shocked, but he
soon got the point. He accepted Polster’s challenge to make sure that he not
only kept the therapist interested but also presented himself in a way to keep
those in the audience interested. It was clear that Polster was directing Joe’s attention to a process of how he was expressing his feelings and life experiences
rather than being concerned with what he was talking about.
Polster believes storytelling is not always a form of resistance. Instead, it
can be the heart of the therapeutic process. He maintains that people are storytelling beings. The therapist’s task is to assist clients in telling their story in a
lively way. Polster (1987b) believes many people come to therapy to change the
titles of their stories rather than to transform their life stories.

Client’s Experience in Therapy
The general orientation of Gestalt therapy is toward dialogue. Whereas Fritz
Perls would have said that clients must be confronted about how they avoid accepting responsibility, the dialogic attitude carried into Gestalt therapy originally by Laura Perls creates the ground for a meeting place between client and
therapist. Other issues that can become the focal point of therapy include the
client–therapist relationship and the similarities in the ways clients relate to
the therapist and to others in their environment.
Gestalt therapists do not make interpretations that explain the dynamics of
an individual’s behavior or tell a client why he or she is acting in a certain way
because they are not the experts on the client’s experience. Instead, truth is the
result of the shared and phenomenologically reﬁned experience of the therapist
and the client (Yontef, 1999). Clients in Gestalt therapy are active participants who
make their own interpretations and meanings. It is they who increase awareness
and decide what they will or will not do with their personal meaning.
Miriam Polster (1987) described a three-stage integration sequence that
characterizes client growth in therapy. The ﬁ rst part of this sequence consists

210

PART TWO k Theories and Techniques of Counseling
of discovery. Clients are likely to reach a new realization about themselves or to
acquire a novel view of an old situation, or they may take a new look at some
signiﬁcant person in their lives. Such discoveries often come as a surprise to
them.
The second stage of the integration sequence is accommodation, which involves clients’ recognizing that they have a choice. Clients begin by trying out
new behaviors in the supportive environment of the therapy ofﬁce, and then
they expand their awareness of the world. Making new choices is often done
awkwardly, but with therapeutic support clients can gain skill in coping with
difﬁcult situations. Clients are likely to participate in out-of-ofﬁce experiments,
which can be discussed in the next therapy session.
The third stage of the integration sequence is assimilation, which involves
clients’ learning how to inﬂuence their environment. At this phase clients feel
capable of dealing with the surprises they encounter in everyday living. They
are now beginning to do more than passively accept the environment. Behavior at this stage may include taking a stand on a critical issue. Eventually,
clients develop conﬁdence in their ability to improve and improvise. Improvisation is the conﬁdence that comes from knowledge and skills. Clients are
able to make choices that will result in getting what they want. The therapist points out that something has been accomplished and acknowledges the
changes that have taken place within the client. At this phase clients have
learned what they can do to maximize their chances of getting what is needed
from their environment.

Relationship Between Therapist and Client
As an existential brand of therapy, Gestalt practice involves a person-toperson relationship between therapist and client. Therapists are responsible
for the quality of their presence, for knowing themselves and the client, and
for remaining open to the client. They are also responsible for establishing and
maintaining a therapeutic atmosphere that will foster a spirit of work on the
client’s part. It is important that therapists allow themselves to be affected by
their clients and that they actively share their own present perceptions and
experiences as they encounter clients in the here and now.
Gestalt therapists not only allow their clients to be who they are but also remain themselves and do not get lost in a role. They are willing to express their
reactions and observations, they share their personal experience and stories
in relevant and appropriate ways, and they do not manipulate clients. Further,
they give feedback that allows clients to develop an awareness of what they
are actually doing. The therapist must encounter clients with honest and immediate reactions and explore with them their fears, catastrophic expectations,
blockages, and resistances. Brown (2007) suggests that therapists share their
reactions with clients, yet she also stresses the importance of demonstrating an
attitude of respect, acceptance, present-centeredness, and presence.
A number of writers have given central importance to the I/Thou relationship
and the quality of the therapist’s presence, as opposed to technical skills. They
warn of the dangers of becoming technique-bound and losing sight of their own
being as they engage the client. The therapist’s attitudes and behavior and the
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relationship that is established are what really count (Brown, 2007; Frew, 2008;
Jacobs, 1989; Lee, 2004; Melnick & Nevis, 2005; Parlett, 2005; E. Polster, 1987a,
1987b; M. Polster, 1987; Yontef, 1993, 1995; Yontef & Jacobs, 2008). These writers
point out that current Gestalt therapy has moved beyond earlier therapeutic
practices.
Many contemporary Gestalt therapists place increasing emphasis on
factors such as presence, authentic dialogue, gentleness, more direct selfexpression by the therapist, decreased use of stereotypic exercises, and greater
trust in the client’s experiencing. Laura Perls (1976) stressed the notion that the
person of the therapist is more important than using techniques. She says, “There
are as many styles as there are therapists and clients who discover themselves
and each other and together invent their relationship” (p. 223). Jacobs (1989) asserts that a current trend in Gestalt practice is toward greater emphasis on the
client–therapist relationship rather than on techniques divorced from the context
of this encounter. She believes therapists who operate from this orientation are
able to establish a present-centered, nonjudgmental dialogue that allows clients
to deepen their awareness and to make contact with another person.
Polster and Polster (1973) emphasized the importance of therapists knowing themselves and being therapeutic instruments. Like artists who need to
be in touch with what they are painting, therapists are artistic participants in
the creation of new life. The Polsters implore therapists to use their own experiences as essential ingredients in the therapy process. According to them,
therapists are more than mere responders or catalysts. If they are to make effective contact with clients, therapists must be in tune with both their clients
and themselves. Therapy is a two-way engagement that changes both the client
and the therapist. If therapists are not sensitively tuned to their own qualities
of tenderness, toughness, and compassion and to their reactions to the client,
they become technicians. Experiments should be aimed at awareness, not at
simple solutions to a client’s problem. Jacobs (1989) maintains that if therapists
use experiments when they are frustrated with a client and want to change
the person, they are misusing the experiments and will probably thwart rather
than foster growth and change.

Application: Therapeutic Techniques
and Procedures
The Experiment in Gestalt Therapy
Although the Gestalt approach is concerned with the obvious, its simplicity
should not be taken to mean that the therapist’s job is easy. Developing a variety
of interventions is simple, but employing these methods in a mechanical fashion
allows clients to continue inauthentic living. If clients are to become authentic, they need contact with an authentic therapist. In Creative Process in Gestalt
Therapy, Zinker (1978) emphasizes the role of the therapist as a creative agent
of change, an inventor, and a compassionate and caring human being. Dr. Jon
Frew, a Gestalt therapist, demonstrates Gestalt interventions applied to the case
of Ruth in Case Approach to Counseling and Psychotherapy (Corey, 2009, chap. 6).
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Before discussing the variety of Gestalt methods you could include in your
repertoire of counseling procedures, it is helpful to differentiate between exercises (or techniques) and experiments. Exercises are ready-made techniques
that are sometimes used to make something happen in a therapy session or
to achieve a goal. They can be catalysts for individual work or for promoting
interaction among members of a therapy group. Experiments, in contrast, grow
out of the interaction between the client and therapist, and they emerge within
this dialogic process. They can be considered the very cornerstone of experiential learning. Frew (2008) deﬁnes the experiment “as a method that shifts the
focus of counseling from talking about a topic to an activity that will heighten the
client’s awareness and understanding through experience” (p. 253). According to
Melnick and Nevis (2005), experiments have been confused with techniques: “A
technique is a performed experiment with speciﬁc learning goals. . . . An experiment, on the other hand, ﬂows directly from psychotherapy theory and is crafted
to ﬁt the individual as he or she exists in the here and now” (p. 108). Melnick and
Nevis suggest using the Gestalt continuum of experience as a guide for custom
designing experiments.
The experiment is fundamental to contemporary Gestalt therapy. Zinker
(1978) sees therapy sessions as a series of experiments, which are the avenues
for clients to learn experientially. What is learned from an experiment is a surprise to both the client and the therapist. Gestalt experiments are a creative
adventure and a way in which clients can express themselves behaviorally.
Experiments are spontaneous, one-of-a-kind, and relevant to a particular moment and a particular development of a ﬁgure-formation process. They are not
designed to achieve a particular goal but occur in the context of a moment-tomoment contacting process between therapist and client. Polster (1995) indicates that experiments are designed by the therapist and evolve from the theme
already developing through therapeutic engagement, such as the client’s report
of needs, dreams, fantasies, and body awareness. Gestalt therapists invite clients to engage in experiments that lead to fresh emotional experiencing and
new insights (Strumpfel & Goldman, 2002). Experimentation is an attitude inherent in all Gestalt therapy; it is a collaborative process with full participation
of the client. Clients test an experiment to determine what does and does not ﬁt
for them through their own awareness (Yontef, 1993, 1995).
Miriam Polster (1987) says that an experiment is a way to bring out some
kind of internal conﬂ ict by making this struggle an actual process. It is aimed
at facilitating a client’s ability to work through the stuck points of his or her life.
Experiments encourage spontaneity and inventiveness by bringing the possibilities for action directly into the therapy session. By dramatizing or playing
out problem situations or relationships in the relative safety of the therapy
context, clients increase their range of ﬂexibility of behavior. According to
M. Polster, Gestalt experiments can take many forms: imagining a threatening
future encounter; setting up a dialogue between a client and some signiﬁcant
person in his or her life; dramatizing the memory of a painful event; reliving a
particularly profound early experience in the present; assuming the identity of
one’s mother or father through role playing; focusing on gestures, posture, and
other nonverbal signs of inner expression; or carrying on a dialogue between
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two conﬂicting aspects within the person. Through these experiments, clients
may actually experience the feelings associated with their conﬂ icts. Experiments bring struggles to life by inviting clients to enact them in the present. It
is crucial that experiments be tailored to each individual and used in a timely
manner; they also need to be carried out in a context that offers a balance between support and risk. Sensitivity and careful attention on the therapist’s part
is essential so that clients are “neither blasted into experiences that are too
threatening nor allowed to stay in safe but infertile territory” (Polster & Polster,
1990, p. 104).

Preparing Clients for Gestalt Experiments
If students-in-training limit their understanding of Gestalt therapy to simply reading about the approach, Gestalt methods are likely to seem abstract and the notion
of experiments may seem strange. Asking clients to “become” an object in one of
their dreams, for instance, may seem silly and pointless. It is important for counselors to personally experience the power of Gestalt experiments and to feel comfortable suggesting them to clients. In this regard, it can be most useful for trainees
to personally experience Gestalt methods as a client.
It is also essential that counselors establish a relationship with their clients,
so that the clients will feel trusting enough to participate in the learning that
can result from Gestalt experiments. Clients will get more from Gestalt experiments if they are oriented and prepared for them. Through a trusting relationship with the therapist, clients are likely to recognize their resistance and allow
themselves to participate in these experiments.
If clients are to cooperate, counselors must avoid directing them in a commanding fashion to carry out an experiment. Typically, I ask clients if they are
willing to try out an experiment to see what they might learn from it. I also
tell clients that they can stop when they choose to, so the power is with them.
Clients at times say that they feel silly or self-conscious or that the task feels
artiﬁcial or unreal. At such times I am likely to respond by asking: “Are you
willing to give it a try and see what happens?”
I cannot overemphasize the power of the therapeutic relationship and the
necessity for trust as the foundation for implementing any experiment. If I meet
with hesitation, I tend to be interested in exploring the client’s reluctance. It is
helpful to know the reason the client is stopping. Reluctance to become emotionally involved often is a function of the client’s cultural background. Some
clients have been conditioned to work hard to maintain emotional control.
They may have reservations about expressing intense feelings openly, even if
they are in an emotional state. This can well be due to their socialization and to
cultural norms they abide by. In some cultures it is considered rude to express
emotions openly, and there are certain cultural injunctions against showing
one’s vulnerability or psychological pain. If clients have had a long history of
containing their feelings, it is understandable that they will be reluctant to participate in experiments that are likely to bring their emotions to the surface. Of
course, many men have been socialized not to express intense feelings. Their
reluctance to allow themselves to be emotional should be dealt with in a respectful manner.
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Other clients may resist becoming emotionally involved because of their
fear, lack of trust, concern over losing control, or some other concern. The way
in which clients resist doing an experiment reveals a great deal about their personality and their way of being in the world. Therefore, Gestalt therapists expect and respect the emergence of reluctance on a client’s part. The therapist’s
aim is not to eliminate clients’ defenses but to meet clients wherever they are.
The essence of current Gestalt therapy involves honoring and respecting
reluctance or resistance and supporting clients to become more aware of their
experience. Contemporary Gestalt therapy places much less emphasis on resistance than the early version of Gestalt therapy. In fact, a number of Gestalt
therapy writers propose that the term “resistance” is actually incompatible with
the philosophical and theoretical tenets of Gestalt therapy (Breshgold, 1989).
Although it is possible to look at “resistance to awareness” and “resistance to
contact,” the idea of resistance is viewed as unnecessary by some Gestalt therapists. Frew (2008) argues that the notion of resistance is completely foreign to
the theory and practice of Gestalt therapy and suggests that resistance is a term
frequently used for clients who are not doing what the therapist wants them
to do. Polster and Polster (1976) suggest that it is best for therapists to observe
what is actually and presently happening rather than trying to make something happen. This gets away from the notion that clients are resisting and thus
behaving wrongly. According to the Polsters, change occurs through contact
and awareness—one does not have to try to change. Maurer (2005) writes about
“appreciating resistance” as a creative adjustment to a situation rather than
something to overcome. Maurer claims that we need to respect resistance, take
it seriously, and view it as “the energy” and not “the enemy.”
It is well to remember that Gestalt experiments are designed to expand
clients’ awareness and to help them try out new modes of behavior. Within the
safety of the therapeutic situation, clients are given opportunities and encouraged to “try on” a new behavior. This heightens the awareness of a particular
aspect of functioning, which leads to increased self-understanding (Breshgold,
1989; Yontef, 1995). Experiments are only means to the end of helping people
become more aware and making changes they most desire. The following guidelines, largely taken from Passons (1975) and Zinker (1978), are useful both
in preparing clients for Gestalt experiments and in carrying them out in the
course of therapy:
• It is important for the counselor to be sensitive enough to know when to
leave the client alone.
• To derive maximum beneﬁt from Gestalt experiments, the practitioner
must be sensitive to introducing them at the right time and in an appropriate manner.
• The nature of the experiment depends on the individual’s problems, what
the person is experiencing, and the life experiences that both the client
and the therapist bring to the session.
• Experiments require the client’s active role in self-exploration.
• Gestalt experiments work best when the therapist is respectful of the
client’s cultural background and is in good contact with the person.
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• If the therapist meets with hesitation, it is a good idea to explore its meaning for the client.
• It is important that the therapist be ﬂexible in using techniques, paying
particular attention to how the client is responding.
• The counselor should be ready to scale down tasks so that the client has
a good chance to succeed in his or her efforts. It is not helpful to suggest
experiments that are too advanced for a client.
• The therapist needs to learn which experiments can best be practiced in
the session itself and which can best be performed outside.

The Role of Confrontation
Students are sometimes put off by their perception that a Gestalt counselor’s
style is direct and confrontational. I tell my students that it is a mistake to equate
the practice of any theory with its founder. As has been mentioned, the contemporary practice of Gestalt therapy has progressed beyond the style exhibited
by Fritz Perls. Yontef (1993) refers to the Perlsian style as a “boom-boom-boom
therapy” characterized by theatrics, abrasive confrontation, and intense catharsis. He implies that the charismatic style of Perls probably met more of his
own narcissistic needs than the needs of his clients. Yontef (1993, 1999) is critical of the anti-intellectual, individualistic, dramatic, and confrontational ﬂavor
that characterized Gestalt therapy in the “anything goes environment” of the
1960s and 1970s. According to Yontef (1999), the newer version of relational Gestalt therapy has evolved to include more support and increased kindness and
compassion in therapy. This approach “combines sustained empathic inquiry
with crisp, clear, and relevant awareness focusing” (p. 10). Perls practiced a
highly confrontational approach as a way to deal with avoidance. However, this
confrontational model is not representative of Gestalt therapy as it is currently
being practiced (Bowman, 2005; Frew, 2008; Yontef & Jacobs, 2008).
Confrontation is used at times in the practice of Gestalt therapy, yet it does
not have to be viewed as a harsh attack. Confrontation can be done in such a
way that clients cooperate, especially when they are invited to examine their
behaviors, attitudes, and thoughts. Therapists can encourage clients to look at
certain incongruities, especially gaps between their verbal and nonverbal expression. Further, confrontation does not have to be aimed at weaknesses or
negative traits; clients can be challenged to recognize how they are blocking
their strengths.
Counselors who care enough to make demands on their clients are telling
them, in effect, that they could be in fuller contact with themselves and others.
Ultimately, however, clients must decide for themselves if they want to accept
this invitation to learn more about themselves. This caveat needs to be kept in
mind with all of the experiments that are to be described.

Gestalt Therapy Interventions
Experiments can be useful tools to help the client gain fuller awareness, experience internal conﬂ icts, resolve inconsistencies and dichotomies, and work
through an impasse that is preventing completion of unﬁ nished business. Exercises can be used to elicit emotion, produce action, or achieve a speciﬁc goal.
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When used at their best, the interventions described here ﬁt the therapeutic
situation and highlight whatever the client is experiencing. The following material is based on Levitsky and Perls (1970), with my own suggestions added for
implementing these methods.

THE INTERNAL DIALOGUE EXERCISE One goal of Gestalt therapy is to
bring about integrated functioning and acceptance of aspects of one’s personality that have been disowned and denied. Gestalt therapists pay close attention
to splits in personality function. A main division is between the “top dog” and
the “underdog,” and therapy often focuses on the war between the two.
The top dog is righteous, authoritarian, moralistic, demanding, bossy, and
manipulative. This is the “critical parent” that badgers with “shoulds” and
“oughts” and manipulates with threats of catastrophe. The underdog manipulates by playing the role of victim: by being defensive, apologetic, helpless, and
weak and by feigning powerlessness. This is the passive side, the one without
responsibility, and the one that ﬁnds excuses.
The top dog and the underdog are engaged in a constant struggle for control. The struggle helps to explain why one’s resolutions and promises often
go unfulﬁlled and why one’s procrastination persists. The tyrannical top dog
demands that one be thus-and-so, whereas the underdog deﬁantly plays the
role of disobedient child. As a result of this struggle for control, the individual
becomes fragmented into controller and controlled. The civil war between the
two sides continues, with both sides ﬁghting for their existence.
The conﬂict between the two opposing poles in the personality is rooted in
the mechanism of introjection, which involves incorporating aspects of others,
usually parents, into one’s personality. It is essential that clients become aware
of their introjects, especially the toxic introjects that poison the person and prevent personality integration.
The empty-chair technique is one way of getting the client to externalize
the introject, a technique Perls used a great deal. Using two chairs, the therapist asks the client to sit in one chair and be fully the top dog and then shift to
the other chair and become the underdog. The dialogue can continue between
both sides of the client. Essentially, this is a role-playing technique in which all
the parts are played by the client. In this way the introjects can surface, and the
client can experience the conﬂict more fully. The conﬂict can be resolved by the
client’s acceptance and integration of both sides. This exercise helps clients get
in touch with a feeling or a side of themselves that they may be denying; rather
than merely talking about a conﬂicted feeling, they intensify the feeling and
experience it fully. Further, by helping clients realize that the feeling is a very
real part of themselves, the intervention discourages clients from disassociating the feeling.
The goal of this exercise is to promote a higher level of integration between
the polarities and conﬂ icts that exist in everyone. The aim is not to rid oneself
of certain traits but to learn to accept and live with the polarities.

MAKING THE ROUNDS Making the rounds is a Gestalt exercise that involves asking a person in a group to go up to others in the group and either
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speak to or do something with each person. The purpose is to confront, to risk,
to disclose the self, to experiment with new behavior, and to grow and change. I
have experimented with “making the rounds” when I sensed that a participant
needed to face each person in the group with some theme. For example, a group
member might say: “I’ve been sitting here for a long time wanting to participate
but holding back because I’m afraid of trusting people in here. And besides, I
don’t think I’m worth the time of the group anyway.” I might counter with “Are
you willing to do something right now to get yourself more invested and to
begin to work on gaining trust and self-conﬁdence?” If the person answers afﬁrmatively, my suggestion could well be: “Go around to each person and ﬁnish
this sentence: ‘I don’t trust you because . . .’ .” Any number of exercises could
be invented to help individuals involve themselves and choose to work on the
things that keep them frozen in fear.
Some other related illustrations and examples that I ﬁ nd appropriate for
the making-the-rounds intervention are reﬂected in clients’ comments such as
these: “I would like to reach out to people more often.” “Nobody in here seems
to care very much.” “I’d like to make contact with you, but I’m afraid of being
rejected [or accepted].” “It’s hard for me to accept compliments; I always discount good things people say to me.”

THE REVERSAL EXERCISE Certain symptoms and behaviors often represent reversals of underlying or latent impulses. Thus, the therapist could ask
a person who claims to suffer from severe inhibitions and excessive timidity
to play the role of an exhibitionist. I remember a client in one of our therapy
groups who had difﬁculty being anything but sugary sweet. I asked her to reverse her typical style and be as negative as she could be. The reversal worked
well; soon she was playing her part with real gusto, and later she was able to
recognize and accept her “negative side” as well as her “positive side.”
The theory underlying the reversal technique is that clients take the plunge
into the very thing that is fraught with anxiety and make contact with those
parts of themselves that have been submerged and denied. This technique can
help clients begin to accept certain personal attributes that they have tried to
deny.
THE REHEARSAL EXERCISE Oftentimes we get stuck rehearsing silently to
ourselves so that we will gain acceptance. When it comes to the performance,
we experience stage fright, or anxiety, because we fear that we will not play our
role well. Internal rehearsal consumes much energy and frequently inhibits
our spontaneity and willingness to experiment with new behavior. When clients share their rehearsals out loud with a therapist, they become more aware
of the many preparatory means they use in bolstering their social roles. They
also become increasingly aware of how they try to meet the expectations of others, of the degree to which they want to be approved, accepted, and liked, and
of the extent to which they go to attain acceptance.
THE EX AGGER ATION EXERCISE One aim of Gestalt therapy is for clients
to become more aware of the subtle signals and cues they are sending through
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body language. Movements, postures, and gestures may communicate significant meanings, yet the cues may be incomplete. In this exercise the person
is asked to exaggerate the movement or gesture repeatedly, which usually intensiﬁes the feeling attached to the behavior and makes the inner meaning
clearer. Some examples of behaviors that lend themselves to the exaggeration
technique are trembling (shaking hands, legs), slouched posture and bent
shoulders, clenched ﬁsts, tight frowning, facial grimacing, crossed arms, and
so forth. If a client reports that his or her legs are shaking, the therapist may ask
the client to stand up and exaggerate the shaking. Then the therapist may ask
the client to put words to the shaking limbs.

STAYING WITH THE FEELING Most clients desire to escape from fearful stimuli and to avoid unpleasant feelings. At key moments when clients refer to a feeling or a mood that is unpleasant and from which they have a great desire to ﬂee,
the therapist may urge clients to stay with their feeling and encourage them to go
deeper into the feeling or behavior they wish to avoid. Facing and experiencing
feelings not only takes courage but also is a mark of a willingness to endure the
pain necessary for unblocking and making way for newer levels of growth.
THE GESTALT APPROACH TO DREAM WORK In psychoanalysis dreams
are interpreted, intellectual insight is stressed, and free association is used to
explore the unconscious meanings of dreams. The Gestalt approach does not
interpret and analyze dreams. Instead, the intent is to bring dreams back to life
and relive them as though they were happening now. The dream is acted out
in the present, and the dreamer becomes a part of his or her dream. The suggested format for working with dreams includes making a list of all the details
of the dream, remembering each person, event, and mood in it, and then becoming each of these parts by transforming oneself, acting as fully as possible
and inventing dialogue. Each part of the dream is assumed to be a projection
of the self, and the client creates scripts for encounters between the various
characters or parts. All of the different parts of a dream are expressions of the
client’s own contradictory and inconsistent sides, and, by engaging in a dialogue between these opposing sides, the client gradually becomes more aware
of the range of his or her own feelings.
Perls’s concept of projection is central in his theory of dream formation;
every person and every object in the dream represents a projected aspect of the
dreamer. Perls (1969a) suggested that “we start with the impossible assumption
that whatever we believe we see in another person or in the world is nothing
but a projection” (p. 67). Recognizing the senses and understanding projections
go hand in hand. Clients do not think about or analyze the dream but use it as a
script and experiment with the dialogue among the various parts of the dream.
Because clients can act out a ﬁght between opposing sides, eventually they can
appreciate and accept their inner differences and integrate the opposing forces.
Freud called the dream the royal road to the unconscious, but to Perls dreams
are the “royal road to integration” (p. 66).
According to Perls, the dream is the most spontaneous expression of the
existence of the human being. It represents an unﬁ nished situation, but every
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dream also contains an existential message regarding oneself and one’s current
struggle. Everything can be found in dreams if all the parts are understood and
assimilated; dreams serve as an excellent way to discover personality voids by
revealing missing parts and clients’ methods of avoidance. Perls asserts that if
dreams are properly worked with, the existential message becomes clearer. If
people do not remember dreams, they may be refusing to face what is wrong
with their life. At the very least, the Gestalt counselor asks clients to talk to their
missing dreams. For example, as directed by her therapist, a client reported the
following dream in the present tense, as though she were still dreaming:
I have three monkeys in a cage. One big monkey and two little ones! I feel very
attached to these monkeys, although they are creating a lot of chaos in a cage
that is divided into three separate spaces. They are ﬁghting with one another—
the big monkey is ﬁghting with the little monkey. They are getting out of the
cage, and they are clinging onto me. I feel like pushing them away from me. I
feel totally overwhelmed by the chaos that they are creating around me. I turn
to my mother and tell her that I need help, that I can no longer handle these
monkeys because they are driving me crazy. I feel very sad and very tired, and
I feel discouraged. I am walking away from the cage, thinking that I really love
these monkeys, yet I have to get rid of them. I am telling myself that I am like
everybody else. I get pets, and then when things get rough, I want to get rid of
them. I am trying very hard to ﬁnd a solution to keeping these monkeys and
not allowing them to have such a terrible effect on me. Before I wake up from
my dream, I am making the decision to put each monkey in a separate cage,
and maybe that is the way to keep them.

The therapist then asked his client, Brenda, to “become” different parts
of her dream. Thus, she became the cage, and she became and had a dialogue
with each monkey, and then she became her mother, and so forth. One of the
most powerful aspects of this technique was Brenda’s reporting her dream as
though it were still happening. She quickly perceived that her dream expressed
a struggle she was having with her husband and her two children. From her
dialogue work, Brenda discovered that she both appreciated and resented her
family. She learned that she needed to let them know about her feelings and
that together they might work on improving an intensely difﬁcult lifestyle. She
did not need an interpretation from her therapist to understand the clear message of her dream.

Application to Group Counseling
Gestalt therapy is well suited for a group context. Gestalt therapy encourages direct experience and actions as opposed to merely talking about conﬂicts, problems, and feelings. If members have anxieties pertaining to some future event,
they can enact these future concerns in the present. This here-and-now focus
enlivens the group and assists members in vividly exploring their concerns.
Moving from talking about to action is often done by the use of experiments
in a group. Gestalt therapy employs a rich variety of interventions designed
to intensify what group members are experiencing in the present moment for
the purpose of leading to increased awareness. All of the techniques that were
described earlier can be employed in a therapeutic group.
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When one member is the focus of work, other members can be used to
enhance an individual’s work. Through the skill of linking, the group leader
can bring a number of members into the exploration of a problem. I prefer an
interactive style of Gestalt group work and ﬁnd that bringing in an interpersonal dimension maximizes the therapeutic potency within the group. I do not
like to introduce a technique to promote something happening within a group;
rather, I tend to invite members to try out different behavioral styles as a way to
heighten what a given member might be experiencing at the moment. A group
format provides a context for a great deal of creativity in using interventions
and designing experiments. These experiments need to be tailored to each
group member and used in a timely manner; they also need to be carried out in
a context that offers a balance between support and risk. Experiments, at their
best, evolve from what is going on within individual members and what is happening in the group at the moment.
Although Gestalt group leaders encourage members to heighten their
awareness and attend to their interpersonal style of relating, leaders tend to
take an active role in creating experiments to help members tap their resources.
Gestalt leaders are actively engaged with the members, and leaders frequently
engage in self-disclosure as a way to enhance relationships and create a sense
of mutuality within the group. Gestalt leaders focus on awareness, contact, and
experimentation (Yontef & Jacobs, 2008).
If members experience the group as being a safe place, they will be inclined to move into the unknown and challenge themselves. To increase the
chances that members will beneﬁt from Gestalt methods, group leaders need
to communicate the general purpose of these interventions and create an experimental climate. Leaders are not trying to push an agenda; rather, members
are free to try something new and determine for themselves whether it’s going
to work.
In training workshops in group counseling that Marianne Schneider Corey and I conducted in Korea, the Gestalt approach was well accepted. Group
members were very open and willing to share themselves emotionally once a
climate of safety was created. We strive to avoid making assumptions about the
members of a group, and we are careful not to impose our worldviews or values
on them. Instead, we approach clients with respect, interest, compassion, and
presence. We work collaboratively with our clients to discover how to best help
them resolve the difﬁculties they experience internally, interpersonally, and
in the context of their social environment. Although it is unrealistic to think
you need to know everything about different cultures, it is essential to bring
an attitude of respect and appreciation for differences to your work in diverse
cultural environments around the world. With these attitudes we found that
we were able to use many Gestalt interventions with Korean people in a group
training context. In some ways this is not surprising because in Korea there is
an emphasis on collectivistic values, and group work ﬁts well into the Korean
culture.
For a more detailed account of Gestalt therapy in groups, see Corey (2008,
chap. 11) and Feder (2006).
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Gestalt Therapy From a Multicultural Perspective
Strengths From a Diversity Perspective
There are opportunities to sensitively and creatively use Gestalt methods with
culturally diverse populations if interventions are timed appropriately and
used ﬂexibly. Frew (2008) has made the case that “contemporary Gestalt therapy
has evolved as a culturally sensitive and diversity friendly orientation” (p. 267).
One of the advantages of drawing on Gestalt experiments is that they can be
tailored to ﬁt the unique way in which an individual perceives and interprets
his or her culture. Although most therapists have preconceptions, Gestalt therapists strive to approach each client in an open way. They do this by checking
out their biases and views in dialogue with the client. This is particularly important in working with individuals from other cultures.
Fernbacher (2005) stresses the importance of assisting Gestalt therapy
trainees in developing their own awareness. She suggests: “To develop awareness of one’s cultural identity, one must attend to its inﬂuence not only in training but also as part of ongoing development of a Gestalt practitioner” (p. 121).
Fernbacher contends that “to undertake work across cultures from a Gestalt
perspective, it is essential that we explore our own cultural selves . . . to make
contact and encourage contact in and with others, we need to know about ourselves” (p. 131).
Gestalt therapy is particularly effective in helping people integrate the
polarities within themselves. Many bicultural clients experience an ongoing
struggle to reconcile what appear to be diverse aspects of the two cultures in
which they live. In one of my weeklong groups, a dynamic piece of work was
done by a woman with European roots. Her struggle consisted of integrating
her American side with her experiences in Germany as a child. I asked her
to “bring her family into this group” by talking to selected members in the
group as though they were members of her family. She was asked to imagine
that she was 8 years old and that she could now say to her parents and siblings
things that she had never expressed. I asked her to speak in German (since this
was her primary language as a child). The combined factors of her trust in the
group, her willingness to re-create an early scene by reliving it in the present
moment, and her symbolic work with fantasy helped her achieve a signiﬁcant
breakthrough. She was able to put a new ending to an old and unﬁnished situation through her participation in this Gestalt experiment.
There are many opportunities to apply Gestalt experiments in creative
ways with diverse client populations. In cultures where indirect speech is
the norm, nonverbal behaviors may emphasize the unspoken content of verbal communication. These clients may express themselves nonverbally more
expressively than they do with words. Gestalt therapists may ask clients to
focus on their gestures, facial expressions, and what they are experiencing
within their own body. They attempt to fully understand the background of
their clients’ culture. They are concerned about how and which aspects of
this background become central or ﬁgural for their clients and what meaning
clients place on these ﬁgures.
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Gestalt Therapy Applied to the Case of Stan

k

The Gestalt-oriented therapist focuses on
the unfinished business Stan has with his
parents, siblings, and ex-wife. It appears that
this unfinished business consists mainly of feelings of
resentment, and Stan turns this resentment on himself.
His present life situation is spotlighted, but he may also
need to reexperience past feelings that could be interfering with his present attempts to develop intimacy
with others.
Although the focus is on Stan’s present behavior, his therapist guides him toward becoming aware
of how he is carrying old baggage around and how it
interferes with his life today. Her task is to assist him in
re-creating the context in which he made earlier decisions that are no longer serving him well. Essentially,
Stan needs to learn that his decision about his way of
being during his childhood years may no longer be appropriate. One of his cardinal decisions was: “I’m stupid,
and it would be better if I did not exist.”
Stan has been influenced by cultural messages
that he has accepted. His counselor is interested in exploring his cultural background, including his values
and the values characteristic of his culture. With this
focus, the counselor may help Stan identify some of
the following cultural injunctions: “Don’t talk about
your family with strangers, and don’t hang your dirty
linen in public.” “Don’t confront your parents because
they deserve respect.” “Don’t be too concerned about
yourself.” “Don’t show your vulnerabilities; hide your
feelings and weaknesses.” Stan’s counselor challenges
Stan to examine those injunctions that are no longer
functional. Although he can decide to retain those aspects of his culture that he prizes, he is also in a position to modify certain cultural expectations. Of course,
this will be done when these issues emerge in the foreground of his work.
Stan’s therapist encourages him to attend to
what he becomes aware of as the session begins. She
asks, “What are you experiencing as we are getting
started today?” As she encourages Stan to tune into
his present experience and selectively makes observations, a number of figures will emerge. The goal is
to focus on a figure of interest, one that seems to hold

the most energy or relevance for Stan. When a figure is
identified, the task is to deepen Stan’s awareness of this
thought, feeling, body sensation, or insight through related experiments. The therapist designs these experiments to create awareness or to create contact possibilities between Stan and herself. His therapist places
value on practicing Gestalt therapy dialogically, and
she aims to be fully present and interested in understanding his world. She decides how much self-disclosure to make for Stan’s benefit and to strengthen the
therapeutic relationship.
In typical Gestalt fashion, Stan deals with his present struggles within the context of the relationship
with his therapist, not simply by talking about his past
or by analyzing his insights but by becoming some of
those individuals who told him how to think, feel, and
behave as a child. He can then become the child that
he was and respond to them from the place where
he feels the most confusion or pain. He experiences
in new ways the feelings that accompany his beliefs
about himself, and he comes to a deeper appreciation
of how his feelings and thoughts influence what he is
doing today.
Stan has learned to hide his emotions rather than
to reveal them. Understanding this about him, his
counselor explores his hesitations and concerns about
“getting into feelings.” She recognizes that he is hesitant in expressing his emotions and helps him assess
whether he would like to experience them more fully
and express them more freely.
When Stan decides that he wants to experience
his emotions rather than deny them, the therapist
asks: “What are you aware of now having said what
you did?” Stan says that he can’t get his ex-wife out of
his mind. He tells the therapist about the pain he feels
over that relationship and how he is frightened of getting involved again lest he be hurt again. The therapist
continues to ask him to focus inward and get a sense
of what stands out for him at this very moment. Stan
replies: “I’m hurt and angry over all the pain that I’ve
allowed her to inflict on me.” She asks him to imagine
himself in earlier scenes with his ex-wife, as though the
painful situation were occurring in the here and now.
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He symbolically relives and reexperiences the situation by talking “directly” to his wife. He tells her of his
resentments and hurts and eventually moves toward
completing his unfinished business with her. By participating in this experiment, Stan is attaining more
awareness of what he is now doing and how he keeps
himself locked into his past.

Follow-Up: You Continue as Stan’s
Gestalt Therapist
Use these questions to help you think about how to
work with Stan using the Gestalt approach:

• How might you begin a session with Stan? Would
you suggest a direction he should pursue? Would
you wait for him to initiate work? Would you ask
him to continue from where he left off in the
previous session? Would you attend to whatever
theme or issue becomes figural to him?
• What unfinished business can you identify in
Stan’s case? Does any of his experience of being
stuck remind you of yourself? How might you
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work with Stan if he did bring up your own
unfinished business?
• Stan’s Gestalt therapist created an experiment to
assist Stan in dealing with pain, resentment, and
hurt over situations with his ex-wife. How might
you have worked with the material Stan brought
up? What kind of experiment might you design?
How would you decide what kind of experiment
to create?
• How might you work with Stan’s cultural
messages? Would you be able to respect his
cultural values and still encourage him to make
an assessment of some of the ways in which his
culture is affecting him today?
See the online and DVD program, Theory
in Practice: The Case of Stan (Session 6 on
Gestalt therapy), for a demonstration of my approach to counseling Stan from this perspective.
This session consists of Stan exploring one of his
dreams in Gestalt fashion.

Shortcomings From a Diversity Perspective
To a greater extent than is true of most other approaches, there are some potential problems in too quickly utilizing some Gestalt experiments with some
clients. Gestalt methods tend to produce a high level of intense feelings. This
focus on affect has some clear limitations with those clients who have been culturally conditioned to be emotionally reserved. As mentioned earlier, some individuals believe expressing feelings openly is a sign of weakness and a display
of one’s vulnerability. Counselors who operate on the assumption that catharsis
is necessary for any change to occur are likely to ﬁnd certain clients becoming
increasingly resistant, and such clients may prematurely terminate counseling. Other individuals have strong cultural injunctions prohibiting them from
directly expressing their emotions to their parents (such as “Never show your
parents that you are angry at them” or “Strive for peace and harmony, and avoid
conﬂicts”). I recall a client from India who was asked by his counselor to “bring
your father into the room.” The client was very reluctant to even symbolically
tell his father of his disappointment with their relationship. In his culture the
accepted way to deal with his father was to use his uncle as a go-between, and
it was considered highly inappropriate to express any negative feelings toward
his father. The client later said that he would have felt very guilty if he had symbolically told his father what he sometimes thought and felt.
Gestalt therapists who have truly integrated their approach are sensitive
enough to practice in a ﬂexible way. They consider the client’s cultural framework
and are able to adapt methods that are likely to be well received. They strive to
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help clients experience themselves as fully as possible in the present, yet they
are not rigidly bound by dictates, nor do they routinely intervene whenever clients stray from the present. Sensitively staying in contact with a client’s ﬂow of
experiencing entails the ability to focus on the person and not on the mechanical use of techniques for a certain effect.

Summary and Evaluation
Gestalt therapy is an experiential approach that stresses present awareness
and the quality of contact between the individual and the environment. The
major focus is on assisting the client to become aware of how behaviors that
were once part of creatively adjusting to past environments may be interfering
with effective functioning and living in the present. The goal of the approach
is, ﬁrst and foremost, to gain awareness.
Another therapeutic aim is to assist clients in exploring how they make
contact with elements of their environment. Change occurs through the heightened awareness of “what is.” Because the Gestalt therapist has no agenda beyond assisting clients to increase their awareness, there is no need to label a
client’s behavior as “resistance.” Instead, the therapist simply follows this new
process as it emerges. The therapist has faith that self-regulation is a naturally
unfolding process that does not have to be controlled (Breshgold, 1989). With
expanded awareness, clients are able to reconcile polarities and dichotomies
within themselves and proceed toward the reintegration of all aspects of themselves.
The therapist works with the client to identify the ﬁgures, or most salient
aspects of the individual–environmental ﬁeld, as they emerge from the background. The Gestalt therapist believes each client is capable of self-regulating if
those ﬁgures are engaged and resolved so others can replace them. The role of
the Gestalt therapist is to help clients identify the most pressing issues, needs,
and interests and to design experiments that sharpen those ﬁgures or that explore resistances to contact and awareness. Gestalt therapists are encouraged
to be appropriately self-disclosing, both about their here-and-now reactions in
the therapy hour and about their personal experiences (Yontef & Jacobs, 2008).

Contributions of Gestalt Therapy
One contribution of Gestalt therapy is the exciting way in which the past is dealt
with in a lively manner by bringing relevant aspects into the present. Therapists
challenge clients in creative ways to become aware of and work with issues that are
obstructing current functioning. Further, paying attention to the obvious verbal
and nonverbal leads provided by clients is a useful way to approach a counseling
session. Through the skillful and sensitive use of Gestalt interventions, practitioners can assist clients in heightening their present-centered awareness of what
they are thinking and feeling as well as what they are doing. Cain (2002) identiﬁes the most signiﬁcant contributions of the Gestalt approach:
• The critical importance of contact with oneself, others, and the environment
• The central role of authentic relationship and dialogue in therapy
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• The emphasis on ﬁeld theory, phenomenology, and awareness
• The therapeutic focus on the present, the here-and-now experiencing of
the client
• The creative and spontaneous use of active experiments as a pathway to
experiential learning
Gestalt methods bring conﬂ icts and human struggles to life. Gestalt therapy
is a creative approach that uses experiments to move clients from talk to action and experience. The focus is on growth and enhancement rather than being a system of techniques to treat disorders, which reﬂects an early Gestalt
motto, “You don’t have to be sick to get better.” Clients are provided with
a wide range of tools—in the form of Gestalt experiments—for discovering
new facets of themselves and making decisions about changing their course
of living.
The Gestalt approach to working with dreams is a unique pathway for people
to increase their awareness of key themes in their lives. By seeing each aspect of
a dream as a projection of themselves, clients are able to bring the dream to life,
to interpret its personal meaning, and to assume responsibility for it.
Gestalt therapy is a holistic approach that values each aspect of the individual’s experience equally. Therapists allow the ﬁgure-formation process to
guide them. They do not approach clients with a preconceived set of biases or
a set agenda. Instead, they place emphasis on what occurs at the boundary between the individual and the environment.
Gestalt therapy operates with a unique notion about change. The therapist does not try to move the client anywhere. The main goal is to increase
the client’s awareness of “what is.” Instead of trying to make something
happen, the therapist’s role is assisting the client to increase awareness that
will allow reidentiﬁcation with the part of the self from which he or she is
alienated.
A key strength of Gestalt therapy is the attempt to integrate theory, practice, and research. Although Gestalt therapy was light on empirical research for
several years, it has come more into vogue recently. Two books show potential
for inﬂuencing future research: Becoming a Practitioner Researcher: A Gestalt Approach to Holistic Inquiry (Barber, 2006) and The “I” in Science: Training to Utilize
Subjectivity in Research (Brown, 1996). Strumpfel and Goldman (2002) note that
both process and outcome studies have advanced the theory and practice of
Gestalt therapy, and they summarize a number of signiﬁcant ﬁndings based on
outcome research:
• Outcome studies have demonstrated Gestalt therapy to be equal to or
greater than other therapies for various disorders.
• More recent studies have shown that Gestalt therapy has a beneﬁcial
impact with personality disturbances, psychosomatic problems, and substance addictions.
• The effects of Gestalt therapy tend to be stable in follow-up studies 1 to
3 years after the termination of treatment.
• Gestalt therapy has demonstrated effectiveness in treating a variety of
psychological disorders.
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Limitations and Criticisms of Gestalt Therapy
Most of my criticisms of Gestalt therapy pertain to the older version, or the
style of Fritz Perls, which emphasized confrontation and de-emphasized the
cognitive factors of personality. This style of Gestalt therapy placed more attention on using techniques to confront clients and getting them to experience
their feelings. Contemporary Gestalt therapy has come a long way, and more
attention is being given to theoretical instruction, theoretical exposition, and
cognitive factors in general (Yontef, 1993, 1995).
In Gestalt therapy clients clarify their thinking, explore beliefs, and put
meaning to experiences they are reliving in therapy. However, the Gestalt
approach does not place a premium on the role of the therapist as a teacher.
The emphasis is on facilitating the clients’ own process of self-discovery and
learning. This experiential and self-directed learning process is based on the
fundamental belief in organismic self-regulation, which implies that clients
arrive at their own truths through awareness and improved contact with the
environment. It seems to me, however, that clients can engage in self-discovery and at the same time beneﬁt from appropriate teaching by the therapist.
Current Gestalt practice places a high value on the contact and dialogue
between therapist and client. For Gestalt therapy to be effective, the therapist
must have a high level of personal development. Being aware of one’s own
needs and seeing that they do not interfere with the client’s process, being
present in the moment, and being willing to be nondefensive and self-revealing all demand a lot of the therapist. There is a danger that therapists who are
inadequately trained will be primarily concerned with impressing clients. Yontef and Jacobs (2008) maintain that the competent practice of Gestalt therapy
requires a strong general clinical background and training, not only in the
theory and practice of Gestalt theory but also in personality theory, psychopathology, and knowledge of psychodynamics. Competent practitioners need
to have engaged in their own personal therapy and to have had advanced clinical training and supervised experience.

SOME CAUTIONS Typically, Gestalt therapists are highly active, and if they
do not have the characteristics mentioned by Zinker (1978)—sensitivity, timing, inventiveness, empathy, and respect for the client—their experiments can
easily boomerang. Some therapists who do not have a solid grounding in the
theory and practice of Gestalt therapy have employed Fritz Perls’s techniques,
resulting in an abuse of power. Inept therapists may use powerful techniques
to stir up feelings and open up problems clients have kept from full awareness
only to abandon the clients once they have managed to have a dramatic catharsis. Such a failure to stay with clients and help them work through what they
have experienced and bring some closure to the experience can be detrimental
and could be considered as unethical practice.
Ethical practice depends on adequate training and supervision of therapists, and the most immediate limitation of Gestalt or any other therapy is the
skill, training, experience, and judgment of the therapist. Proper training in
Gestalt therapy involves reading and learning the theory, hours of supervised
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practice, observing Gestalt therapists at work, and experiencing one’s own personal therapy. Therapists who are trained in the theory and method of Gestalt
therapy are likely to do effective work. Such therapists have learned to blend a
phenomenological and dialogic approach, which is inherently respectful to the
client, with well-timed experiments.
Robert Lee (2004) has written considerably on Gestalt ethics and conducts
workshops on the topic around the world. His edited book, The Values of Connection: A Relational Approach to Ethics, contains information well worth reading.

Where to Go From Here
In the CD-ROM for Integrative Counseling, Session 7 (“Emotive Focus in Counseling”), I demonstrate how I create experiments to heighten Ruth’s awareness. In
my version of Gestalt work with Ruth, I watch for cues from Ruth about what
she is experiencing in the here and now. By attending to what she is expressing
both verbally and nonverbally, I am able to suggest experiments during our
sessions. In this particular session I employ a Gestalt experiment, asking Ruth
to talk to me as if I were her husband, John. During this experiment, Ruth becomes quite emotional. You will see ways of exploring emotional material and
integrating this work into a cognitive framework as well.
If you are interested in furthering your knowledge and skill in the area of
Gestalt therapy, you might consider pursuing Gestalt training, which would include attending workshops, seeking out personal therapy from a Gestalt therapist,
and enrolling in a Gestalt training program that would involve reading, practice,
and supervision. In 2007 there were approximately 120 active Gestalt institutes
in the United States and another 180 in other countries throughout the world.
In addition, there are numerous professional associations, and other resources
available in nearly every country and language (Woldt, personal communication,
January 15, 2007). A comprehensive list of these resources, along with their Websites is available in the Appendixes of Woldt and Toman’s textbook (2005). Some
of the most prominent training programs and associations are listed here.
Gestalt Institute of Cleveland. Inc.
1588 Hazel Drive
Cleveland, OH 44106-1791
Telephone: (216) 421-0468
Fax: (216) 421-1729
E-mail: registrar@gestaltcleveland.org
Website: www.gestaltcleveland.org
Paciﬁc Gestalt Institute
1626 Westwood Blvd., Suite 104
Los Angeles, CA 90024
Telephone: (310) 446-9720
Fax: (310) 475-4704
E-mail: info@gestalttherapy.org
Website: www.gestalttherapy.org
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Gestalt Center for Psychotherapy and Training
220 Fifth Avenue, Suite 802
New York, NY 10001
Telephone: (212) 387-9429
E-mail: info@gestaltnyc.org
Website: www.gestaltnyc.org
Gestalt International Study Center
1035 Cemetery Road
South Wellﬂeet, Cape Cod, MA 02667
Telephone: (508) 349-7900
E-mail: ofﬁce@gisc.org
Website: www.GISC.org
Gestalt Associates Training, Los Angeles
1460 Seventh Street, Suite 300
Santa Monica, CA 90401
Telephone/Fax: (310) 395-6844
E-mail: ritaresnick@gatla.org
Website: www.gatla.org
The most prominent professional associations for Gestalt therapy that hold international conferences follow.
Association for the Advancement of Gestalt Therapy (AAGT)
Website: www.AAGT.org
European Association for Gestalt Therapy (EAGT)
Website: www.EAGT.org
Gestalt Australia and New Zealand (GANZ)
Website: www.GANZ.org
The Gestalt Journal and its sequel, International Gestalt Journal, are no longer being published. Below are the two most prominent professional Gestalt journals
written in English.
Gestalt Review
Website: www.gestaltreview.com
British Gestalt Journal
Website: www.britishgestaltjournal.com
The Gestalt Directory includes information about Gestalt practitioners and
training programs throughout the world and is available free of charge
upon request to the Center for Gestalt Development, Inc. The center also
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has many books, audiotapes, and videotapes available that deal with Gestalt
practice.
The Center for Gestalt Development, Inc.
Website: www.gestalt.org

R ECOMMENDED S UPPLEMEN TA RY R E A DINGS
Gestalt Therapy Verbatim (Perls, 1969a) provides a ﬁrsthand account of way in which
Perls worked. It contains many verbatim
transcripts of workshop demonstrations.
Gestalt Therapy: History, Theory, and Practice
(Woldt & Toman, 2005) introduces the
historical underpinnings and key concepts of Gestalt therapy and features
applications of those concepts to therapeutic practice. This is a signiﬁcant
recent publication in the ﬁeld of Gestalt therapy and contains pedagogical
learning activities and experiments, review questions, and photographs of all
contributors.
Gestalt Therapy Integrated: Contours of Theory
and Practice (Polster & Polster, 1973) is a
classic in the ﬁeld and an excellent source

for those who want a more advanced and
theoretical treatment of this model.
Creative Process in Gestalt Therapy (Zinker, 1978)
is a beautifully written book that shows
how the therapist functions much like an
artist in creating experiments that encourage clients to expand their boundaries.
Awareness, Dialogue and Process: Essays on Gestalt
Therapy (Yontef, 1993) is an excellent collection that develops the message that
much of Gestalt therapy theory and practice consists of dialogue.
The Healing Relationship in Gestalt Therapy: A
Dialogic Self Psychology Approach (Hycner &
Jacobs, 1995) is a useful source for understanding contemporary Gestalt therapy
based on a meaningful dialogic relationship between client and therapist.
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B . F. S K I N N E R / A L B E R T B A N D U R A
B. F. SKINNER (1904–1990)
reported that he was brought
up in a warm, stable family environment.* As he was
growing up, Skinner was
greatly interested in building
all sorts of things, an interest
that followed him throughout
his professional life. He received his PhD in psychology from Harvard University in
1931 and eventually returned to Harvard after teaching in
several universities. He had two daughters, one of whom
is an educational psychologist and the other an artist.
Skinner was a prominent spokesperson for behaviorism and can be considered the father of the behavioral
approach to psychology. Skinner championed radical behaviorism, which places primary emphasis on the effects
of environment on behavior. Skinner was also a determinist; he did not believe that humans had free choice. He
acknowledged that feelings and thoughts exist, but he
denied that they caused our actions. Instead, he stressed
the cause-and-effect links between objective, observable environmental conditions and behavior. Skinner
maintained that too much attention had been given to

internal states of mind and motives, which cannot be observed and changed directly, and that too little focus had
been given to environmental factors that can be directly
observed and changed. He was extremely interested in
the concept of reinforcement, which he applied to his
own life. For example, after working for many hours, he
would go into his constructed cocoon (like a tent), put on
headphones, and listen to classical music (Frank Dattilio,
personal communication, December 9, 2006).
Most of Skinner’s work was of an experimental
nature in the laboratory, but others have applied his
ideas to teaching, managing human problems, and social
planning. Science and Human Behavior (Skinner, 1953)
best illustrates how Skinner thought behavioral concepts
could be applied to every domain of human behavior.
In Walden II (1948) Skinner describes a utopian community in which his ideas, derived from the laboratory, are
applied to social issues. His 1971 book, Beyond Freedom
and Dignity, addressed the need for drastic changes if our
society was to survive. Skinner believed that science and
technology held the promise for a better future.

ALBERT BANDURA (b. 1925)
was born near Alberta, Canada; he was the youngest of six
children in a family of Eastern
European descent. Bandura
spent his elementary and high
school years in the one school
in town, which was short
of teachers and resources.
These meager educational resources proved to be an
asset rather than a liability as Bandura early on learned
the skills of self-directedness, which would later become
one of his research themes. He earned his PhD in clinical
psychology from the University of Iowa in 1952, and a
year later he joined the faculty at Stanford University.
Bandura and his colleagues did pioneering work in the
area of social modeling and demonstrated that modeling
is a powerful process that explains diverse forms of learning (see Bandura 1971a, 1971b; Bandura & Walters, 1963).
In his research programs at Stanford University, Bandura
and his colleagues explored social learning theory and

the prominent role of observational learning and social
modeling in human motivation, thought, and action.
By the mid-1980s Bandura had renamed his theoretical
approach social cognitive theory, which shed light on how
we function as self-organizing, proactive, self-reflective,
and self-regulating beings (see Bandura, 1986). This notion that we are not simply reactive organisms shaped by
environmental forces or driven by inner impulses represented a dramatic shift in the development of behavior
therapy. Bandura broadened the scope of behavior
therapy by exploring the inner cognitive-affective forces
that motivate human behavior.
There are some existential qualities inherent in
Bandura’s social cognitive theory. Bandura has produced
a wealth of empirical evidence that demonstrates the life
choices we have in all aspects of our lives. In Self-Efficacy:
The Exercise of Control (Bandura, 1997), Bandura shows the
comprehensive applications of his theory of self-efficacy to
areas such as human development, psychology, psychiatry,
education, medicine and health, athletics, business, social
and political change, and international affairs.

*This biography is based largely on Nye’s (2000) discussion of
B. F. Skinner’s radical behaviorism.
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Bandura has concentrated on four areas of research:
(1) the power of psychological modeling in shaping
thought, emotion, and action; (2) the mechanisms of
human agency, or the ways people influence their own
motivation and behavior through choice; (3) people’s
perceptions of their efficacy to exercise influence over
the events that affect their lives; and (4) how stress reactions and depressions are caused. Bandura has created
one of the few megatheories that still thrive at the
beginning of the 21st century. He has shown that people
need a sense of self-efficacy and resilience to create a
successful life and to meet the inevitable obstacles and
adversities they encounter.

To date Bandura has written nine books, many of
which have been translated into various languages. In
2004 he received the Outstanding Lifetime Contribution
to Psychology Award from the American Psychological
Association. In his early 80s, Bandura continues to teach
and do research at Stanford University and to travel
throughout the world. He still makes time for hiking,
opera, being with his family, and wine tasting in the Napa
and Sonoma valleys.

This biography is based largely on Pajares’s (2004) discussion of
Bandura’s life and work

Introduction
Behavior therapy practitioners focus on observable behavior, current determinants of behavior, learning experiences that promote change, tailoring treatment
strategies to individual clients, and rigorous assessment and evaluation (Kazdin,
2001; Wilson, 2008). Behavior therapy has been used to treat a wide range of psychological disorders with different client populations (Wilson, 2008). Anxiety disorders, depression, substance abuse, eating disorders, domestic violence, sexual
problems, pain management, and hypertension have all been successfully treated
using this approach. Behavioral procedures are used in the ﬁelds of developmental
disabilities, mental illness, education and special education, community psychology, clinical psychology, rehabilitation, business, self-management, sports psychology, health-related behaviors, and gerontology (Miltenberger, 2008).

Historical Background
The behavioral approach had its origin in the 1950s and early 1960s, and it was a
radical departure from the dominant psychoanalytic perspective. The behavior
therapy movement differed from other therapeutic approaches in its application of principles of classical and operant conditioning (which will be explained
shortly) to the treatment of a variety of problem behaviors. Today, it is difﬁcult
to ﬁnd a consensus on the deﬁnition of behavior therapy because the ﬁeld has
grown, become more complex, and is marked by a diversity of views. Indeed, as
behavior therapy has evolved and developed, it has increasingly overlapped in
some ways with other psychotherapeutic approaches (Wilson, 2008). The discussion presented here is based on Spiegler and Guevremont’s (2003) historical
sketch of behavior therapy.
Traditional behavior therapy arose simultaneously in the United States,
South Africa, and Great Britain in the 1950s. In spite of harsh criticism and
resistance from psychoanalytic psychotherapists, the approach survived. Its
focus was on demonstrating that behavioral conditioning techniques were effective and were a viable alternative to psychoanalytic therapy.
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In the 1960s Albert Bandura developed social learning theory, which combined classical and operant conditioning with observational learning. Bandura
made cognition a legitimate focus for behavior therapy. During the 1960s a
number of cognitive behavioral approaches sprang up, and they still have a
signiﬁcant impact on therapeutic practice (see Chapter 10).
Contemporary behavior therapy emerged as a major force in psychology
during the 1970s, and it had a signiﬁcant impact on education, psychology, psychotherapy, psychiatry, and social work. Behavioral techniques were expanded
to provide solutions for business, industry, and child-rearing problems as well.
Known as the “ﬁrst wave” in the behavioral ﬁeld, behavior therapy techniques
were viewed as the treatment of choice for many psychological problems.
The 1980s were characterized by a search for new horizons in concepts
and methods that went beyond traditional learning theory. Behavior therapists continued to subject their methods to empirical scrutiny and to consider the impact of the practice of therapy on both their clients and the larger
society. Increased attention was given to the role of emotions in therapeutic
change, as well as to the role of biological factors in psychological disorders.
Two of the most signiﬁcant developments in the ﬁeld were (1) the continued
emergence of cognitive behavior therapy as a major force and (2) the application of behavioral techniques to the prevention and treatment of healthrelated disorders.
By the late 1990s the Association for Behavioral and Cognitive Therapies
(ABCT) (formerly known as the Association for Advancement of Behavior Therapy) claimed a membership of about 4,300. The current description of ABCT is
“a membership organization of more than 4,500 mental health professionals
and students who are interested in empirically based behavior therapy or cognitive behavior therapy.” This name change and description reveals the current
thinking of integrating behavioral and cognitive therapies. Cognitive therapy
is considered to be the “second wave” of the behavioral tradition.
By the early 2000s, the “third wave” of the behavioral tradition emerged,
enlarging the scope of research and practice. This newest development includes
dialectical behavior therapy, mindfulness-based stress reduction, mindfulnessbased cognitive therapy, and acceptance and commitment therapy.

Four Areas of Development
Contemporary behavior therapy can be understood by considering four major areas of development: (1) classical conditioning, (2) operant conditioning,
(3) social learning theory, and (4) cognitive behavior therapy.
Classical conditioning (respondent conditioning) refers to what happens
prior to learning that creates a response through pairing. A key ﬁgure in this
area is Ivan Pavlov who illustrated classical conditioning through experiments
with dogs. Placing food in a dog’s mouth leads to salivation, which is respondent behavior. When food is repeatedly presented with some originally neutral stimulus (something that does not elicit a particular response), such as the
sound of a bell, the dog will eventually salivate to the sound of the bell alone.
However, if a bell is sounded repeatedly but not paired again with food, the
salivation response will eventually diminish and become extinct. An example
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of a procedure that is based on the classical conditioning model is Joseph Wolpe’s
systematic desensitization, which is described later in this chapter. This technique illustrates how principles of learning derived from the experimental laboratory can be applied clinically. Desensitization can be applied to people who,
through classical conditioning, developed an intense fear of ﬂying after having
a frightening experience while ﬂying.
Most of the signiﬁcant responses we make in everyday life are examples
of operant behaviors, such as reading, writing, driving a car, and eating with
utensils. Operant conditioning involves a type of learning in which behaviors are inﬂuenced mainly by the consequences that follow them. If the environmental changes brought about by the behavior are reinforcing—that is, if
they provide some reward to the organism or eliminate aversive stimuli—the
chances are increased that the behavior will occur again. If the environmental changes produce no reinforcement or produce aversive stimuli, the chances
are lessened that the behavior will recur. Positive and negative reinforcement,
punishment, and extinction techniques, described later in this chapter, illustrate how operant conditioning in applied settings can be instrumental in developing prosocial and adaptive behaviors. Operant techniques are used by
behavioral practitioners in parent education programs and with weight management programs.
The behaviorists of both the classical and operant conditioning models excluded any reference to mediational concepts, such as the role of thinking processes, attitudes, and values. This focus is perhaps due to a reaction against the
insight-oriented psychodynamic approaches. The social learning approach (or
the social-cognitive approach), developed by Albert Bandura and Richard Walters
(1963), is interactional, interdisciplinary, and multimodal (Bandura, 1977, 1982).
Social learning and cognitive theory involves a triadic reciprocal interaction
among the environment, personal factors (beliefs, preferences, expectations,
self-perceptions, and interpretations), and individual behavior. In the socialcognitive approach the environmental events on behavior are mainly determined
by cognitive processes governing how environmental inﬂuences are perceived
by an individual and how these events are interpreted (Wilson, 2008). A basic
assumption is that people are capable of self-directed behavior change. For Bandura
(1982, 1997), self-efﬁcacy is the individual’s belief or expectation that he or she
can master a situation and bring about desired change. An example of social
learning is how people can develop effective social skills after they are in contact
with other people who effectively model interpersonal skills.
Cognitive behavior therapy and social learning theory now represent the
mainstream of contemporary behavior therapy. Since the early 1970s, the behavioral movement has conceded a legitimate place to thinking, even to the
extent of giving cognitive factors a central role in understanding and treating
emotional and behavioral problems. By the mid-1970s cognitive behavior therapy
had replaced behavior therapy as the accepted designation and the ﬁeld began
emphasizing the interaction among affective, behavioral, and cognitive dimensions (Lazarus, 2003; Wilson, 2008). A good example of this more integrative approach is multimodal therapy, which is discussed later in this chapter.
Many techniques, particularly those developed within the last three decades,
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emphasize cognitive processes that involve private events such as the client’s
self-talk as mediators of behavior change (see Bandura, 1969, 1986; Beck, 1976;
Beck & Weishaar, 2008).
The former distinction between behavior therapy and cognitive behavior
therapy is far less of one now than it used to be, and in reality, is much more
blended in theory, practice, and research (Sherry Cormier, personal communication, November 20, 2006). This chapter goes beyond the pure or traditional
behavioral perspective and deals mainly with the applied aspects of this model.
Chapter 10 is devoted to the cognitive behavioral approaches, which focus on
changing clients’ cognitions (thoughts and beliefs) that maintain psychological
problems.

Key Concepts
View of Human Nature
Modern behavior therapy is grounded on a scientiﬁc view of human behavior that implies a systematic and structured approach to counseling. This view
does not rest on a deterministic assumption that humans are a mere product of
their sociocultural conditioning. Rather, the current view is that the person is
the producer and the product of his or her environment.
The current trend in behavior therapy is toward developing procedures that
actually give control to clients and thus increase their range of freedom. Behavior therapy aims to increase people’s skills so that they have more options for
responding. By overcoming debilitating behaviors that restrict choices, people
are freer to select from possibilities that were not available earlier, increasing
individual freedom (Kazdin, 1978, 2001). It is possible to make a case for using
behavioral methods to attain humanistic ends (Kazdin, 2001; Watson & Tharp,
2007).

Basic Characteristics and Assumptions
Six key characteristics of behavior therapy are described below.
1. Behavior therapy is based on the principles and procedures of the scientiﬁc
method. Experimentally derived principles of learning are systematically applied to help people change their maladaptive behaviors. The distinguishing
characteristic of behavioral practitioners is their systematic adherence to precision and to empirical evaluation. Behavior therapists state treatment goals
in concrete objective terms to make replication of their interventions possible.
Treatment goals are agreed upon by the client and the therapist. Throughout
the course of therapy, the therapist assesses problem behaviors and the conditions that are maintaining them. Research methods are used to evaluate the
effectiveness of both assessment and treatment procedures. Therapeutic techniques employed must have demonstrated effectiveness. In short, behavioral
concepts and procedures are stated explicitly, tested empirically, and revised
continually.
2. Behavior therapy deals with the client’s current problems and the factors inﬂuencing them, as opposed to an analysis of possible historical determinants.
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Emphasis is on speciﬁc factors that inﬂuence present functioning and what factors can be used to modify performance. At times understanding of the past
may offer useful information about environmental events related to present
behavior. Behavior therapists look to the current environmental events that
maintain problem behaviors and help clients produce behavior change by
changing environmental events, through a process called functional assessment,
or what Wolpe (1990) referred to as a “behavioral analysis.”
3. Clients involved in behavior therapy are expected to assume an active role
by engaging in speciﬁc actions to deal with their problems. Rather than simply
talking about their condition, they are required to do something to bring about
change. Clients monitor their behaviors both during and outside the therapy
sessions, learn and practice coping skills, and role-play new behavior. Therapeutic tasks that clients carry out in daily life, or homework assignments, are
a basic part of this approach. Behavior therapy is an action-oriented and an
educational approach, and learning is viewed as being at the core of therapy.
Clients learn new and adaptive behaviors to replace old and maladaptive behaviors.
4. This approach assumes that change can take place without insight into
underlying dynamics. Behavior therapists operate on the premise that changes
in behavior can occur prior to or simultaneously with understanding of oneself, and that behavioral changes may well lead to an increased level of selfunderstanding. While it is true that insight and understanding about the contingencies that exacerbate one’s problems can supply motivation to change,
knowing that one has a problem and knowing how to change it are two different
things (Martell, 2007).
5. The focus is on assessing overt and covert behavior directly, identifying
the problem, and evaluating change. There is direct assessment of the target
problem through observation or self-monitoring. Therapists also assess their
clients’ cultures as part of their social environments, including social support
networks relating to target behaviors (Tanaka-Matsumi, Higginbotham, &
Chang, 2002). Critical to behavioral approaches is the careful assessment and
evaluation of the interventions used to determine whether the behavior change
resulted from the procedure.
6. Behavioral treatment interventions are individually tailored to speciﬁc
problems experienced by clients. Several therapy techniques may be used to
treat an individual client’s problems. An important question that serves as a
guide for this choice is: “What treatment, by whom, is the most effective for this
individual with that speciﬁc problem and under which set of circumstances?”
(Paul, 1967, p. 111).

The Therapeutic Process
Therapeutic Goals
Goals occupy a place of central importance in behavior therapy. The general
goals of behavior therapy are to increase personal choice and to create new conditions for learning. The client, with the help of the therapist, deﬁ nes speciﬁc
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treatment goals at the outset of the therapeutic process. Although assessment
and treatment occur together, a formal assessment takes place prior to treatment to determine behaviors that are targets of change. Continual assessment
throughout therapy determines the degree to which identiﬁed goals are being
met. It is important to devise a way to measure progress toward goals based on
empirical validation.
Contemporary behavior therapy stresses clients’ active role in deciding
about their treatment. The therapist assists clients in formulating speciﬁc measurable goals. Goals must be clear, concrete, understood, and agreed on by the
client and the counselor. The counselor and client discuss the behaviors associated with the goals, the circumstances required for change, the nature of
subgoals, and a plan of action to work toward these goals. This process of determining therapeutic goals entails a negotiation between client and counselor
that results in a contract that guides the course of therapy. Behavior therapists
and clients alter goals throughout the therapeutic process as needed.

Therapist’s Function and Role
Behavior therapists conduct a thorough functional assessment (or behavioral
analysis) to identify the maintaining conditions by systematically gathering information about situational antecedents, the dimensions of the problem behavior,
and the consequences of the problem. This is known as the ABC model, which
addresses antecedents, behaviors, and consequences. This model of behavior
suggests that behavior (B) is inﬂuenced by some particular events that precede it,
called antecedents (A), and by certain events that follow it called consequences (C).
Antecedent events are ones that cue or elicit a certain behavior. For example, with
a client who has trouble going to sleep, listening to a relaxation tape may serve
as a cue for sleep induction. Turning off the lights and removing the television
from the bedroom may elicit sleep behaviors as well. Consequences are events
that maintain a behavior in some way either by increasing or decreasing it. For example, a client may be more likely to return to counseling after the counselor offers verbal praise or encouragement for having come in or having completed some
homework. A client may be less likely to return after the counselor is consistently
late to sessions. In doing an assessment interview, the therapist’s task is to identify
the particular antecedent and consequent events that inﬂuence or are functionally related to an individual’s behavior (Cormier, Nurius, & Osborn, 2009).
Behaviorally oriented practitioners tend to be active and directive and to
function as consultants and problem solvers. They pay close attention to the
clues given by clients, and they are willing to follow their clinical hunches.
Behavioral practitioners must possess skills, sensitivity, and clinical acumen
(Wilson, 2008). They use some techniques common to other approaches, such
as summarizing, reﬂection, clariﬁcation, and open-ended questioning. However, behavioral clinicians perform other functions as well (Miltenberger, 2008;
Spiegler & Guevremont, 2003):
• Based on a comprehensive functional assessment, the therapist formulates
initial treatment goals and designs and implements a treatment plan to
accomplish these goals.
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• The behavioral clinician uses strategies that have research support for use
with a particular kind of problem. These strategies are used to promote
generalization and maintenance of behavior change. A number of these
strategies are described later in this chapter.
• The clinician evaluates the success of the change plan by measuring
progress toward the goals throughout the duration of treatment. Outcome
measures are given to the client at the beginning of treatment (called a
baseline) and collected again periodically during and after treatment to
determine if the strategy and treatment plan are working. If not, adjustments are made in the strategies being used.
• A key task of the therapist is to conduct follow-up assessments to see
whether the changes are durable over time. Clients learn how to identify and cope with potential setbacks. The emphasis is on helping clients
maintain changes over time and acquire behavioral and cognitive coping
skills to prevent relapses.
Let’s examine how a behavior therapist might perform these functions. A client
comes to therapy to reduce her anxiety, which is preventing her from leaving
the house. The therapist is likely to begin with a speciﬁc analysis of the nature
of her anxiety. The therapist will ask how she experiences the anxiety of leaving her house, including what she actually does in these situations. Systematically, the therapist gathers information about this anxiety. When did the problem begin? In what situations does it arise? What does she do at these times?
What are her feelings and thoughts in these situations? Who is present when
she experiences anxiety? What does she do to reduce the anxiety? How do her
present fears interfere with living effectively? After this assessment, speciﬁc
behavioral goals will be developed, and strategies such as relaxation training,
systematic desensitization, and exposure therapy will be designed to help the
client reduce her anxiety to a manageable level. The therapist will get a commitment from her to work toward the speciﬁed goals, and the two of them will
evaluate her progress toward meeting these goals throughout the duration of
therapy.

Client’s Experience in Therapy
One of the unique contributions of behavior therapy is that it provides the
therapist with a well-deﬁned system of procedures to employ. Both therapist
and client have clearly deﬁned roles, and the importance of client awareness
and participation in the therapeutic process is stressed. Behavior therapy is
characterized by an active role for both therapist and client. A large part of
the therapist’s role is to teach concrete skills through the provision of instructions, modeling, and performance feedback. The client engages in behavioral
rehearsal with feedback until skills are well learned and generally receives active homework assignments (such as self-monitoring of problem behaviors) to
complete between therapy sessions. Martell (2007) emphasized that changes
clients make in therapy must be translated into their daily lives; clients must
continue working on the changes begun in the therapy ofﬁce throughout the
week. Clients must be motivated to change and are expected to cooperate in
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carrying out therapeutic activities, both during therapy sessions and in everyday life. If clients are not involved in this way, the chances are slim that therapy
will be successful. However, if clients are not motivated, another behavioral
strategy that has considerable empirical support is motivational interviewing.
This strategy involves honoring the client’s resistance in such a way that his or
her motivation to change is increased over time (Cormier et al., 2009).
Clients are encouraged to experiment for the purpose of enlarging their
repertoire of adaptive behaviors. Counseling is not complete unless actions
follow verbalizations. Indeed, it is only when the transfer of changes is made
from the sessions to everyday life and when the effects of therapy are extended
beyond termination that treatment can be considered successful (Granvold &
Wodarski, 1994). Clients are as aware as the therapist is regarding when the
goals have been accomplished and it is appropriate to terminate treatment. It
is clear that clients are expected to do more than merely gather insights; they
need to be willing to make changes and to continue implementing new behavior once formal treatment has ended.

Relationship Between Therapist and Client
Clinical and research evidence suggests that a therapeutic relationship, even
in the context of a behavioral orientation, can contribute signiﬁcantly to the
process of behavior change (Granvold & Wodarski, 1994). Most behavioral
practitioners stress the value of establishing a collaborative working relationship (J. Beck, 2005). For example, Lazarus (2008) believes a ﬂexible repertoire
of relationship styles, plus a wide range of techniques, enhances treatment outcomes. He emphasizes the need for therapeutic ﬂexibility and versatility above
all else. Lazarus contends that the cadence of client–therapist interaction differs from individual to individual and even from session to session. The skilled
behavior therapist conceptualizes problems behaviorally and makes use of the
client–therapist relationship in facilitating change.
As you will recall, the experiential therapies (existential therapy, personcentered therapy, and Gestalt therapy) place primary emphasis on the nature
of the engagement between counselor and client. In contrast, most behavioral practitioners contend that factors such as warmth, empathy, authenticity,
permissiveness, and acceptance are necessary, but not sufﬁcient, for behavior change to occur. The client–therapist relationship is a foundation on which
therapeutic strategies are built to help clients change in the direction they
wish. However, behavior therapists assume that clients make progress primarily because of the speciﬁc behavioral techniques used rather than because of
the relationship with the therapist.

Application: Therapeutic Techniques and Procedures
A strength of the behavioral approaches is the development of speciﬁc therapeutic procedures that must be shown to be effective through objective means.
The results of behavioral interventions become clear because therapists receive continual direct feedback from their clients. A hallmark of the behavioral
approaches is that the therapeutic techniques are empirically supported and
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evidence-based practice is highly valued. To its credit, the effectiveness of behavior therapy (and cognitive behavior therapy) has been researched with different populations and a wide array of disorders.
According to Arnold Lazarus (1989, 1992b, 1996b, 1997a, 2005, 2008), a pioneer in contemporary clinical behavior therapy, behavioral practitioners can
incorporate into their treatment plans any technique that can be demonstrated
to effectively change behavior. Lazarus advocates the use of diverse techniques,
regardless of their theoretical origin. It is clear that behavior therapists do not
have to restrict themselves only to methods derived from learning theory. Likewise, behavioral techniques can be incorporated into other approaches. This is
illustrated later in this chapter in the sections on the integration of behavioral
and psychoanalytic techniques and, as well, by the incorporation of mindfulness and acceptance-based approaches into the practice of behavior therapy.
The therapeutic procedures used by behavior therapists are speciﬁcally
designed for a particular client rather than being randomly selected from a
“bag of techniques.” Therapists are often quite creative in their interventions.
In the following sections I describe a range of behavioral techniques available
to the practitioner: applied behavioral analysis, relaxation training, systematic
desensitization, exposure therapies, eye movement desensitization and reprocessing, social skills training, self-modiﬁcation programs and self-directed
behavior, multimodal therapy, and mindfulness and acceptance-based approaches. These techniques do not encompass the full spectrum of behavioral
procedures, but they do represent a sample of the approaches used in contemporary behavior therapy.

Applied Behavioral Analysis: Operant Conditioning Techniques
This section describes a few key principles of operant conditioning: positive
reinforcement, negative reinforcement, extinction, positive punishment, and
negative punishment. For a detailed treatment of the wide range of operant
conditioning methods that are part of contemporary behavior modiﬁcation, I
highly recommend Kazdin (2001) and Miltenberger (2008).
In applied behavior analysis, operant conditioning techniques and methods of assessment and evaluation are applied to a wide range of problems in
many different settings (Kazdin, 2001). The most important contribution of applied behavior analysis is that it offers a functional approach to understanding
clients’ problems and addresses these problems by changing antecedents and
consequences (the ABC model).
Behaviorists believe we respond in predictable ways because of the gains
we experience (positive reinforcement) or because of the need to escape or
avoid unpleasant consequences (negative reinforcement). Once clients’ goals
have been assessed, speciﬁc behaviors are targeted. The goal of reinforcement,
whether positive or negative, is to increase the target behavior. Positive reinforcement involves the addition of something of value to the individual (such
as praise, attention, money, or food) as a consequence of certain behavior. The
stimulus that follows the behavior is the positive reinforcer. For example, a
child earns excellent grades and is praised for studying by her parents. If she
values this praise, it is likely that she will have an investment in studying in the
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future. When the goal of a program is to decrease or eliminate undesirable behaviors, positive reinforcement is often used to increase the frequency of more
desirable behaviors, which replace undesirable behaviors.
Negative reinforcement involves the escape from or the avoidance of aversive (unpleasant) stimuli. The individual is motivated to exhibit a desired behavior to avoid the unpleasant condition. For example, a friend of mine does
not appreciate waking up to the shrill sound of an alarm clock. She has trained
herself to wake up a few minutes before the alarm sounds to avoid the aversive
stimulus of the alarm buzzer.
Another operant method of changing behavior is extinction, which refers
to withholding reinforcement from a previously reinforced response. In applied settings, extinction can be used for behaviors that have been maintained
by positive reinforcement or negative reinforcement. For example, in the case
of children who display temper tantrums, parents often reinforce this behavior
by the attention they give to it. An approach to dealing with problematic behavior is to eliminate the connection between a certain behavior (tantrums) and
positive reinforcement (attention). Doing so can decrease or eliminate such behaviors through the extinction process. It should be noted that extinction might
well have negative side effects, such as anger and aggression. Extinction can
reduce or eliminate certain behaviors, but extinction does not replace those
responses that have been extinguished. For this reason, extinction is most often
used in behavior modiﬁcation programs in conjunction with various reinforcement strategies (Kazdin, 2001).
Another way behavior is controlled is through punishment, sometimes referred to as aversive control, in which the consequences of a certain behavior
result in a decrease of that behavior. The goal of reinforcement is to increase
target behavior, but the goal of punishment is to decrease target behavior. Miltenberger (2008) describes two kinds of punishment that may occur as a consequence of behavior: positive punishment and negative punishment. In positive
punishment an aversive stimulus is added after the behavior to decrease the
frequency of a behavior (such as withholding a treat from a child for misbehavior or reprimanding a student for acting out in class). In negative punishment a reinforcing stimulus is removed following the behavior to decrease the
frequency of a target behavior (such as deducting money from a worker’s salary
for missing time at work, or taking television time away from a child for misbehavior). In both kinds of punishment, the behavior is less likely to occur in
the future. These four operant procedures form the basis of behavior therapy
programs for parent skills training and are also used in the self-management
procedures that are discussed later in this chapter.
Skinner (1948) believed punishment had limited value in changing behavior and was often an undesirable way to modify behavior. He opposed using
aversive control or punishment, and recommended substituting positive reinforcement. The key principle in the applied behavior analysis approach is to
use the least aversive means possible to change behavior, and positive reinforcement is known to be the most powerful change agent. Skinner believed in
the value of analyzing environmental factors for both the causes and remedies
for behavior problems and contended that the greatest beneﬁts to the individual
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and to society occur by using systematic positive reinforcement as a route to
behavior control (Nye, 2000).
In everyday life, punishment is often used as a means of getting revenge or
expressing frustration. However, as Kazdin (2001) has noted, “punishment in everyday life is not likely to teach lessons or suppress intolerable behavior because
of the speciﬁc punishments that are used and how they are applied” (p. 231).
Even in those cases when punishment suppresses undesirable responses, punishment does not result in teaching desirable behaviors. Punishment should be
used only after nonaversive approaches have been implemented and found to
be ineffective in changing problematic behavior (Kazdin, 2001; Miltenberger,
2008). It is essential that reinforcement be used as a way to develop appropriate
behaviors that replace the behaviors that are suppressed.

Relaxation Training and Related Methods
Relaxation training has become increasingly popular as a method of teaching
people to cope with the stresses produced by daily living. It is aimed at achieving muscle and mental relaxation and is easily learned. After clients learn the
basics of relaxation procedures, it is essential that they practice these exercises
daily to obtain maximum results.
Jacobson (1938) is credited with initially developing the progressive muscle
relaxation procedure. It has since been reﬁned and modiﬁed, and relaxation
procedures are frequently used in combination with a number of other behavioral techniques. These include systematic desensitization, assertion training,
self-management programs, audiotape recordings of guided relaxation procedures, computer simulation programs, biofeedback-induced relaxation, hypnosis, meditation, and autogenic training (teaching control of bodily and imaginal
functions through autosuggestion).
Relaxation training involves several components that typically require
from 4 to 8 hours of instruction. Clients are given a set of instructions that
teaches them to relax. They assume a passive and relaxed position in a quiet
environment while alternately contracting and relaxing muscles. This progressive muscle relaxation is explicitly taught to the client by the therapist. Deep
and regular breathing is also associated with producing relaxation. At the
same time clients learn to mentally “let go,” perhaps by focusing on pleasant
thoughts or images. Clients are instructed to actually feel and experience the
tension building up, to notice their muscles getting tighter and study this tension, and to hold and fully experience the tension. Also, it is useful for clients to
experience the difference between a tense and a relaxed state. The client is then
taught how to relax all the muscles while visualizing the various parts of the
body, with emphasis on the facial muscles. The arm muscles are relaxed ﬁ rst,
followed by the head, the neck and shoulders, the back, abdomen, and thorax,
and then the lower limbs. Relaxation becomes a well-learned response, which
can become a habitual pattern if practiced daily for about 25 minutes each day.
For an exercise of the phases of the progressive muscle relaxation procedure that you can apply to yourself, see Student Manual for Theory and Practice of
Counseling and Psychotherapy (Corey, 2009b). For an excellent audiotape demonstration of progressive muscle relaxation, see Dattilio (2006).
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Relaxation procedures have been applied to a variety of clinical problems,
either as a separate technique or in conjunction with related methods. The most
common use has been with problems related to stress and anxiety, which are
often manifested in psychosomatic symptoms. Some other ailments for which
relaxation training is helpful include asthma, headache, hypertension, insomnia, irritable bowel syndrome, and panic disorder (Cormier et al., 2009).

Systematic Desensitization
Systematic desensitization, which is based on the principle of classical conditioning, is a basic behavioral procedure developed by Joseph Wolpe, one of the
pioneers of behavior therapy. Clients imagine successively more anxiety-arousing
situations at the same time that they engage in a behavior that competes with
anxiety. Gradually, or systematically, clients become less sensitive (desensitized) to the anxiety-arousing situation. This procedure can be considered a
form of exposure therapy because clients are required to expose themselves to
anxiety-arousing images as a way to reduce anxiety.
Systematic desensitization is an empirically researched behavior therapy
procedure that is time consuming, yet it is clearly an effective and efﬁcient
treatment of anxiety-related disorders, particularly in the area of speciﬁc phobias (Cormier et al., 2009; McNeil & Kyle, 2009; Spiegler & Guevremont, 2003).
Before implementing the desensitization procedure, the therapist conducts an
initial interview to identify speciﬁc information about the anxiety and to gather
relevant background information about the client. This interview, which may
last several sessions, gives the therapist a good understanding of who the client
is. The therapist questions the client about the particular circumstances that
elicit the conditioned fears. For instance, under what circumstances does the
client feel anxious? If the client is anxious in social situations, does the anxiety vary with the number of people present? Is the client more anxious with
women or men? The client is asked to begin a self-monitoring process consisting of observing and recording situations during the week that elicit anxiety responses. Some therapists also administer a questionnaire to gather additional
data about situations leading to anxiety.
If the decision is made to use the desensitization procedure, the therapist
gives the client a rationale for the procedure and brieﬂy describes what is involved. McNeil and Kyle (2009) describe several steps in the use of systematic
desensitization: (1) relaxation training, (2) development of the anxiety hierarchy, and (3) systematic desensitization proper.
The steps in relaxation training, which were described earlier, are presented
to the client. The therapist uses a very quiet, soft, and pleasant voice to teach
progressive muscular relaxation. The client is asked to create imagery of previously relaxing situations, such as sitting by a lake or wandering through a
beautiful ﬁeld. It is important that the client reach a state of calm and peacefulness. The client is instructed to practice relaxation both as a part of the desensitization procedure and also outside the session on a daily basis.
The therapist then works with the client to develop an anxiety hierarchy for
each of the identiﬁed areas. Stimuli that elicit anxiety in a particular area, such
as rejection, jealousy, criticism, disapproval, or any phobia, are analyzed. The
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therapist constructs a ranked list of situations that elicit increasing degrees of
anxiety or avoidance. The hierarchy is arranged in order from the worst situation the client can imagine down to the situation that evokes the least anxiety.
If it has been determined that the client has anxiety related to fear of rejection,
for example, the highest anxiety-producing situation might be rejection by the
spouse, next, rejection by a close friend, and then rejection by a coworker. The
least disturbing situation might be a stranger’s indifference toward the client
at a party.
Desensitization does not begin until several sessions after the initial interview has been completed. Enough time is allowed for clients to learn relaxation
in therapy sessions, to practice it at home, and to construct their anxiety hierarchy. The desensitization process begins with the client reaching complete
relaxation with eyes closed. A neutral scene is presented, and the client is asked
to imagine it. If the client remains relaxed, he or she is asked to imagine the
least anxiety-arousing scene on the hierarchy of situations that has been developed. The therapist moves progressively up the hierarchy until the client
signals that he or she is experiencing anxiety, at which time the scene is terminated. Relaxation is then induced again, and the scene is reintroduced again
until little anxiety is experienced to it. Treatment ends when the client is able
to remain in a relaxed state while imagining the scene that was formerly the
most disturbing and anxiety-producing. The core of systematic desensitization
is repeated exposure in the imagination to anxiety-evoking situations without
experiencing any negative consequences.
Homework and follow-up are essential components of successful desensitization. Clients can practice selected relaxation procedures daily, at which time
they visualize scenes completed in the previous session. Gradually, they also
expose themselves to daily-life situations as a further way to manage their anxieties. Clients tend to beneﬁt the most when they have a variety of ways to cope
with anxiety-arousing situations that they can continue to use once therapy has
ended McNeil and Kyle (2009).
Systematic desensitization is an appropriate technique for treating phobias,
but it is a misconception that it can be applied only to the treatment of anxiety.
It has also been used to treat a variety of conditions beside anxiety, including
anger, asthmatic attacks, insomnia, motion sickness, nightmares, and sleepwalking (Spiegler, 2008). Historically, desensitization probably has the longest
track record of any behavioral technique in dealing with fears, and its positive
results have been documented repeatedly McNeil and Kyle (2009). Systematic
desensitization is often acceptable to clients because they are gradually and
symbolically exposed to anxiety-evoking situations. A safeguard is that clients
are in control of the process by going at their own pace and terminating exposure when they begin to experience more anxiety than they want to tolerate
(Spiegler & Guevremont, 2003).

In Vivo Exposure and Flooding
Exposure therapies are designed to treat fears and other negative emotional responses by introducing clients, under carefully controlled conditions, to the situations that contributed to such problems. Exposure is a key process in treating
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a wide range of problems associated with fear and anxiety. Exposure therapy
involves systematic confrontation with a feared stimulus, either through imagination or in vivo (live). Whatever the route used, exposure involves contact by
clients and what they ﬁ nd fearful (McNeil & Kyle, 2009). Desensitization is one
type of exposure therapy, but there are others. Two variations of traditional
systematic desensitization are in vivo exposure and ﬂooding.

IN VIVO EXPOSURE In vivo exposure involves client exposure to the actual
anxiety-evoking events rather than simply imagining these situations. Live exposure has been a cornerstone of behavior therapy for decades (Hazlett-Stevens &
Craske, 2003). Together, the therapist and the client generate a hierarchy of
situations for the client to encounter in ascending order of difﬁculty. Clients
engage in brief and graduated series of exposures to feared events. Clients can
terminate exposure if they experience a high level of anxiety. As is the case
with systematic desensitization, clients learn competing responses involving
muscular relaxation. In some cases the therapist may accompany clients as they
encounter feared situations. For example, a therapist could go with clients in
an elevator if they had phobias of using elevators. Of course, when this kind
of out-of-ofﬁce procedure is used, matters of safety and appropriate ethical
boundaries are always considered. People who have extreme fears of certain
animals could be exposed to these animals in real life in a safe setting with a
therapist. Self-managed in vivo exposure—a procedure in which clients expose
themselves to anxiety-evoking events on their own—is an alternative when it is
not practical for a therapist to be with clients in real-life situations.

FLOODING Another form of exposure therapy is ﬂooding, which refers to either in vivo or imaginal exposure to anxiety-evoking stimuli for a prolonged
period of time. As is characteristic of all exposure therapies, even though the
client experiences anxiety during the exposure, the feared consequences do
not occur.
In vivo ﬂooding consists of intense and prolonged exposure to the actual
anxiety-producing stimuli. Remaining exposed to feared stimuli for a prolonged period without engaging in any anxiety-reducing behaviors allows the
anxiety to decrease on its own. Generally, highly fearful clients tend to curb
their anxiety through the use of maladaptive behaviors. In ﬂooding, clients
are prevented from engaging in their usual maladaptive responses to anxietyarousing situations. In vivo ﬂooding tends to reduce anxiety rapidly.
Imaginal ﬂooding is based on similar principles and follows the same procedures except the exposure occurs in the client’s imagination instead of in
daily life. An advantage of using imaginal ﬂooding over in vivo ﬂooding is that
there are no restrictions on the nature of the anxiety-arousing situations that
can be treated. In vivo exposure to actual traumatic events (airplane crash, rape,
ﬁre, ﬂood) is often not possible nor is it appropriate for both ethical and practical reasons. Imaginal ﬂooding can re-create the circumstances of the trauma
in a way that does not bring about adverse consequences to the client. Survivors
of an airplane crash, for example, may suffer from a range of debilitating symptoms. They are likely to have nightmares and ﬂashbacks to the disaster, they may
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avoid travel by air or have anxiety about travel by any means, and they probably
have a variety of distressing symptoms such as guilt, anxiety, and depression.
Flooding is frequently used in the behavioral treatment for anxiety-related
disorders, phobias, obsessive-compulsive disorder, posttraumatic stress disorder, and agoraphobia.
Prolonged and intense exposure can be both an effective and efﬁcient way
to reduce clients’ anxiety. However, because of the discomfort associated with
prolonged and intense exposure, some clients may not elect these exposure
treatments. It is important for the behavior therapist to work with the client to
create motivation and readiness for exposure. From an ethical perspective, clients should have adequate information about prolonged and intense exposure
therapy before agreeing to participate. It is important that they understand that
anxiety will be induced as a way to reduce it. Clients need to make informed
decisions after considering the pros and cons of subjecting themselves to temporarily stressful aspects of treatment.
Research consistently indicates that exposure therapy can reduce the client’s degree of fear and anxiety (Tryon, 2005). The repeated success of exposure
therapy in treating various disorders has resulted in exposure being used as a
part of most behavioral and cognitive behavioral treatments for anxiety disorders (McNeil & Kyle, 2009). Spiegler and Guevremont (2003) conclude that
exposure therapies are the single most potent behavioral procedures available
for anxiety-related disorders, and they can have long-lasting effects. However,
they add, using exposure as a sole treatment procedure is not always sufﬁcient.
In cases involving severe and multifaceted disorders, more than one behavioral
intervention is often required. Increasingly, imaginal and in vivo exposure are
being used in combination, which ﬁts with the trend in behavior therapy to use
treatment packages as a way to enhance the effectiveness of therapy.

Eye Movement Desensitization and Reprocessing
Eye movement desensitization and reprocessing (EMDR) is a form of exposure
therapy that involves imaginal ﬂooding, cognitive restructuring, and the use of
rapid, rhythmic eye movements and other bilateral stimulation to treat clients
who have experienced traumatic stress. Developed by Francine Shapiro (2001),
this therapeutic procedure draws from a wide range of behavioral interventions. Designed to assist clients in dealing with posttraumatic stress disorders,
(EMDR has been applied to a variety of populations including children, couples, sexual abuse victims, combat veterans, victims of crime, rape survivors,
accident victims, and individuals dealing with anxiety, panic, depression, grief,
addictions, and phobias.
Shapiro (2001) emphasized the importance of the safety and welfare of the
client when using this approach. EMDR may appear simple to some, but the
ethical use of the procedure demands training and clinical supervision. Because
of the powerful reactions from clients, it is essential that practitioners know
how to safely and effectively manage these occurrences. Therapists should not
use this procedure unless they receive proper training and supervision from
an authorized EMDR instructor. A more complete discussion of this behavioral
procedure can be found in Shapiro (2001, 2002a).
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There is some controversy whether the eye movements themselves create
change, or the application of cognitive techniques paired with eye movements
act as change agents. The empirical support for EMDR has been mixed, which
makes it difﬁcult to draw ﬁ rm conclusions about the success or failure of this
intervention (McNeil & Kyle, 2009). In writing about the future of EMDR, Prochaska and Norcross (2007) make several predictions: increasing numbers of
practitioners will receive training in EMDR; outcome research will shed light
on EMDR’s effectiveness compared to other current therapies for trauma; and
further research and practice will provide a sense of its effectiveness with disorders besides posttraumatic stress disorder.

Social Skills Training
Social skills training is a broad category that deals with an individual’s ability to interact effectively with others in various social situations; it is used to
correct deﬁcits clients have in interpersonal competencies (Spiegler, 2008). Social skills involve being able to communicate with others in a way that is both
appropriate and effective. Individuals who experience psychosocial problems
that are partly caused by interpersonal difﬁculties are good candidates for social skills training. Some of the desirable aspects of this training are that it
has a very broad base of applicability and it can easily be tailored to suit the
particular needs of individual clients (Segrin, 2003). Social skills training
includes psychoeducation, modeling, reinforcement, behavioral rehearsal, role
playing, and feedback (Antony & Roemer, 2003). Another popular variation of
social skills training is anger management training, which is designed for individuals who have trouble with aggressive behavior. Assertion training, which is
described next, is for people who lack assertive skills.

ASSERTION TRAINING One specialized form of social skills training that has
gained increasing popularity is teaching people how to be assertive in a variety
of social situations. Many people have difﬁculty feeling that it is appropriate or
right to assert themselves. People who lack social skills frequently experience
interpersonal difﬁculties at home, at work, at school, and during leisure time.
Assertion training can be useful for those (1) who have difﬁculty expressing
anger or irritation, (2) who have difﬁculty saying no, (3) who are overly polite
and allow others to take advantage of them, (4) who ﬁ nd it difﬁcult to express
affection and other positive responses, (5) who feel they do not have a right to
express their thoughts, beliefs, and feelings, or (6) who have social phobias.
The basic assumption underlying assertion training is that people have the
right (but not the obligation) to express themselves. One goal of assertion training is to increase people’s behavioral repertoire so that they can make the choice
of whether to behave assertively in certain situations. It is important that clients replace maladaptive social skills with new skills. Another goal is teaching
people to express themselves in ways that reﬂect sensitivity to the feelings and
rights of others. Assertion does not mean aggression; truly assertive people do
not stand up for their rights at all costs, ignoring the feelings of others.
Assertion training is based on the principles of social learning theory and
incorporates many social skills training methods. Generally, the therapist both
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teaches and models desired behaviors the client wants to acquire. These behaviors are practiced in the therapy ofﬁce and then enacted in everyday life. Most
assertion training programs focus on clients’ negative self-statements, selfdefeating beliefs, and faulty thinking. People often behave in unassertive ways
because they don’t think they have a right to state a viewpoint or ask for what
they want or deserve. Thus their thinking leads to passive behavior. Effective
assertion training programs do more than give people skills and techniques
for dealing with difﬁcult situations. These programs challenge people’s beliefs
that accompany their lack of assertiveness and teach them to make constructive self-statements and to adopt a new set of beliefs that will result in assertive
behavior.
Assertion training is often conducted in groups. When a group format is
used, the modeling and instructions are presented to the entire group, and members rehearse behavioral skills in role-playing situations. After the rehearsal, the
member is given feedback that consists of reinforcing the correct aspects of the
behavior and instructions on how to improve the behavior. Each member engages in further rehearsals of assertive behaviors until the skills are performed
adequately in a variety of simulated situations (Miltenberger, 2008).
Because assertion training is based on Western notions of the value of
assertiveness, it may not be suited for clients with a cultural background that
places more emphasis on harmony than on being assertive. This approach is
not a panacea, but it can be an effective treatment for clients who have skill
deﬁcits in assertive behavior or for individuals who experience difﬁculties in
their interpersonal relationships. Although counselors can adapt this form of
social skills training procedures to suit their own style, it is important to
include behavioral rehearsal and continual assessment as basic aspects of the
program. If you are interested in learning more assertion training, consult Your
Perfect Right: A Guide to Assertive Behavior (Alberti & Emmons, 2008).

Self-Modiﬁcation Programs and Self-Directed Behavior
For some time there has been a trend toward “giving psychology away.” This
involves psychologists being willing to share their knowledge so that “consumers” can increasingly lead self-directed lives and not be dependent on experts
to deal with their problems. Psychologists who share this perspective are primarily concerned with teaching people the skills they will need to manage their
own lives effectively. An advantage of self-modiﬁcation (or self-management)
techniques is that treatment can be extended to the public in ways that cannot
be done with traditional approaches to therapy. Another advantage is that costs
are minimal. Because clients have a direct role in their own treatment, techniques aimed at self-change tend to increase involvement and commitment to
their treatment.
Self-modiﬁcation strategies include self-monitoring, self-reward, selfcontracting, stimulus control, and self-as-model. The basic idea of self-modiﬁcation assessments and interventions is that change can be brought about by
teaching people to use coping skills in problematic situations. Generalization
and maintenance of the outcomes are enhanced by encouraging clients to accept the responsibility for carrying out these strategies in daily life.
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In self-modiﬁcation programs people make decisions concerning speciﬁc
behaviors they want to control or change. People frequently discover that a
major reason that they do not attain their goals is the lack of certain skills or
unrealistic expectations of change. Hope can be a therapeutic factor that leads
to change, but unrealistic hope can pave the way for a pattern of failures in a
self-change program. A self-directed approach can provide the guidelines for
change and a plan that will lead to change.
For people to succeed in such a program, a careful analysis of the context
of the behavior pattern is essential, and people must be willing to follow some
basic steps such as those provided by Watson and Tharp (2007):
1. Selecting goals. Goals should be established one at a time, and they should
be measurable, attainable, positive, and signiﬁcant for the person. It is essential
that expectations be realistic.
2. Translating goals into target behaviors. Identify behaviors targeted for change.
Once targets for change are selected, anticipate obstacles and think of ways to
negotiate them.
3. Self-monitoring. Deliberately and systematically observe your own behavior,
and keep a behavioral diary, recording the behavior along with comments about
the relevant antecedent cues and consequences.
4. Working out a plan for change. Devise an action program to bring about actual change. Various plans for the same goal can be designed, each of which can
be effective. Some type of self-reinforcement system is necessary in this plan
because reinforcement is the cornerstone of modern behavior therapy. Selfreinforcement is a temporary strategy used until the new behaviors have been
implemented in everyday life. Take steps to ensure that the gains made will be
maintained.
5. Evaluating an action plan. Evaluate the plan for change to determine whether
goals are being achieved, and adjust and revise the plan as other ways to meet
goals are learned. Evaluation is an ongoing process rather than a one-time
occurrence, and self-change is a lifelong practice.
Many people who develop some kind of self-modiﬁcation program encounter repeated failure, a situation Polivy and Herman (2002) refer to as the “false
hope syndrome,” which is characterized by unrealistic expectations regarding the likely speed, amount, ease, and consequences of self-change attempts.
Self-change efforts are frequently doomed to failure from the outset by these
unrealistic expectations, but individuals often continue to try and try in the
hope that they will eventually succeed in changing a behavioral pattern. Many
people interpret their failures to change as the result of inadequate effort or
getting involved in the wrong program.
Self-modiﬁcation strategies have been successfully applied to many populations and problems, a few of which include coping with panic attacks, helping
children to cope with fear of the dark, increasing creative productivity, managing anxiety in social situations, encouraging speaking in front of a class,
increasing exercise, control of smoking, and dealing with depression (Watson &
Tharp, 2007). Research on self-modiﬁcation has been conducted in a wide variety of health problems, a few of which include arthritis, asthma, cancer, cardiac
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disease, substance abuse, diabetes, headaches, vision loss, nutrition, and selfhealth care (Cormier et al., 2009).

Multimodal Therapy: Clinical Behavior Therapy
Multimodal therapy is a comprehensive, systematic, holistic approach to behavior therapy developed by Arnold Lazarus (1976, 1986, 1987, 1989, 1992a,
1992b, 1997a, 2005, 2008). It is grounded in social learning and cognitive theory
and applies diverse behavioral techniques to a wide range of problems. This
approach serves as a major link between some behavioral principles and the
cognitive behavioral approach that has largely replaced traditional behavioral
therapy.
Multimodal therapy is an open system that encourages technical eclecticism.
New techniques are constantly being introduced and existing techniques reﬁned,
but they are never used in a shotgun manner. Multimodal therapists take great
pains to determine precisely what relationship and what treatment strategies
will work best with each client and under which particular circumstances. The
underlying assumption of this approach is that because individuals are troubled
by a variety of speciﬁc problems it is appropriate that a multitude of treatment
strategies be used in bringing about change. Therapeutic ﬂexibility and versatility, along with breadth over depth, are highly valued, and multimodal therapists
are constantly adjusting their procedures to achieve the client’s goals. Therapists
need to decide when and how to be challenging or supportive, cold or warm, formal or informal, and tough or tender (Lazarus, 1997a, 2008).
Multimodal therapists tend to be very active during therapist sessions,
functioning as trainers, educators, consultants, and role models. They provide
information, instruction, and feedback as well as modeling assertive behaviors.
They offer constructive criticism and suggestions, positive reinforcements, and
are appropriately self-disclosing.
Lazarus (2008) contends: “Multimodal therapists subscribe to no dogma
other than the principles of theoretical parsimony and therapeutic effectiveness” (p. 396). Techniques are borrowed from many other therapy systems. They
recognize that many clients come to therapy needing to learn skills, and they
are willing to teach, coach, train, model, and direct their clients. Multimodal
therapists typically function directively by providing information, instruction,
and reactions. They challenge self-defeating beliefs, offer constructive feedback, provide positive reinforcement, and are appropriately self-disclosing. It
is essential that therapists start where the client is and then move into other
productive areas for exploration. Failure to apprehend the client’s situation can
easily leave the client feeling alienated and misunderstood (Lazarus, 2000).

THE BASIC I.D. The essence of Lazarus’s multimodal approach is the premise
that the complex personality of human beings can be divided into seven major
areas of functioning: B = behavior; A = affective responses; S = sensations;
I = images; C = cognitions; I = interpersonal relationships; and D = drugs, biological functions, nutrition, and exercise (Lazarus, 1989, 1992a, 1992b, 1997a,
1997b, 2000, 2006, 2008). Although these modalities are interactive, they can be
considered discrete functions.
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TABLE 9.1 The BASIC I.D. Assessment Process
Modality

Behaviors

Questions to Ask

Behavior

Overt behaviors, including
acts, habits, and reactions
that are observable and measurable

What would you like to change?
How active are you?
What would you like to start doing?
What would you like to stop doing?
What are some of your main
strengths?
What specific behaviors keep you
from getting what you want?

Affect

Emotions, moods, and strong
feelings

What emotions do you experience most
often?
What makes you laugh?
What makes you cry?
What makes you sad, mad, glad, scared?
What emotions are problematic for you?

Sensation

Basic senses of touch, taste,
smell, sight, and hearing

Do you suffer from unpleasant sensa
tions, such as pains, aches, dizziness,
and so forth?
What do you particularly like or dislike in the way of seeing, smelling,
hearing, touching, and tasting?

Imagery

How we picture ourselves,
including memories, dreams,
and fantasies

What are some bothersome recurring
dreams and vivid memories?
Do you have a vivid imagination?
How do you view your body?
How do you see yourself now?
How would you like to be able to see
yourself in the future?

Cognition

Insights, philosophies, ideas,
opinions, self-talk, and judgments that constitute one’s
fundamental values, attitudes,
and beliefs

What are some ways in which you
meet your intellectual needs?
How do your thoughts affect your
emotions?
What are the values and beliefs you
most cherish?
What are some negative things you
say to yourself?
What are some of your central faulty
beliefs?
What are the main ‘shoulds,’ ‘oughts,’
and ‘musts’ in your life? How do they
get in the way of effective living?

Interpersonal
relationship

Interactions with other people

How much of a social being are you?
To what degree do you desire intimacy
with others?
(continues)
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TABLE 9.1 The BASIC I.D. Assessment Process
Modality

(continued)

Behaviors

What do you expect from the significant people in your life?
What do they expect from you?
Are there any relationships with others that you would hope to change?
If so, what kinds of changes do you
want?

Interpersonal
relationship
(continued)

Drugs/biology

Questions to Ask

Drugs, and nutritional habits, and
exercise patterns

Are you healthy and health conscious?
Do you have any concerns about your
health?
Do you take any prescribed drugs?
What are your habits pertaining to
diet, exercise, and physical fitness?

Multimodal therapy begins with a comprehensive assessment of the seven
modalities of human functioning and the interaction among them. A complete assessment and treatment program must account for each modality of the BASIC
I.D., which is the cognitive map linking each aspect of personality. Table 9.1 outlines this process using questions Lazarus typically asks (1989, 1997a, 2000, 2008).
A major premise of multimodal therapy is that breadth is often more important than depth. The more coping responses a client learns in therapy, the
less are the chances for a relapse (Lazarus, 1996a, 2008; Lazarus & Lazarus,
2002). Therapists identify one speciﬁc issue from each aspect of the BASIC I.D.
framework as a target for change and teach clients a range of techniques they
can use to combat faulty thinking, to learn to relax in stressful situations, and
to acquire effective interpersonal skills. Clients can then apply these skills to a
broad range of problems in their everyday lives.
The preliminary investigation of the BASIC I.D. framework brings out
some central and signiﬁcant themes that can then be productively explored
using a detailed life-history questionnaire. (See Lazarus and Lazarus, 1991,
for the multimodal life-history inventory.) Once the main proﬁ le of a person’s
BASIC I.D. has been established, the next step consists of an examination of
the interactions among the different modalities. For an illustration of how
Dr. Lazarus applies the BASIC I.D. assessment model to the case of Ruth, along
with examples of various techniques he uses, see Case Approach to Counseling
and Psychotherapy (Corey, 2009a, chap. 7).

Mindfulness and Acceptance-Based Cognitive Behavior Therapy
Over the last decade, the “third wave” of behavior therapy has evolved, which
has resulted in an expansion of the behavioral tradition. Newer facets of cognitive behavior therapy have emerged that emphasize considerations that were
considered off limits for behavior therapists until recently, including mindfulness, acceptance, the therapeutic relationship, spirituality, values, meditation,
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being in the present moment, and emotional expression (Hayes, Follette, &
Linehan, 2004). Mindfulness is a process that involves becoming increasingly
observant and aware of external and internal stimuli in the present moment and
adopting an open attitude toward accepting what is rather than judging the current situation (Kabat-Zinn, 1994; Segal, Williams, & Teasdale, 2002). The essence
of mindfulness is becoming aware of one’s mind from one moment to the next,
with gentle acceptance (Germer, Siegel, & Fulton, 2005). In mindfulness practice clients train themselves to focus on their present experience. Acceptance is a
process involving receiving one’s present experience without judgment or preference, but with curiosity and kindness, and striving for full awareness of the
present moment (Germer, 2005b). The mindfulness and acceptance approaches
are good avenues for the integration of spirituality in the counseling process.
The four major approaches in the recent development of the behavioral tradition include (1) dialectical behavior therapy (Linehan, 1993a, 1993b), which has become a recognized treatment for borderline personality disorder; (2) mindfulnessbased stress reduction (Kabat-Zinn, 1990), which involves an 8- to 10-week group
program applying mindfulness techniques to coping with stress and promoting
physical and psychological health; (3) mindfulness-based cognitive therapy (Segal et
al., 2002), which is aimed primarily at treating depression; and (4) acceptance and
commitment therapy (Hayes, Strosahl, & Houts, 2005; Hayes, Strosahl, & Wilson,
1999), which is based on encouraging clients to accept, rather than attempt to
control or change, unpleasant sensations. It should be noted that all four of these
approaches are based on empirical data, a hallmark of the behavioral tradition.

DIALECTICAL BEHAVIOR THERAPY (DBT) Developed to help clients regulate
emotions and behavior associated with depression, this paradoxical treatment
helps clients to accept their emotions as well as to change their emotional experience (Morgan, 2005). The practice of acceptance involves being in the present
moment, seeing reality as it is without distortions, without judgment, without
evaluation, and without trying to hang on to an experience or to get rid of it. It
involves entering fully into activities of the present moment without separating
oneself from ongoing events and interactions.
Formulated by Linehan (1993a, 1993b), DBT is a promising blend of behavioral and psychoanalytic techniques for treating borderline personality
disorders. Like analytic therapy, DBT emphasizes the importance of the psychotherapeutic relationship, validation of the client, the etiologic importance
of the client having experienced an “invalidating environment” as a child, and
confrontation of resistance. The main components of DBT are affect regulation,
distress tolerance, improvement in interpersonal relationships, and mindfulness training. DBT employs behavioral techniques, including a form of exposure therapy in which the client learns to tolerate painful emotions without
enacting self-destructive behaviors. DBT integrates its cognitive behaviorism
not only with analytic concepts but also with the mindfulness training of
“Eastern psychological and spiritual practices (primarily Zen practice)” (Linehan, 1993b, p. 6).
DBT skills training is not a “quick ﬁ x” approach. It generally involves a
minimum of one year of treatment and includes both individual therapy and
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skills training done in a group. DBT requires a behavioral contract. To competently practice DBT, it is essential to obtain training in this approach.

MINDFULNESS-BASED STRESS REDUCTION (MBSR)

The skills taught in the
MBSR program include sitting meditation and mindful yoga, which are aimed
at cultivating mindfulness. The program includes a body scan meditation that
helps clients to observe all the sensations in their body. This attitude of mindfulness is encouraged in every aspect of daily life including standing, walking,
and eating. Those who are involved in the program are encouraged to practice
formal mindfulness meditation for 45 minutes daily. The MBSR program is
mainly designed to teach participants to relate to external and internal sources
of stress in constructive ways. The program aims to teach people how to live
more fully in the present rather than ruminating about the past or being overly
concerned about the future.

ACCEPTANCE AND COMMITMENT THERAPY (ACT)

Another mindfulnessbased approach is acceptance and commitment therapy (Hayes et al., 1999,
2005), which involves fully accepting present experience and mindfully letting
go of obstacles. In this approach “acceptance is not merely tolerance—rather
it is the active nonjudgmental embracing of experience in the here and now”
(Hayes, 2004, p. 32). Acceptance is a stance or posture from which to conduct
therapy and from which a client can conduct life (Hayes & Pankey, 2003) that
provides an alternative to contemporary forms of cognitive behavioral therapy
(Eifert & Forsyth, 2005). In contrast to the cognitive behavioral approaches discussed in Chapter 10, where cognition is challenged or disputed, in ACT the
cognition is accepted. Clients learn how to accept the thoughts and feelings
they may have been trying to deny. Hayes has found that challenging maladaptive cognitions actually strengthens rather than reduces these cognitions. The
goal of ACT is to allow for increased psychological ﬂexibility. Values are a basic
part of the therapeutic process, and ACT practitioners might ask clients “What
do you want your life to stand for?”
In addition to acceptance, commitment to action is essential. Commitment
involves making mindful decisions about what is important in life and what the
person is willing to do to live a valued life (Wilson, 2008). ACT makes use of
concrete homework and behavioral exercises as a way to create larger patterns
of effective action that will help clients live by their values (Hayes, 2004). For
example, one form of homework given to clients is asking them to write down
life goals or things they value in various aspects of their lives. The focus of
ACT is allowing experience to come and go while pursuing a meaningful life.
According to Hayes and Pankey (2003), “there is a growing evidence base that
acceptance skills are central to psychological well-being and can increase the
impact of psychotherapy with a broad variety of clients” (p. 8).
ACT is an effective form of therapy (Eifert & Forsyth, 2005) that continues to
inﬂuence the practice of behavior therapy. Germer (2005a) suggests “mindfulness might become a construct that draws clinical theory, research, and practice
closer together, and helps integrate the private and professional lives of therapists” (p. 11). According to Wilson (2008), ACT emphasizes common processes
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across clinical disorders, which makes it easier to learn basic treatment skills.
Practitioners can then implement basic principles in diverse and creative ways.
For a more in-depth discussion of the role of mindfulness in psychotherapeutic practice, two highly recommended readings are Mindfulness and Acceptance: Expanding the Cognitive-Behavioral Tradition (Hayes et al., 2004) and Mindfulness and Psychotherapy (Germer et al., 2005).

Integrating Behavioral Techniques With Contemporary
Psychoanalytic Approaches
Certain aspects of behavior therapy can be combined with a number of other
therapeutic approaches. For example, behavioral and cognitive behavioral
techniques can be combined with the conceptual framework of contemporary
psychoanalytic therapies (see Chapter 4). Morgan and MacMillan (1999) developed a three-phase integrated counseling model based on theoretical constructs of object-relations and attachment theory that incorporates behavioral
techniques.
In the ﬁrst phase, object-relations theory serves as the conceptual basis for
the assessment and relationship-building process. What children learn from
early interactions with parents clearly affects personality development and
may result in problematic adult relationships. For meaningful assessment to
occur, it is essential that the counselor is able to hear the stories of their clients,
to grasp their phenomenological world, and to establish rapport with them.
During this phase, therapists provide a supportive holding environment that
offers a safe place for clients to recall and explore painful earlier memories.
At this phase counseling includes an exploration of clients’ feelings regarding
past and present circumstances and thought patterns that inﬂuence the clients’
interpretation of the world.
In the second phase, the aim is to link insights gleaned from the initial
assessment phase to the present to create an understanding of how early relational patterns are related to present difﬁculties. This insight often enables clients to acknowledge and express painful memories, feelings, and thoughts. As
clients are able to process previously repressed and dissociated memories and
feelings in counseling, cognitive changes in perception of self and others often
occur. Both experiential and cognitive techniques are utilized in the second
phase. As clients engage in the process of cognitively restructuring life situations, they acquire new and adaptive ways of thinking, feeling, and coping.
In the third and ﬁnal phase of treatment, behavioral techniques with goal
setting and homework assignments are emphasized to maximize change. This
is the action phase, a time for clients to attempt new behaviors based on the
insight, understanding, and cognitive restructuring achieved in the prior phases
of counseling. Clients take action, which leads to empowerment.
According to Morgan and MacMillan (1999), there is increasing support in
the literature that integrating contemporary psychodynamic theory with behavioral and cognitive behavioral techniques can lead to observable, constructive client changes. Establishing clear goals for each of the three phases of their
integrative model provides an efﬁcient framework within which to structure

258

PART TWO k Theories and Techniques of Counseling
the counseling interventions. Morgan and MacMillan claim that if these treatment goals are well deﬁned it is possible to work through all three phases in a
reasonable amount of time. Adapting the conceptual foundation of psychoanalytic thinking to relatively brief therapy makes this approach useful in timelimited therapy.

Application to Group Counseling
Group-based behavioral approaches emphasize teaching clients self-management
skills and a range of new coping behaviors, as well as how to restructure their
thoughts. Clients can learn to use these techniques to control their lives, deal
effectively with present and future problems, and function well after they complete their group experience. Many groups are designed primarily to increase
the client’s degree of control and freedom in speciﬁc aspects of daily life.
Group leaders who function within a behavioral framework may develop
techniques from diverse theoretical viewpoints. Behavioral practitioners make
use of a brief, active, directive, structured, collaborative, psychoeducational
model of therapy that relies on empirical validation of its concepts and techniques. The leader follows the progress of group members through the ongoing
collection of data before, during, and after all interventions. Such an approach
provides both the group leader and the members with continuous feedback
about therapeutic progress. Today, many groups in community agencies demand this kind of accountability.
Behavioral group therapy has some unique characteristics that set it apart
from most of the other group approaches. The distinguishing characteristic
of behavioral practitioners is their systematic adherence to speciﬁcation and
measurement. The speciﬁc unique characteristics of behavioral group therapy
include (1) conducting a behavioral assessment, (2) precisely spelling out collaborative treatment goals, (3) formulating a speciﬁc treatment procedure appropriate to a particular problem, and (4) objectively evaluating the outcomes
of therapy. Behavioral therapists tend to utilize short-term, time-limited interventions aimed at efﬁciently and effectively solving problems and assisting
members in developing new skills.
Behavioral group leaders assume the role of teacher and encourage members to learn and practice skills in the group that they can apply to everyday
living. Group leaders are expected to assume an active, directive, and supportive role in the group and to apply their knowledge of behavioral principles and
skills to the resolution of problems. Group leaders model active participation
and collaboration by their involvement with members in creating an agenda,
designing homework, and teaching skills and new behaviors. Group leaders
carefully observe and assess behavior to determine the conditions that are related to certain problems and the conditions that will facilitate change. Members in behavioral groups identify speciﬁc skills that they lack or would like to
enhance. Assertiveness and social skills training ﬁt well into a group format
(Wilson, 2008). Relaxation procedures, behavioral rehearsal, modeling, coaching, meditation, and mindfulness techniques are often incorporated in behavioral groups. Most of the other techniques described earlier in this chapter can
be applied to group work.
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There are many different types of groups with a behavioral twist, or groups
that blend both behavioral and cognitive methods for speciﬁc populations.
Structured groups, with a psychoeducational focus, are especially popular in
various settings today. At least ﬁve general approaches can be applied to the
practice of behavioral groups: (1) social skills training groups, (2) psychoeducational groups with speciﬁc themes, (3) stress management groups, (4) multimodal group therapy, and (5) mindfulness and acceptance-based behavior
therapy in groups.
For a more detailed discussion of cognitive behavioral approaches to
groups, see Corey (2008, chap. 13).

Behavior Therapy From a Multicultural Perspective
Strengths From a Diversity Perspective
Behavior therapy has some clear advantages over many other theories in counseling culturally diverse clients. Because of their cultural and ethnic backgrounds, some clients hold values that are contrary to the free expression of
feelings and the sharing of personal concerns. Behavioral counseling does not
generally place emphasis on experiencing catharsis. Rather, it stresses changing speciﬁc behaviors and developing problem-solving skills. Some potential
strengths of the behavioral approaches in working with diverse client populations include its speciﬁcity, task orientation, focus on objectivity, focus on
cognition and behavior, action orientation, dealing with the present more than
the past, emphasis on brief interventions, teaching coping strategies, and problem-solving orientation. The attention given to transfer of learning and the
principles and strategies for maintaining new behavior in daily life are crucial.
Clients who are looking for action plans and speciﬁc behavioral change are
likely to cooperate with this approach because they can see that it offers them
concrete methods for dealing with their problems of living.
Behavior therapy focuses on environmental conditions that contribute to
a client’s problems. Social and political inﬂuences can play a signiﬁcant role
in the lives of people of color through discriminatory practices and economic
problems, and the behavioral approach takes into consideration the social
and cultural dimensions of the client’s life. Behavior therapy is based on an
experimental analysis of behavior in the client’s own social environment
and gives special attention to a number of speciﬁc conditions: the client’s
cultural conception of problem behaviors, establishing speciﬁ c therapeutic
goals, arranging conditions to increase the client’s expectation of successful therapeutic outcomes, and employing appropriate social inﬂuence agents
(Tanaka-Matsumi et al., 2002). The foundation of ethical practice involves a
therapist’s familiarity with the client’s culture, as well as the competent application of this knowledge in formulating assessment, diagnostic, and treatment strategies.
The behavioral approach has moved beyond treating clients for a speciﬁc
symptom or behavioral problem. Instead, it stresses a thorough assessment of
the person’s life circumstances to ascertain not only what conditions give rise
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to the client’s problems but also whether the target behavior is amenable to
change and whether such a change is likely to lead to a signiﬁcant improvement
in the client’s total life situation.
In designing a change program for clients from diverse backgrounds, effective behavioral practitioners conduct a functional analysis of the problem
situation. This assessment includes the cultural context in which the problem
behavior occurs, the consequences both to the client and to the client’s sociocultural environment, the resources within the environment that can promote
change, and the impact that change is likely to have on others in the client’s
surroundings. Assessment methods should be chosen with the client’s cultural
background in mind (Spiegler & Guevremont, 2003; Tanaka-Matsumi et al.,
2002). Counselors must be knowledgeable as well as open and sensitive to issues such as these: What is considered normal and abnormal behavior in the
client’s culture? What are the client’s culturally based conceptions of his or her
problems? What kind of information about the client is essential in making an
accurate assessment?

Shortcomings From a Diversity Perspective
According to Spiegler and Guevremont (2003), a future challenge for behavior
therapists is to develop empirically based recommendations for how behavior therapy can optimally serve culturally diverse clients. Although behavior
therapy is sensitive to differences among clients in a broad sense, behavior
therapists need to become more responsive to speciﬁc issues pertaining to all
forms of diversity. Because race, gender, ethnicity, and sexual orientation are
critical variables that inﬂuence the process and outcome of therapy, it is essential that behavior therapists pay greater attention to these factors than they
often do. For example, some African American clients are slow to trust a European American therapist, which may be a response to having experienced racism. However, a culturally insensitive therapist may misinterpret this “cultural
paranoia” as clinical paranoia (Ridley, 1995).
Some behavioral counselors may focus on using a variety of techniques in
narrowly treating speciﬁc behavioral problems. Instead of viewing clients in
the context of their sociocultural environment, these practitioners concentrate
too much on problems within the individual. In doing so they may overlook
signiﬁcant issues in the lives of clients. Such practitioners are not likely to bring
about beneﬁcial changes for their clients.
The fact that behavioral interventions often work well raises an interesting issue in multicultural counseling. When clients make signiﬁcant personal
changes, it is very likely that others in their environment will react to them
differently. Before deciding too quickly on goals for therapy, the counselor
and client need to discuss the challenges inherent in change. It is essential for
therapists to conduct a thorough assessment of the interpersonal and cultural
dimensions of the problem. Clients should be helped in assessing the possible
consequences of some of their newly acquired social skills. Once goals are determined and therapy is under way, clients should have opportunities to talk
about the problems they encounter as they become different people in their
home and work settings.
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Behavior Therapy Applied to the Case of Stan

k

In Stan’s case many specific and interrelated problems can be identified through
a functional assessment. Behaviorally, he is
defensive, avoids eye contact, speaks hesitantly, uses
alcohol excessively, has a poor sleep pattern, and displays various avoidance behaviors. In the emotional
area, Stan has a number of specific problems, some of
which include anxiety, panic attacks, depression, fear
of criticism and rejection, feeling worthless and stupid,
and feeling isolated and alienated. He experiences a
range of physiological complaints such as dizziness,
heart palpitations, and headaches. Cognitively, he worries about death and dying, has many self-defeating
thoughts and beliefs, is governed by categorical imperatives (“shoulds,” “oughts,” “musts”), engages in fatalistic thinking, and compares himself negatively with
others. In the interpersonal area, Stan is unassertive, has
an unsatisfactory relationship with his parents, has few
friends, is afraid of contact with women and fears intimacy, and feels socially inferior.
After completing this assessment, Stan’s therapist
focuses on helping him define the specific areas where
he would like to make changes. Before developing a
treatment plan, the therapist helps Stan understand
the purposes of his behavior. The therapist then educates Stan about how the therapy sessions (and his
work outside of the sessions) can help him reach his
goals. Early during treatment the therapist helps Stan
translate some of his general goals into concrete and
measurable ones. When Stan says “I want to feel better about myself,” the therapist helps him define more
specific goals. When he says “I want to get rid of my
inferiority complex,” she replies: “What are some situations in which you feel inferior?” “What do you actually
do that leads to feelings of inferiority?” Stan’s concrete
aims include his desire to function without drugs or alcohol. She asks him to keep a record of when he drinks
and what events lead to drinking.
Stan indicates that he does not want to feel apologetic for his existence. The therapist introduces behavioral skills training because he has trouble talking with his boss and coworkers. She demonstrates

specific skills that he can use in approaching them
more directly and confidently. This procedure includes
modeling, role playing, and behavior rehearsal. He
then tries more effective behaviors with his therapist,
who plays the role of the boss and then gives feedback
on how strong or apologetic he seemed.
Stan’s anxiety about women can also be explored
using behavior rehearsal. The therapist plays the role
of a woman Stan wants to date. He practices being
the way he would like to be with his date and says the
things to his therapist that he might be afraid to say
to his date. During this rehearsal, Stan can explore his
fears, get feedback on the effects of his behavior, and
experiment with more assertive behavior.
In vivo exposure is appropriate in working with
Stan’s fear of failing. Before using in vivo exposure,
the therapist first explains the procedure to Stan and
gets his informed consent. To create readiness for
exposure, he first learns relaxation procedures during the sessions and then practices them daily at
home. Next, he lists his specific fears relating to failure, and he then generates a hierarchy of fear items.
Stan identifies his greatest fear as sexual impotence
with a woman. The least fearful situation he identifies is being with a female student for whom he does
not feel an attraction. The therapist first does some
systematic desensitization on Stan’s hierarchy before
moving into in vivo exposure. Stan begins repeated,
systematic exposure to items that he finds frightening, beginning at the bottom of the fear hierarchy.
He continues with repeated exposure to the next fear
hierarchy item when exposure to the previous item
generates only mild fear. Part of the process involves
exposure exercises for practice in various situations
away from the therapy office.
The goal of therapy is to help Stan modify the behavior that results in his feelings of guilt and anxiety. By
learning more appropriate coping behaviors, eliminating unrealistic anxiety and guilt, and acquiring more
adaptive responses, Stan’s presenting symptoms decrease, and he reports a greater degree of satisfaction.
(continues)
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Follow-Up: You Continue as Stan’s
Behavior Therapist (continued)
Use these questions to help you think about how you
would work with Stan using a behavioral approach:

goal? What behavioral techniques might you
draw on in helping him in this area?

• What homework assignments are you likely to
suggest for Stan?

• How would you collaboratively work with Stan
in identifying specific behavioral goals to give a
direction to your therapy?
• What behavioral techniques might be most appropriate in helping Stan with his problems?
• Stan indicates that he does not want to feel
apologetic for his existence. How might you help
him translate this wish into a specific behavioral

See the online and DVD program, Theory
in Practice: The Case of Stan (Session 7 on
behavior therapy), for a demonstration of my approach to counseling Stan from this perspective.
This session involves collaboratively working on
homework and behavior rehearsals to experiment
with assertive behavior.

Summary and Evaluation
Behavior therapy is diverse with respect not only to basic concepts but also
to techniques that can be applied in coping with speciﬁc problems with a
diverse range of clients. The behavioral movement includes four major areas
of development: classical conditioning, operant conditioning, social learning
theory, and increasing attention to the cognitive factors inﬂuencing behavior (see Chapter 10). A unique characteristic of behavior therapy is its strict
reliance on the principles of the scientiﬁc method. Concepts and procedures
are stated explicitly, tested empirically, and revised continually. Treatment
and assessment are interrelated and occur simultaneously. Research is considered to be a basic aspect of the approach, and therapeutic techniques are
continually reﬁ ned.
A cornerstone of behavior therapy is identifying speciﬁc goals at the outset of the therapeutic process. In helping clients achieve their goals, behavior
therapists typically assume an active and directive role. Although the client
generally determines what behavior will be changed, the therapist typically
determines how this behavior can best be modiﬁed. In designing a treatment
plan, behavior therapists employ techniques and procedures from a wide
variety of therapeutic systems and apply them to the unique needs of each
client.
Contemporary behavior therapy places emphasis on the interplay between
the individual and the environment. Behavioral strategies can be used to attain both individual goals and societal goals. Because cognitive factors have a
place in the practice of behavior therapy, techniques from this approach can be
used to attain humanistic ends. It is clear that bridges can connect humanistic and
behavioral therapies, especially with the current focus of attention on self-directed
approaches and also with the incorporation of mindfulness and acceptance-based
approaches into behavioral practice.
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Contributions of Behavior Therapy
Behavior therapy challenges us to reconsider our global approach to counseling. Some may assume they know what a client means by the statement, “I feel
unloved; life has no meaning.” A humanist might nod in acceptance to such a
statement, but the behaviorist will retort: “Who speciﬁcally do you feel is not
loving you?” “What is going on in your life to make you think it has no meaning?” “What are some speciﬁc things you might be doing that contribute to the
state you are in?” “What would you most like to change?” The speciﬁcity of
the behavioral approaches helps clients translate unclear goals into concrete
plans of action, and it helps both the counselor and the client to keep these
plans clearly in focus. Ledley and colleagues (2005) state that therapists can
help clients to learn about the contingencies that maintain their problematic
thoughts and behaviors and then teach them ways to make the changes they
want. Techniques such as role playing, behavioral rehearsal, coaching, guided
practice, modeling, feedback, learning by successive approximations, mindfulness skills, and homework assignments can be included in any therapist’s repertoire, regardless of theoretical orientation.
An advantage behavior therapists have is the wide variety of speciﬁc behavioral techniques at their disposal. Because behavior therapy stresses doing, as
opposed to merely talking about problems and gathering insights, practitioners
use many behavioral strategies to assist clients in formulating a plan of action for
changing behavior. The basic therapeutic conditions stressed by person-centered
therapists—active listening, accurate empathy, positive regard, genuineness, respect, and immediacy—need to be integrated in a behavioral framework.
Behavioral techniques have been extended to more areas of human functioning than have any of the other therapeutic approaches (Kazdin, 2001). Behavior therapy is deeply enmeshed in medicine, geriatrics, pediatrics, rehabilitation programs, and stress management. This approach has made signiﬁcant
contributions to health psychology, especially in helping people maintain a
healthy lifestyle.
A major contribution of behavior therapy is its emphasis on research into
and assessment of treatment outcomes. It is up to practitioners to demonstrate
that therapy is working. If progress is not being made, therapists look carefully
at the original analysis and treatment plan. Of all the therapies presented in this
book, this approach and its techniques have been subjected to the most empirical research. Behavioral practitioners are put to the test of identifying speciﬁc
interventions that have been demonstrated to be effective. For example, with
respect to some of the newer forms of behavior therapy, a review of outcome
research showed empirical support for these forms of integrative therapies: dialectical behavior therapy, acceptance and commitment therapy, mindfulnessbased cognitive therapy, and EMDR (Schottenbauer, Glass, & Arnkoff, 2005).
Behavior therapists use empirically tested techniques, assuring that clients are
receiving both effective and relatively brief treatment. Behavioral interventions
have been subjected to more rigorous evaluation than those of any other forms
of psychological treatment (Wilson, 2008). Evidence-based therapies (EBT) are a
hallmark of both behavior therapy and cognitive behavior therapy. Lazarus (2006)
states that multimodal therapists are comfortable with the call for evidence-based
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treatments, and Cummings (2002) believes evidence-based therapies will be
mandatory for third-party reimbursement in the future: “EBT’s are defensible
both legally and morally. The court often looks to research studies to ﬁnd its answers. This emphasis on the use of empirically tested procedures ﬁts well with
the requirements of managed care mental health programs. Restricting payments to EBT’s would reduce much of what managed care regards as run-away,
questionable or needlessly long-term psychotherapy” (p. 4).
To their credit, behavior therapists are willing to examine the effectiveness of
their procedures in terms of the generalizability, meaningfulness, and durability
of change. Most studies show that behavior therapy methods are more effective
than no treatment. Moreover, a number of behavioral procedures are currently
the best treatment strategies available for a range of speciﬁc problems. There has
been considerable research done in the areas of generalized anxiety disorders,
depression, obsessive-compulsive disorders, panic disorder, and phobias. Compared with alternative approaches, behavioral techniques have generally been
shown to be at least as effective and frequently more effective in changing target
behaviors (Kazdin, 2001; Spiegler & Guevremont, 2003).
A strength of the multimodal approach is its brevity. Comprehensive brief
therapy involves correcting faulty beliefs, problematic behaviors, unpleasant
feelings, bothersome images, stressful relationships, negative sensations, and
possible biochemical imbalances. Multimodal therapists believe that the more
clients learn in therapy the less likely it is that old problems will reoccur. They
view enduring change as a function of combined strategies and modalities.
Another strength of the behavioral approaches is the emphasis on ethical
accountability. Behavior therapy is ethically neutral in that it does not dictate
whose behavior or what behavior should be changed. At least in cases of voluntary counseling, the behavioral practitioner only speciﬁes how to change those
behaviors the client targets for change. Clients have a good deal of control and
freedom in deciding what the goals of therapy will be.
Behavior therapists address ethical issues by stating that therapy is basically
an education process (Tanaka-Matsumi et al., 2002). At the outset of behavior therapy clients learn about the nature of counseling, the procedures that may be employed, and the beneﬁts and risks. Clients are given information about the speciﬁc
therapy procedures appropriate for their particular problems. An essential feature
of behavior therapy involves the collaboration between therapist and client. Not
only do clients decide on the therapy goals, but they also participate in the choice of
techniques that will be used in dealing with their problems. With this information
clients become informed, fully enfranchised partners in the therapeutic venture.

Limitations and Criticisms of Behavior Therapy
Behavior therapy has been criticized for a variety of reasons. Let’s examine
ﬁve common criticisms and misconceptions people often have about behavior
therapy, together with my reactions.
1. Behavior therapy may change behaviors, but it does not change feelings. Some
critics argue that feelings must change before behavior can change. Behavioral
practitioners hold that empirical evidence has not shown that feelings must be
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changed ﬁrst, and behavioral clinicians do in actual practice deal with feelings as an overall part of the treatment process. A general criticism of both
the behavioral and the cognitive approaches is that clients are not encouraged
to experience their emotions. In concentrating on how clients are behaving or
thinking, some behavior therapists tend to play down the working through of
emotional issues. Generally, I favor initially focusing on what clients are feeling
and then working with the behavioral and cognitive dimensions.
2. Behavior therapy ignores the important relational factors in therapy. The charge is
often made that the importance of the relationship between client and therapist
is discounted in behavior therapy. Although behavior therapists do not place primary weight on the relationship variable, they do acknowledge that a good working relationship with clients is a basic foundation necessary for the effective use
of techniques. They work on establishing rapport with their clients, and Lazarus
(1996b) states, “The relationship is the soil that enables the techniques to take root”
(p. 61).
3. Behavior therapy does not provide insight. If this assertion is indeed true, behavior therapists would probably respond that insight is not a necessary requisite for behavior change. A change in behavior often leads to a change in
understanding or to insight, and often it leads to emotional changes.
4. Behavior therapy treats symptoms rather than causes. The psychoanalytic assumption is that early traumatic events are at the root of present dysfunction.
Behavior therapists may acknowledge that deviant responses have historical
origins, but they contend that history is seldom important in the maintenance
of current problems. However, behavior therapists emphasize changing current environmental circumstances to change behavior.
Related to this criticism is the notion that, unless historical causes of present behavior are therapeutically explored, new symptoms will soon take the
place of those that were “cured.” Behaviorists rebut this assertion on both theoretical and empirical grounds. They contend that behavior therapy directly
changes the maintaining conditions, which are the causes of problem behaviors
(symptoms). Furthermore, they assert that there is no empirical evidence that
symptom substitution occurs after behavior therapy has successfully eliminated unwanted behavior because they have changed the conditions that give rise
to those behaviors (Kazdin & Wilson, 1978; Sloane, Staples, Cristol, Yorkston,
& Whipple, 1975; Spiegler & Guevremont, 2003).
5. Behavior therapy involves control and manipulation by the therapist. All therapists
have a power relationship with the client and thus have control. Behavior therapists are just clearer with their clients about this role (Miltenberger, 2008). Kazdin
(2001) believes no issues of control and manipulation are associated with behavioral strategies that are not also raised by other therapeutic approaches. Kazdin
maintains that behavior therapy does not embrace particular goals or argue for a
particular lifestyle, nor does it have an agenda for changing society.
Surely, in all therapeutic approaches there is control by the therapist, who
hopes to change behavior in some way. This does not mean, however, that clients are helpless victims at the mercy of the whims and values of the therapist. Contemporary behavior therapists employ techniques aimed at increased
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self-direction and self-modiﬁcation, which are skills clients actually learn in the
therapy process.

Where to Go From Here
In the CD-ROM for Integrative Counseling, Session 8 (“Behavioral Focus in Counseling”), I demonstrate a behavioral way to assist Ruth in developing an exercise program. It is crucial that Ruth makes her own decisions about speciﬁc
behavioral goals she wants to pursue. This applies to my attempts to work with
her in developing methods of relaxation, increasing her self-efﬁcacy, and designing an exercise plan.
Because the literature in this ﬁeld is so extensive and diverse, it is not possible in one brief survey chapter to present a comprehensive, in-depth discussion of behavioral techniques. I hope you will be challenged to examine any
misconceptions you may hold about behavior therapy and be stimulated to do
some further reading of selected sources.
Association for Behavioral and Cognitive Therapies (ABCT)
305 Seventh Avenue, 16th Floor
New York, NY 10001-6008
Telephone: (212) 647-1890
Fax: (212) 647-1865
E-mail: membership@abct.org
Website: www.abct.org
If you have an interest in further training in behavior therapy, the Association for Behavioral and Cognitive Therapies (ABCT) is an excellent resource.
ABCT (formerly AABT) is a membership organization of more than 4,500 mental health professionals and students who are interested in behavior therapy,
cognitive behavior therapy, behavioral assessment, and applied behavioral
analysis. Full and associate memberships are $199 and include one journal
subscription (to either Behavior Therapy or Cognitive and Behavioral Practice),
and a subscription to the Behavior Therapist (a newsletter with feature articles,
training updates, and association news). Membership also includes reduced
registration and continuing education course fees for ABCT’s annual convention held in November, which features workshops, master clinician programs,
symposia, and other educational presentations. Student memberships are $49.
Members receive discounts on all ABCT publications, some of which are:
• Directory of Graduate Training in Behavior Therapy and Experimental-Clinical
Psychology is an excellent source for students and job seekers who want
information on programs with an emphasis on behavioral training.
• Directory of Psychology Internships: Programs Offering Behavioral Training
describes training programs having a behavioral component.
• Behavior Therapy is an international quarterly journal focusing on original
experimental and clinical research, theory, and practice.
• Cognitive and Behavioral Practice is a quarterly journal that features clinically oriented articles.
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R ECOMMENDED S UPPLEMEN TA RY R E A DINGS
Contemporary Behavior Therapy (Spiegler &
Guevremont, 2003) is a comprehensive and
up-to-date treatment of basic principles
and applications of the behavior therapies,
as well as a ﬁne discussion of ethical issues.
Speciﬁc chapters deal with procedures that
can be usefully applied to a range of client
populations: behavioral assessment, modeling therapy, systematic desensitization,
exposure therapies, cognitive restructuring, and cognitive coping skills.
Interviewing and Change Strategies for Helpers:
Fundamental Skills and Cognitive Behavioral
Interventions (Cormier, Nurius, & Osborn,
2009) is a comprehensive and clearly
written textbook dealing with training
experiences and skill development. Its
excellent documentation offers practitioners a wealth of material on a variety of
topics, such as assessment procedures,
selection of goals, development of appropriate treatment programs, and methods
of evaluating outcomes.
Cognitive Behavior Therapy: Applying Empirically Supported Techniques in Your Prac-

tice (O’Donohue, Fisher, & Hayes, 2003)
is a useful collection of short chapters
describing empirically supported techniques for working with a wide range of
presenting problems.
Behavior Modiﬁcation: Principles and Procedures (Miltenberger, 2008) is an excellent
resource for learning more about basic
principles such as reinforcement, extinction, punishment, and procedures to
establish new behavior.
Behavior Modiﬁcation in Applied Settings (Kazdin,
2001) offers a contemporary look at behavior modiﬁcation principles that are derived
from operant conditioning and describes
how techniques can be applied in clinical,
home, school, and work settings.
Self-Directed Behavior: Self-Modiﬁcation for Personal Adjustment (Watson & Tharp, 2007) provides readers with speciﬁc steps for carrying
out self-modiﬁcation programs. The authors
deal with selecting a goal, developing a
plan, keeping progress notes, and recognizing and coping with obstacles to following
through with a self-directed program.
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ALBERT ELLIS
ALBERT ELLIS (1913–2007)
was born in Pittsburgh but
escaped to the wilds of New
York at the age of 4 and lived
there (except for a year in New
Jersey) for the rest of his life. He
was hospitalized nine times as
a child, mainly with nephritis,
and developed renal glycosuria
at the age of 19 and diabetes at the age of 40. By rigorously taking care of his health and stubbornly refusing
to make himself miserable about it, he lived an unusually
robust and energetic life, until his death at age 93.
Realizing that he could counsel people skillfully and
that he greatly enjoyed doing so, Ellis decided to become
a psychologist. Believing psychoanalysis to be the
deepest form of psychotherapy, Ellis was analyzed and
supervised by a training analyst. He then practiced psychoanalytically oriented psychotherapy, but eventually
he became disillusioned with the slow progress of his clients. He observed that they improved more quickly once
they changed their ways of thinking about themselves
and their problems. Early in 1955 he developed rational
emotive behavior therapy (REBT). Ellis has rightly been
called the “grandfather of cognitive behavior therapy.”
Until his illness during the last two years of his life, he
generally worked 16 hours a day, seeing many clients for
individual therapy, making time each day for professional
writing, and giving numerous talks and workshops in
many parts of the world.
To some extent Ellis developed his approach as a
method of dealing with his own problems during his
youth. At one point in his life, for example, he had exaggerated fears of speaking in public. During his adolescence he was extremely shy around young women. At
age 19 he forced himself to talk to 100 different women

in the Bronx Botanical Gardens over a period of one
month. Although he never managed to get a date from
these brief encounters, he does report that he desensitized himself to his fear of rejection by women. By
applying cognitive behavioral methods, he managed to
conquer some of his strongest emotional blocks (Ellis,
1994, 1997).
People who heard Ellis lecture often commented
on his abrasive, humorous, and flamboyant style. He did
see himself as more abrasive than most in his workshops, and he also considered himself humorous and
startling in some ways. In his workshops he took delight
in giving vent to his eccentric side, such as peppering
his speech with four-letter words. He greatly enjoyed
his work and teaching REBT, which was his passion and
primary commitment in life. Even during his final illness, he continued to see students at the rehabilitation
center where he was recuperating, sometimes teaching
from his hospital bed. One of his last workshops was to
a group of students from Belgium who visited him in
the hospital. In addition to pneumonia, he had had a
heart attack that morning, yet he refused to cancel this
meeting with the students.
Humor was an important part of his philosophy,
which he applied to his own life challenges. Through
his example, he taught people how to deal with serious
adversities. He enjoyed writing rational humorous songs
and said that he would have liked to be a composer had
he not become a psychologist.
Ellis married an Australian psychologist, Debbie
Joffe, in November 2004, whom he had called “the greatest love of my life” (Ellis, 2008). Both of them shared the
same life goals and ideals and they worked as a team
presenting workshops. For more on the life of Albert
Ellis and the history of REBT, see Rational Emotive Behavior
Therapy: It Works for Me—It Can Work for You (Ellis, 2004a).

Introduction
As you saw in Chapter 9, traditional behavior therapy has broadened and
largely moved in the direction of cognitive behavior therapy. Several of the
more prominent cognitive behavioral approaches are featured in this chapter,
including Albert Ellis’s rational emotive behavior therapy (REBT), Aaron T.
Beck’s cognitive therapy (CT), and Donald Meichenbaum’s cognitive behavior
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AARON T. BECK
AARON TEMKIN BECK (b. 1921)
was born in Providence, Rhode
Island. His childhood was characterized by adversity. Beck’s
early schooling was interrupted
by a life-threatening illness, yet
he overcame this problem and
ended up a year ahead of his
peer group (Weishaar, 1993).
Throughout his life he struggled with a variety of fears:
blood injury fears, fear of suffocation, tunnel phobia, anxiety about his health, and public speaking anxiety. Beck
used his personal problems as a basis for understanding
others and developing his theory.
A graduate of Brown University and Yale School of
Medicine, Beck initially practiced as a neurologist, but
he switched to psychiatry during his residency. Beck is
the pioneering figure in cognitive therapy, one of the
most influential and empirically validated approaches
to psychotherapy. Beck’s conceptual and empirical
contributions are considered to be among the most
significant in the field of psychiatry and psychotherapy
(Padesky, 2006).
Beck attempted to validate Freud’s theory of
depression, but his research resulted in his parting
company with Freud’s motivational model and the
explanation of depression as self-directed anger. As
a result of this decision, Beck endured isolation and
rejection from many in the psychiatric community for
many years. Through his research, Beck developed
a cognitive theory of depression, which represents
one of the most comprehensive conceptualizations.
He found the cognitions of depressed persons to be
characterized by errors in logic that he called “cognitive distortions.” For Beck, negative thoughts reflect
underlying dysfunctional beliefs and assumptions.

When these beliefs are triggered by situational events,
a depressive pattern is put in motion. Beck believes
clients can assume an active role in modifying their
dysfunctional thinking and thereby gain relief from
a range of psychiatric conditions. His continuous
research in the areas of psychopathology and the
utility of cognitive therapy has earned him a place of
prominence in the scientific community in the United
States.
Beck joined the Department of Psychiatry of the
University of Pennsylvania in 1954, where he currently holds the position of Professor (Emeritus) of
Psychiatry. Beck’s pioneering research established
the efficacy of cognitive therapy for depression. He
has successfully applied cognitive therapy to depression, generalized anxiety and panic disorders, suicide,
alcoholism and drug abuse, eating disorders, marital
and relationship problems, psychotic disorders, and
personality disorders. He has developed assessment
scales for depression, suicide risk, anxiety, self-concept, and personality.
He is the founder of the Beck Institute, which is a
research and training center directed by one of his four
children, Dr. Judith Beck. He has eight grandchildren and
has been married for more than 50 years. To his credit,
Aaron Beck has focused on developing the cognitive
therapy skills of hundreds of clinicians throughout the
world. In turn, they have established their own cognitive therapy centers. Beck has a vision for the cognitive
therapy community that is global, inclusive, collaborative, empowering, and benevolent. He continues to be
active in writing and research; he has published 17 books
and more than 450 articles and book chapters (Padesky,
2006). For more on the life of Aaron T. Beck, see Aaron T.
Beck (Weishaar, 1993).

therapy (CBT). Cognitive behavior therapy, which combines both cognitive
and behavioral principles and methods in a short-term treatment approach,
has generated more empirical research than any other psychotherapy model
(Dattilio, 2000a).
All of the cognitive behavioral approaches share the same basic characteristics and assumptions of traditional behavior therapy as described in
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Chapter 9. As is true of traditional behavior therapy, the cognitive behavioral
approaches are quite diverse, but they do share these attributes: (1) a collaborative relationship between client and therapist, (2) the premise that psychological distress is largely a function of disturbances in cognitive processes,
(3) a focus on changing cognitions to produce desired changes in affect and
behavior, and (4) a generally time-limited and educational treatment focusing
on speciﬁc and structured target problems (Arnkoff & Glass, 1992; Weishaar,
1993). All of the cognitive behavioral therapies are based on a structured psychoeducational model, emphasize the role of homework, place responsibility
on the client to assume an active role both during and outside of the therapy
sessions, and draw from a variety of cognitive and behavioral strategies to
bring about change.
To a large degree, cognitive behavior therapy is based on the assumption
that a reorganization of one’s self-statements will result in a corresponding reorganization of one’s behavior. Behavioral techniques such as operant conditioning, modeling, and behavioral rehearsal can also be applied to the more
subjective processes of thinking and internal dialogue. The cognitive behavioral
approaches include a variety of behavioral strategies (discussed in Chapter 9) as
a part of their integrative repertoire.

Albert Ellis’s Rational Emotive Behavior Therapy
Rational emotive behavior therapy (REBT) was one of the ﬁ rst cognitive behavior therapies, and today it continues to be a major cognitive behavioral approach. REBT has a great deal in common with the therapies that are oriented
toward cognition and behavior as it also stresses thinking, judging, deciding,
analyzing, and doing. The basic assumption of REBT is that people contribute
to their own psychological problems, as well as to speciﬁc symptoms, by the
way they interpret events and situations. REBT is based on the assumption that
cognitions, emotions, and behaviors interact signiﬁcantly and have a reciprocal
cause-and-effect relationship. REBT has consistently emphasized all three of
these modalities and their interactions, thus qualifying it as an integrative approach (Ellis, 1994, 1999, 2001a, 2001b, 2002, 2008; Ellis & Dryden, 1997; Wolfe,
2007).
Ellis argued that the psychoanalytic approach is sometimes very inefﬁcient because people often seem to get worse instead of better (Ellis, 1999, 2000,
2001b, 2002). He began to persuade and encourage his clients to do the very
things they were most afraid of doing, such as risking rejection by signiﬁcant
others. Gradually he became much more eclectic and more active and directive
as a therapist, and REBT became a general school of psychotherapy aimed at
providing clients with the tools to restructure their philosophical and behavioral styles (Ellis, 2001b; Ellis & Blau, 1998).
Although REBT is generally conceded to be the parent of today’s cognitive behavioral approaches, it was preceded by earlier schools of thought. Ellis
acknowledges his debt to the ancient Greeks, especially the Stoic philosopher
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Epictetus, who said around 2,000 years ago: “People are disturbed not by events,
but by the views which they take of them” (as cited in Ellis, 2001a, p. 16). Ellis
contends that how people disturb themselves is more comprehensive and precise than that: “People disturb themselves by the things that happen to them,
and by their views, feelings, and actions” (p. 16). Karen Horney’s (1950) ideas
on the “tyranny of the shoulds” are also apparent in the conceptual framework
of REBT.
Ellis also gives credit to Adler as an inﬂuential precursor. As you will recall, Adler believed that our emotional reactions and lifestyle are associated
with our basic beliefs and are therefore cognitively created. Like the Adlerian
approach, REBT emphasizes the role of social interest in determining psychological health. There are other Adlerian inﬂuences on REBT, such as the importance of goals, purposes, values, and meanings in human existence.
REBT’s basic hypothesis is that our emotions stem mainly from our beliefs, evaluations, interpretations, and reactions to life situations. Through the
therapeutic process, clients learn skills that give them the tools to identify and
dispute irrational beliefs that have been acquired and self-constructed and are
now maintained by self-indoctrination. They learn how to replace such ineffective ways of thinking with effective and rational cognitions, and as a result they
change their emotional reactions to situations. The therapeutic process allows
clients to apply REBT principles of change not only to a particular presenting
problem but also to many other problems in life or future problems they might
encounter.
Several therapeutic implications ﬂow from these assumptions: The focus
is on working with thinking and acting rather than primarily with expressing
feelings. Therapy is seen as an educational process. The therapist functions in
many ways like a teacher, especially in collaborating with a client on homework
assignments and in teaching strategies for straight thinking; and the client is a
learner, who practices the newly learned skills in everyday life.
REBT differs from many other therapeutic approaches in that it does not
place much value on free association, working with dreams, focusing on the client’s past history, expressing and exploring feelings, or dealing with transference phenomena. Although transference and countertransference may spontaneously occur in therapy, Ellis (2008) claimed “they are quickly analyzed, the
philosophies behind them are revealed, and they tend to evaporate in the process” (p. 209). Furthermore, when a client’s deep feelings emerge, “the client is
not given too much chance to revel in these feelings or abreact strongly about
them” (p. 209). Ellis believes that such cathartic work may result in clients feeling better, but it will rarely aid them in getting better.

Key Concepts
View of Human Nature
Rational emotive behavior therapy is based on the assumption that human
beings are born with a potential for both rational, or “straight,” thinking
and irrational, or “crooked,” thinking. People have predispositions for selfpreservation, happiness, thinking and verbalizing, loving, communion with
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others, and growth and self-actualization. They also have propensities for selfdestruction, avoidance of thought, procrastination, endless repetition of mistakes, superstition, intolerance, perfectionism and self-blame, and avoidance
of actualizing growth potentials. Taking for granted that humans are fallible,
REBT attempts to help them accept themselves as creatures who will continue
to make mistakes yet at the same time learn to live more at peace with themselves.

View of Emotional Disturbance
REBT is based on the premise that although we originally learn irrational beliefs from signiﬁcant others during childhood, we create irrational dogmas
by ourselves. We do this by actively reinforcing self-defeating beliefs by the
processes of autosuggestion and self-repetition and by behaving as if they are
useful. Hence, it is largely our own repetition of early-indoctrinated irrational
thoughts, rather than a parent’s repetition, that keeps dysfunctional attitudes
alive and operative within us.
Ellis contends that people do not need to be accepted and loved, even
though this may be highly desirable. The therapist teaches clients how to
feel undepressed even when they are unaccepted and unloved by signiﬁcant
others. Although REBT encourages people to experience healthy feelings of
sadness over being unaccepted, it attempts to help them ﬁnd ways of overcoming unhealthy feelings of depression, anxiety, hurt, loss of self-worth, and
hatred.
Ellis insists that blame is at the core of most emotional disturbances. Therefore, to recover from a neurosis or a personality disorder, we had better stop
blaming ourselves and others. Instead, it is important that we learn to fully
accept ourselves despite our imperfections. Ellis (Ellis & Blau, 1998; Ellis &
Harper, 1997) hypothesizes that we have strong tendencies to escalate our desires and preferences into dogmatic “shoulds,” “musts,” “oughts,” demands,
and commands. When we are upset, it is a good idea to look to our hidden
dogmatic “musts” and absolutist “shoulds.” Such demands create disruptive
feelings and dysfunctional behaviors (Ellis, 2001a, 2004a).
Here are three basic musts (or irrational beliefs) that we internalize that inevitably lead to self-defeat (Ellis, 1994, 1997, 1999; Ellis & Dryden, 1997; Ellis &
Harper, 1997):
• “I must do well and win the approval of others for my performances or
else I am no good.”
• “Other people must treat me considerately, fairly, kindly, and in exactly
the way I want them to treat me. If they don’t, they are no good and they
deserve to be condemned and punished.”
• “I must get what I want, when I want it; and I must not get what I don’t
want. If I don’t get what I want, it’s terrible, and I can’t stand it.”
We have a strong tendency to make and keep ourselves emotionally disturbed
by internalizing self-defeating beliefs such as these, which is why it is a real
challenge to achieve and maintain good psychological health (Ellis, 2001a,
2001b).
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A-B-C Framework
The A-B-C framework is central to REBT theory and practice. This model provides
a useful tool for understanding the client’s feelings, thoughts, events, and behavior
(Wolfe, 2007). A is the existence of a fact, an activating event, or the behavior or attitude of an individual. C is the emotional and behavioral consequence or reaction
of the individual; the reaction can be either healthy or unhealthy. A (the activating event) does not cause C (the emotional consequence). Instead, B, which is the
person’s belief about A, largely causes C, the emotional reaction.
The interaction of the various components can be diagrammed like this:
A (activating event) ← B (belief) → C (emotional and behavioral consequence)
↑
D (disputing intervention) → E (effect) → F (new feeling)
If a person experiences depression after a divorce, for example, it may not be
the divorce itself that causes the depressive reaction but the person’s beliefs
about being a failure, being rejected, or losing a mate. Ellis would maintain that
the beliefs about the rejection and failure (at point B) are what mainly cause the
depression (at point C)—not the actual event of the divorce (at point A). Believing that human beings are largely responsible for creating their own emotional
reactions and disturbances, showing people how they can change their irrational beliefs that directly “cause” their disturbed emotional consequences is at
the heart of REBT (Ellis, 1999; Ellis & Dryden, 1997; Ellis, Gordon, Neenan, &
Palmer, 1997; Ellis & Harper, 1997).
How is an emotional disturbance fostered? It is fed by the self-defeating
sentences clients continually repeat to themselves, such as “I am totally to
blame for the divorce,” “I am a miserable failure, and everything I did was
wrong,” “I am a worthless person.” Ellis repeatedly makes the point that “you
mainly feel the way you think.” Disturbed emotional reactions such as depression and anxiety are initiated and perpetuated by clients’ self-defeating belief
systems, which are based on irrational ideas clients have incorporated and invented. The revised A-B-Cs of REBT now deﬁne B as believing, emoting, and
behaving. Because belief involves strong emotional and behavioral elements,
Ellis (2001a) added these latter two components to the A-B-C model.
After A, B, and C comes D (disputing). Essentially, D is the application
of methods to help clients challenge their irrational beliefs. There are three
components of this disputing process: detecting, debating, and discriminating. First, clients learn how to detect their irrational beliefs, particularly their
absolutist “shoulds” and “musts,” their “awfulizing,” and their “self-downing.”
Then clients debate their dysfunctional beliefs by learning how to logically and
empirically question them and to vigorously argue themselves out of and act
against believing them. Finally, clients learn to discriminate irrational (selfdefeating) beliefs from rational (self-helping) beliefs (Ellis, 1994, 1996). Cognitive restructuring is a central technique of cognitive therapy that teaches people how to improve themselves by replacing faulty cognitions with constructive
beliefs (Ellis, 2003). Restructuring involves helping clients learn to monitor their
self-talk, identify maladaptive self-talk, and substitute adaptive self-talk for
their negative self-talk (Spiegler, 2008).
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Ellis (1996, 2001b) maintains that we have the capacity to signiﬁcantly change
our cognitions, emotions, and behaviors. We can best accomplish this goal by
avoiding preoccupying ourselves with A and by acknowledging the futility of
dwelling endlessly on emotional consequences at C. Rather, we can choose to
examine, challenge, modify, and uproot B—the irrational beliefs we hold about
the activating events at A.
Although REBT uses many other cognitive, emotive, and behavioral methods to help clients minimize their irrational beliefs, it stresses the process of
disputing (D) such beliefs both during therapy sessions and in everyday life.
Eventually clients arrive at E, an effective philosophy, which has a practical
side. A new and effective belief system consists of replacing unhealthy thoughts
with healthy ones. If we are successful in doing this, we also create F, a new set
of feelings. Instead of feeling seriously anxious and depressed, we feel healthily sorry and disappointed in accord with a situation.
In sum, philosophical restructuring to change our dysfunctional personality
involves these steps: (1) fully acknowledging that we are largely responsible
for creating our own emotional problems; (2) accepting the notion that we
have the ability to change these disturbances signiﬁcantly; (3) recognizing
that our emotional problems largely stem from irrational beliefs; (4) clearly
perceiving these beliefs; (5) seeing the value of disputing such self-defeating
beliefs; (6) accepting the fact that if we expect to change we had better work
hard in emotive and behavioral ways to counteract our beliefs and the dysfunctional feelings and actions that follow; and (7) practicing REBT methods
of uprooting or changing disturbed consequences for the rest of our life (Ellis,
1999, 2001b, 2002).

The Therapeutic Process
Therapeutic Goals
According to Ellis (2001b; Ellis & Harper, 1997), we have a strong tendency not
only to rate our acts and behaviors as “good” or “bad,” “worthy” or “unworthy,”
but also to rate ourselves as a total person on the basis of our performances.
These ratings constitute one of the main sources of our emotional disturbances.
Therefore, most cognitive behavior therapists have the general goal of teaching
clients how to separate the evaluation of their behaviors from the evaluation of
themselves—their essence and their totality—and how to accept themselves in
spite of their imperfections.
The many roads taken in rational emotive behavior therapy lead toward
the destination of clients minimizing their emotional disturbances and selfdefeating behaviors by acquiring a more realistic and workable philosophy of
life. The process of REBT involves a collaborative effort on the part of both the
therapist and the client in choosing realistic and self-enhancing therapeutic
goals. The therapist’s task is to help clients differentiate between realistic and
unrealistic goals and also self-defeating and self-enhancing goals (Dryden,
2002). A basic goal is to teach clients how to change their dysfunctional emotions and behaviors into healthy ones. Ellis (2001b) states that two of the main
goals of REBT are to assist clients in the process of achieving unconditional selfacceptance (USA) and unconditional other acceptance (UOA), and to see how these
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are interrelated. As clients become more able to accept themselves, they are
more likely to unconditionally accept others.

Therapist’s Function and Role
The therapist has speciﬁc tasks, and the ﬁrst step is to show clients how they
have incorporated many irrational “shoulds,” “oughts,” and “musts.” The therapist disputes clients’ irrational beliefs and encourages clients to engage in activities that will counter their self-defeating beliefs and to replace their rigid
“musts” with preferences.
A second step in the therapeutic process is to demonstrate how clients
are keeping their emotional disturbances active by continuing to think illogically and unrealistically. In other words, because clients keep reindoctrinating themselves, they are largely responsible for their own personality
problems.
To get beyond mere recognition of irrational thoughts, the therapist takes
a third step—helping clients modify their thinking and minimize their irrational ideas. Although it is unlikely that we can entirely eliminate the
tendency to think irrationally, we can reduce the frequency. The therapist
confronts clients with the beliefs they originally unquestioningly accepted
and demonstrates how they are continuing to indoctrinate themselves with
unexamined assumptions.
The fourth step in the therapeutic process is to challenge clients to develop
a rational philosophy of life so that in the future they can avoid becoming the
victim of other irrational beliefs. Tackling only speciﬁc problems or symptoms
can give no assurance that new illogical fears will not emerge. It is desirable,
then, for the therapist to dispute the core of the irrational thinking and to teach
clients how to substitute rational beliefs and behaviors for irrational ones.
The therapist takes the mystery out of the therapeutic process, teaching
clients about the cognitive hypothesis of disturbance and showing how faulty
beliefs lead to negative consequences. Insight alone does not typically lead to
personality change, but it helps clients to see how they are continuing to sabotage themselves and what they can do to change.

Client’s Experience in Therapy
Once clients begin to accept that their beliefs are the primary cause of their
emotions and behaviors, they are able to participate effectively in the cognitive restructuring process (Ellis et al., 1997; Ellis & MacLaren, 1998). Because
psychotherapy is viewed as a reeducative process, clients learn how to apply
logical thought, participate in experiential exercises, and carry out behavioral
homework as a way to bring about change. Clients can realize that life does
not always work out the way that they would like it to. Even though life is not
always pleasant, clients learn that life can be bearable.
The therapeutic process focuses on clients’ experiences in the present.
Like the person-centered and existential approaches to therapy, REBT mainly
emphasizes here-and-now experiences and clients’ present ability to change
the patterns of thinking and emoting that they constructed earlier. The therapist does not devote much time to exploring clients’ early history and making

CHAPTER TEN k Cognitive Behavior Therapy

281

connections between their past and present behavior. Nor does the therapist
usually explore clients’ early relationships with their parents or siblings. Instead, the therapeutic process stresses to clients that they are presently disturbed because they still believe in and act upon their self-defeating view of
themselves and their world.
Clients are expected to actively work outside the therapy sessions. By working hard and carrying out behavioral homework assignments, clients can learn
to minimize faulty thinking, which leads to disturbances in feeling and behaving. Homework is carefully designed and agreed upon and is aimed at getting clients to carry out positive actions that induce emotional and attitudinal
change. These assignments are checked in later sessions, and clients learn effective ways to dispute self-defeating thinking. Toward the end of therapy, clients review their progress, make plans, and identify strategies for dealing with
continuing or potential problems.

Relationship Between Therapist and Client
Because REBT is essentially a cognitive and directive behavioral process, an
intense relationship between therapist and client is not required. As with the
person-centered therapy of Rogers, REBT practitioners unconditionally accept
all clients and also teach them to unconditionally accept others and themselves. However, Ellis believes that too much warmth and understanding can
be counterproductive by fostering a sense of dependence for approval from
the therapist. REBT practitioners accept their clients as imperfect beings who
can be helped through a variety of techniques such as teaching, bibliotherapy,
and behavior modiﬁcation (Ellis, 2008). Ellis builds rapport with his clients by
showing them that he has great faith in their ability to change themselves and
that he has the tools to help them do this.
Rational emotive behavior therapists are often open and direct in disclosing their own beliefs and values. Some are willing to share their own imperfections as a way of disputing clients’ unrealistic notions that therapists are
“completely put together” persons. On this point, Wolfe (2007) claims “it is
important to establish as much as possible an egalitarian relationship, as opposed to presenting yourself as a nondisclosing authority ﬁgure” (p. 186). Ellis
(2002) maintains that transference is not encouraged, and when it does occur,
the therapist is likely to confront it. Ellis believes that a transference relationship is based on the irrational belief that the client must be liked and loved by
the therapist, or parent ﬁgure.

Application: Therapeutic Techniques and Procedures
The Practice of Rational Emotive Behavior Therapy
Rational emotive behavior therapists are multimodal and integrative. REBT
generally starts with clients’ distorted feelings and intensely explores these
feelings in connection with thoughts and behaviors. REBT practitioners tend to
use a number of different modalities (cognitive, imagery, emotive, behavioral,
and interpersonal). They are ﬂexible and creative in their use of methods, making sure to tailor the techniques to the unique needs of each client (Dryden,
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2002). For a concrete illustration of how Dr. Ellis works with the client Ruth
drawing from cognitive, emotive, and behavioral techniques, see Case Approach
to Counseling and Psychotherapy (Corey, 2009a, chap. 8). What follows is a brief
summary of the major cognitive, emotive, and behavioral techniques Ellis describes (Ellis, 1994, 1999, 2004a; Ellis & Crawford, 2000; Ellis & Dryden, 1997;
Ellis & MacLaren, 1998; Ellis & Velten, 1998).

COGNITIVE METHODS

REBT practitioners usually incorporate a forceful
cognitive methodology in the therapeutic process. They demonstrate to clients in a quick and direct manner what it is that they are continuing to tell
themselves. Then they teach clients how to deal with these self-statements
so that they no longer believe them, encouraging them to acquire a philosophy based on reality. REBT relies heavily on thinking, disputing, debating,
challenging, interpreting, explaining, and teaching. The most efﬁcient way to
bring about lasting emotional and behavioral change is for clients to change
their way of thinking (Dryden, 2002). Here are some cognitive techniques
available to the therapist.

• Disputing irrational beliefs. The most common cognitive method of REBT
consists of the therapist actively disputing clients’ irrational beliefs and teaching them how to do this challenging on their own. Clients go over a particular
“must,” “should,” or “ought” until they no longer hold that irrational belief,
or at least until it is diminished in strength. Here are some examples of questions or statements clients learn to tell themselves: “Why must people treat me
fairly?” “How do I become a total ﬂop if I don’t succeed at important tasks I
try?” “If I don’t get the job I want, it may be disappointing, but I can certainly
stand it.” “If life doesn’t always go the way I would like it to, it isn’t awful, just
inconvenient.”
• Doing cognitive homework. REBT clients are expected to make lists of their
problems, look for their absolutist beliefs, and dispute these beliefs. They often ﬁll out the REBT Self-Help Form, which is reproduced in Corey’s (2009b)
Student Manual for Theory and Practice of Counseling and Psychotherapy. They can
bring this form to their therapy sessions and critically evaluate the disputation
of some of their beliefs. Homework assignments are a way of tracking down
the absolutist “shoulds” and “musts” that are part of their internalized selfmessages. Part of this homework consists of applying the A-B-C model to many
of the problems clients encounter in daily life. Work in the therapy session can
be designed in such a way that out-of-ofﬁce tasks are feasible and the client has
the skills to complete these tasks.
In carrying out homework, clients are encouraged to put themselves in risktaking situations that will allow them to challenge their self-limiting beliefs.
For example, a client with a talent for acting who is afraid to act in front of an
audience because of fear of failure may be asked to take a small part in a stage
play. The client is instructed to replace negative self-statements such as “I will
fail,” “I will look foolish,” or “No one will like me” with more positive messages
such as “Even if I do behave foolishly at times, this does not make me a foolish
person. I can act. I will do the best I can. It’s nice to be liked, but not everybody
will like me, and that isn’t the end of the world.”
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The theory behind this and similar assignments is that clients often create
a negative, self-fulﬁ lling prophecy and actually fail because they told themselves in advance that they would. Clients are encouraged to carry out speciﬁc assignments during the sessions and, especially, in everyday situations
between sessions. In this way clients gradually learn to deal with anxiety and
challenge basic irrational thinking. Because therapy is seen as an educational
process, clients are also encouraged to read REBT self-help books, such as How
to Be Happy and Remarkably Less Disturbable (Ellis, 1999); Feeling Better, Getting
Better, and Staying Better (Ellis, 2001a); and Rational Emotive Behavior Therapy: It
Works for Me—It Can Work for You (Ellis, 2004a). They also listen to and evaluate
tapes of their own therapy sessions. Making changes is hard work, and doing
work outside the sessions is of real value in revising clients’ thinking, feeling,
and behaving.
• Changing one’s language. REBT contends that imprecise language is one of
the causes of distorted thinking processes. Clients learn that “musts,” “oughts,”
and “shoulds” can be replaced by preferences. Instead of saying “It would be absolutely awful if . . .”, they learn to say “It would be inconvenient if . . .”. Clients
who use language patterns that reﬂect helplessness and self-condemnation can
learn to employ new self-statements, which help them think and behave differently. As a consequence, they also begin to feel differently.
• Psychoeducational methods. REBT and most other cognitive behavior therapy
programs introduce clients to various educational materials. Therapists educate clients about the nature of their problems and how treatment is likely to
proceed. They ask clients how particular concepts apply to them. Clients are
more likely to cooperate with a treatment program if they understand how the
therapy process works and if they understand why particular techniques are
being used (Ledley, Marx, & Heimberg, 2005).

EMOTIVE TECHNIQUES REBT practitioners use a variety of emotive procedures, including unconditional acceptance, rational emotive role playing, modeling, rational emotive imagery, and shame-attacking exercises. Clients are
taught the value of unconditional self-acceptance. Even though their behavior
may be difﬁcult to accept, they can decide to see themselves as worthwhile
persons. Clients are taught how destructive it is to engage in “putting oneself
down” for perceived deﬁciencies.
Although REBT employs a variety of emotive techniques, which tend to be
vivid and evocative in nature, the main purpose is to dispute clients’ irrational
beliefs (Dryden, 2002). These strategies are used both during the therapy sessions and as homework assignments in daily life. Their purpose is not simply to
provide a cathartic experience but to help clients change some of their thoughts,
emotions, and behaviors (Ellis, 1996, 1999, 2001b, 2008; Ellis & Dryden, 1997).
Let’s look at some of these evocative and emotive therapeutic techniques in
more detail.
• Rational emotive imagery. This technique is a form of intense mental practice designed to establish new emotional patterns (see Ellis, 2001a, 2001b). Clients imagine themselves thinking, feeling, and behaving exactly the way they
would like to think, feel, and behave in real life (Maultsby, 1984). They can also
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be shown how to imagine one of the worst things that could happen to them,
how to feel unhealthily upset about this situation, how to intensely experience
their feelings, and then how to change the experience to a healthy negative
feeling (Ellis, 1999, 2000). As clients change their feelings about adversities,
they stand a better chance of changing their behavior in the situation. Such a
technique can be usefully applied to interpersonal and other situations that
are problematic for the individual. Ellis (2001a, 2008) maintains that if we keep
practicing rational emotive imagery several times a week for a few weeks, we
can reach the point that we no longer feel upset over negative events.
• Using humor. REBT contends that emotional disturbances often result from
taking oneself too seriously. One appealing aspects of REBT is that it fosters
the development of a better sense of humor and helps put life into perspective
(Wolfe, 2007). Humor has both cognitive and emotional beneﬁts in bringing
about change. Humor shows the absurdity of certain ideas that clients steadfastly maintain, and it can be of value in helping clients take themselves much
less seriously. Ellis (2001a) himself tends to use a good deal of humor to combat
exaggerated thinking that leads clients into trouble. In his workshops and therapy sessions, Ellis typically uses humorous songs, and he encourages people
to sing to themselves or in groups when they feel depressed or anxious (Ellis,
1999, 2001a, 2001b). His style of presenting is humorous and he seems to enjoy
using words like “horseshit!”
• Role playing. Role playing has emotive, cognitive, and behavioral components, and the therapist often interrupts to show clients what they are telling
themselves to create their disturbances and what they can do to change their
unhealthy feelings to healthy ones. Clients can rehearse certain behaviors to
bring out what they feel in a situation. The focus is on working through the
underlying irrational beliefs that are related to unpleasant feelings. For example, Dawson may put off applying to a graduate school because of his fears of
not being accepted. Just the thought of not being accepted to the school of his
choice brings out intense feelings of “being stupid.” Dawson role-plays an interview with the dean of graduate students, notes his anxiety and the speciﬁc
beliefs leading to it, and challenges his conviction that he absolutely must be
accepted and that not gaining such acceptance means that he is a stupid and
incompetent person.
• Shame-attacking exercises. Ellis (1999, 2000, 2001a, 2001b) developed exercises to help people reduce shame over behaving in certain ways. He thinks
that we can stubbornly refuse to feel ashamed by telling ourselves that it is
not catastrophic if someone thinks we are foolish. The main point of these
exercises, which typically involve both emotive and behavioral components,
is that clients work to feel unashamed even when others clearly disapprove
of them. The exercises are aimed at increasing self-acceptance and mature
responsibility, as well as helping clients see that much of what they think of
as being shameful has to do with the way they deﬁ ne reality for themselves.
Clients may accept a homework assignment to take the risk of doing something that they are ordinarily afraid to do because of what others might think.
Minor infractions of social conventions often serve as useful catalysts. For example, clients may shout out the stops on a bus or a train, wear “loud” clothes
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designed to attract attention, sing at the top of their lungs, ask a silly question
at a lecture, or ask for a left-handed monkey wrench in a grocery store. By carrying out such assignments, clients are likely to ﬁ nd out that other people are
not really that interested in their behavior. They work on themselves so that
they do not feel ashamed or humiliated, even when they acknowledge that
some of their acts will lead to judgments by others. They continue practicing
these exercises until they realize that their feelings of shame are self-created
and until they are able to behave in less inhibited ways. Clients eventually
learn that they often have no reason for continuing to let others’ reactions or
possible disapproval stop them from doing the things they would like to do.
Note that these exercises do not involve illegal activities or acts that will be
harmful to oneself or to others.
• Use of force and vigor. Ellis has suggested the use of force and energy as a
way to help clients go from intellectual to emotional insight. Clients are also
shown how to conduct forceful dialogues with themselves in which they express their unsubstantiated beliefs and then powerfully dispute them. Sometimes the therapist will engage in reverse role playing by strongly clinging to
the client’s self-defeating philosophy. Then, the client is asked to vigorously
debate with the therapist in an attempt to persuade him or her to give up these
dysfunctional ideas. Force and energy are a basic part of shame-attacking exercises.

BEHAVIORAL TECHNIQUES REBT practitioners use most of the standard behavior therapy procedures, especially operant conditioning, self-management
principles, systematic desensitization, relaxation techniques, and modeling.
Behavioral homework assignments to be carried out in real-life situations are
particularly important. These assignments are done systematically and are recorded and analyzed on a form. Homework gives clients opportunities to practice new skills outside of the therapy session, which may be even more valuable
for clients than work done during the therapy hour (Ledley et al., 2005). Doing
homework may involve desensitization and live exposure in daily life situations. Clients can be encouraged to desensitize themselves gradually but also,
at times, to perform the very things they dread doing implosively. For example,
a person with a fear of elevators may decrease this fear by going up and down
in an elevator 20 or 30 times in a day. Clients actually do new and difﬁcult
things, and in this way they put their insights to use in the form of concrete action. By acting differently, they also tend to incorporate functional beliefs.

RESEARCH EFFORTS If a particular technique does not seem to be producing
results, the REBT therapist is likely to switch to another. This therapeutic ﬂexibility makes controlled research difﬁcult. As enthusiastic as he is about cognitive behavior therapy, Ellis admits that practically all therapy outcome studies
are ﬂawed. According to him, these studies mainly test how people feel better but not how they have made a profound philosophical-behavioral change
and thereby get better (Ellis, 1999, 2001a). Most studies focus only on cognitive
methods and do not consider emotive and behavioral methods, yet the studies
would be improved if they focused on all three REBT methods.
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Applications of REBT to Client Populations
REBT has been widely applied to the treatment of anxiety, hostility, character
disorders, psychotic disorders, and depression; to problems of sex, love, and
marriage (Ellis & Blau, 1998); to child rearing and adolescence (Ellis & Wilde,
2001); and to social skills training and self-management (Ellis, 2001b; Ellis et al.,
1997). With its clear structure (A-B-C framework), REBT is applicable to a wide
range of settings and populations, including elementary and secondary schools.
REBT can be applied to couples counseling and family therapy. In working
with couples, the partners are taught the principles of REBT so that they can
work out their differences or at least become less disturbed about them. In family therapy, individual family members are encouraged to consider letting go of
the demand that others in the family behave in ways they would like them to.
Instead, REBT teaches family members that they are primarily responsible for
their own actions and for changing their own reactions to the family situation.

REBT as a Brief Therapy
REBT is well suited as a brief form of therapy, whether it is applied to individuals, groups, couples, or families. Ellis originally developed REBT to try to make
psychotherapy shorter and more efﬁcient than most other systems of therapy,
and it is often used as a brief therapy. Ellis has always maintained that the best
therapy is efﬁcient, quickly teaching clients how to tackle practical problems of
living. Clients learn how to apply REBT techniques to their present as well as
future problems. A distinguishing characteristic of REBT that makes it a brief
form of therapy is that it is a self-help approach (Vernon, 2007). The A-B-C
approach to changing basic disturbance-creating attitudes can be learned in
1 to 10 sessions and then practiced at home. Ellis has used REBT successfully
in 1- and 2-day marathons and in 9-hour REBT intensives (Ellis, 1996; Ellis &
Dryden, 1997). People with speciﬁc problems, such as coping with the loss of a
job or dealing with retirement, are taught how to apply REBT principles to treat
themselves, often with supplementary didactic materials (books, tapes, selfhelp forms, and the like).

Application to Group Counseling
Cognitive behavior therapy (CBT) groups are among the most popular in clinics and community agency settings. Two of the most common CBT group approaches are based on the principles and techniques of REBT and cognitive
therapy (CT).
CBT practitioners employ an active role in getting members to commit
themselves to practicing in everyday situations what they are learning in the
group sessions. They view what goes on during the group as being valuable, yet
they know that the consistent work between group sessions and after a group
ends is even more crucial. The group context provides members with tools they
can use to become self-reliant and to accept themselves unconditionally as they
encounter new problems in daily living.
REBT is also suitable for group therapy because the members are taught to
apply its principles to one another in the group setting. Ellis recommends that
most clients experience group therapy as well as individual therapy at some
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point. This form of group therapy focuses on speciﬁc techniques for changing a client’s self-defeating thoughts in various concrete situations. In addition to modifying beliefs, this approach helps group members see how their
beliefs inﬂuence what they feel and what they do. This model aims to minimize
symptoms by bringing about a profound change in philosophy. All of cognitive,
emotive, and behavioral techniques described earlier are applicable to group
counseling as are the techniques covered in Chapter 9 on behavior therapy. Behavioral homework and skills training are just two useful methods for a group
format.
A major strength of cognitive behavioral groups is the emphasis placed on
education and prevention. Because CBT is based on broad principles of learning, it can be used to meet the requirements of a wide variety of groups with a
range of different purposes. The speciﬁcity of CBT allows for links among assessment, treatment, and evaluation strategies. CBT groups have targeted problems ranging from anxiety and depression to parent education and relationship
enhancement. Cognitive behavioral group therapy has been demonstrated to
have beneﬁcial applications for some of the following speciﬁc problems: depression, anxiety, panic and phobia, obesity, eating disorders, dual diagnoses, dissociative disorders, and adult attention deﬁcit disorders (see White &
Freeman, 2000). Based on his survey of outcome studies of cognitive behavioral
group therapy, Petrocelli (2002) concluded that this approach to groups is effective for treating a wide range of emotional and behavioral problems. For
a more detailed discussion of REBT applied to group counseling, see Corey
(2008, chap. 14).

Aaron Beck’s Cognitive Therapy
Introduction
Aaron T. Beck developed an approach known as cognitive therapy (CT) as a
result of his research on depression (Beck 1963, 1967). Beck was designing his
cognitive therapy about the same time as Ellis was developing REBT, yet both of
them appear to have created their approaches independently. Beck’s observations of depressed clients revealed that they had a negative bias in their interpretation of certain life events, which contributed to their cognitive distortions
(Dattilio, 2000a). Cognitive therapy has a number of similarities to both rational emotive behavior therapy and behavior therapy. All of these therapies are
active, directive, time-limited, present-centered, problem-oriented, collaborative, structured, empirical, make use of homework, and require explicit identiﬁcation of problems and the situations in which they occur (Beck & Weishaar,
2008).
Cognitive therapy perceives psychological problems as stemming from
commonplace processes such as faulty thinking, making incorrect inferences
on the basis of inadequate or incorrect information, and failing to distinguish
between fantasy and reality. Like REBT, CT is an insight-focused therapy that
emphasizes recognizing and changing negative thoughts and maladaptive beliefs. Thus, it is a psychological education model of therapy. Cognitive therapy
is based on the theoretical rationale that the way people feel and behave is
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determined by how they perceive and structure their experience. The theoretical assumptions of cognitive therapy are (1) that people’s internal communication is accessible to introspection, (2) that clients’ beliefs have highly personal
meanings, and (3) that these meanings can be discovered by the client rather
than being taught or interpreted by the therapist (Weishaar, 1993).
The basic theory of CT holds that to understand the nature of an emotional
episode or disturbance it is essential to focus on the cognitive content of an
individual’s reaction to the upsetting event or stream of thoughts (DeRubeis &
Beck, 1988). The goal is to change the way clients think by using their automatic
thoughts to reach the core schemata and begin to introduce the idea of schema
restructuring. This is done by encouraging clients to gather and weigh the evidence in support of their beliefs.

Basic Principles of Cognitive Therapy
Beck, a practicing psychoanalytic therapist for many years, grew interested in
his clients’ automatic thoughts (personalized notions that are triggered by particular stimuli that lead to emotional responses). As a part of his psychoanalytic study, he was examining the dream content of depressed clients for anger that they were turning back on themselves. He began to notice that rather
than retroﬂected anger, as Freud theorized with depression, clients exhibited a
negative bias in their interpretation or thinking. Beck asked clients to observe
negative automatic thoughts that persisted even though they were contrary to
objective evidence, and from this he developed a comprehensive theory of depression.
Beck contends that people with emotional difﬁculties tend to commit
characteristic “logical errors” that tilt objective reality in the direction of selfdeprecation. Let’s examine some of the systematic errors in reasoning that lead
to faulty assumptions and misconceptions, which are termed cognitive distortions (Beck & Weishaar, 2008; Dattilio & Freeman, 1992).
• Arbitrary inferences refer to making conclusions without supporting and
relevant evidence. This includes “catastrophizing,” or thinking of the absolute
worst scenario and outcomes for most situations. You might begin your ﬁ rst
job as a counselor with the conviction that you will not be liked or valued by
either your colleagues or your clients. You are convinced that you fooled your
professors and somehow just managed to get your degree, but now people will
certainly see through you!
• Selective abstraction consists of forming conclusions based on an isolated
detail of an event. In this process other information is ignored, and the signiﬁcance of the total context is missed. The assumption is that the events that matter are those dealing with failure and deprivation. As a counselor, you might
measure your worth by your errors and weaknesses, not by your successes.
• Overgeneralization is a process of holding extreme beliefs on the basis of
a single incident and applying them inappropriately to dissimilar events or
settings. If you have difﬁculty working with one adolescent, for example, you
might conclude that you will not be effective counseling any adolescents. You
might also conclude that you will not be effective working with any clients!
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• Magniﬁcation and minimization consist of perceiving a case or situation in
a greater or lesser light than it truly deserves. You might make this cognitive
error by assuming that even minor mistakes in counseling a client could easily
create a crisis for the individual and might result in psychological damage.
• Personalization is a tendency for individuals to relate external events to
themselves, even when there is no basis for making this connection. If a client
does not return for a second counseling session, you might be absolutely convinced that this absence is due to your terrible performance during the initial
session. You might tell yourself, “This situation proves that I really let that client down, and now she may never seek help again.”
• Labeling and mislabeling involve portraying one’s identity on the basis of imperfections and mistakes made in the past and allowing them to deﬁne one’s
true identity. Thus, if you are not able to live up to all of a client’s expectations,
you might say to yourself, “I’m totally worthless and should turn my professional license in right away.”
• Dichotomous thinking involves categorizing experiences in either-or extremes. With such polarized thinking, events are labeled in black or white
terms. You might give yourself no latitude for being an imperfect person and
imperfect counselor. You might view yourself as either being the perfectly competent counselor (which means you always succeed with all clients) or as a total
ﬂop if you are not fully competent (which means there is no room for any mistakes).
The cognitive therapist operates on the assumption that the most direct way
to change dysfunctional emotions and behaviors is to modify inaccurate and
dysfunctional thinking. The cognitive therapist teaches clients how to identify
these distorted and dysfunctional cognitions through a process of evaluation.
Through a collaborative effort, clients learn the inﬂuence that cognition has on
their feelings and behaviors and even on environmental events. In cognitive
therapy, clients learn to engage in more realistic thinking, especially if they consistently notice times when they tend to get caught up in catastrophic thinking.
After they have gained insight into how their unrealistically negative
thoughts are affecting them, clients are trained to test these automatic thoughts
against reality by examining and weighing the evidence for and against them.
They can begin to monitor the frequency with which these beliefs intrude in
situations in everyday life. The frequently asked question is, “Where is the evidence for _____?” If this question is raised often enough, clients are likely to
make it a practice to ask themselves this question, especially as they become
more adept at identifying dysfunctional thoughts. This process of critically examining their core beliefs involves empirically testing them by actively engaging in a Socratic dialogue with the therapist, carrying out homework assignments, gathering data on assumptions they make, keeping a record of activities,
and forming alternative interpretations (Dattilio, 2000a; Freeman & Dattilio,
1994; Tompkins, 2004, 2006). Clients form hypotheses about their behavior and
eventually learn to employ speciﬁc problem-solving and coping skills. Through
a process of guided discovery, clients acquire insight about the connection between their thinking and the ways they act and feel.
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Cognitive therapy is focused on present problems, regardless of a client’s
diagnosis. The past may be brought into therapy when the therapist considers it
essential to understand how and when certain core dysfunctional beliefs originated and how these ideas have a current impact on the client’s speciﬁc schema
(Dattilio, 2002a). The goals of this brief therapy include providing symptom
relief, assisting clients in resolving their most pressing problems, and teaching
clients relapse prevention strategies. More recently, increasing attention has
been placed on the unconscious, the emotional dimensions, and even existential components of CT treatment (Dattilio, 2002a; Safran, 1998).

SOME DIFFERENCES BETWEEN CT AND REBT In both Beck’s cognitive therapy
and REBT, reality testing is highly organized. Clients come to realize on an
experiential level that they have misconstrued situations. Yet there are some
important differences between REBT and CT, especially with respect to therapeutic methods and style.
REBT is often highly directive, persuasive, and confrontational; it also focuses on the teaching role of the therapist. The therapist models rational thinking and helps clients to identify and dispute irrational beliefs. In contrast, CT
uses a Socratic dialogue by posing open-ended questions to clients with the
aim of getting clients to reﬂect on personal issues and arrive at their own conclusions. CT places more emphasis on helping clients discover and identify
their misconceptions for themselves than does REBT. Through this reﬂective
questioning process, the cognitive therapist attempts to collaborate with clients
in testing the validity of their cognitions (a process termed collaborative empiricism). Therapeutic change is the result of clients confronting faulty beliefs
with contradictory evidence that they have gathered and evaluated.
There are also differences in how Ellis and Beck view faulty thinking.
Through a process of rational disputation, Ellis works to persuade clients that
certain of their beliefs are irrational and nonfunctional. Beck (1976) takes exception to REBT’s concept of irrational beliefs. Cognitive therapists view dysfunctional beliefs as being problematic because they interfere with normal
cognitive processing, not because they are irrational (Beck & Weishaar, 2008).
Instead of irrational beliefs, Beck maintains that some ideas are too absolute,
broad, and extreme. For him, people live by rules (premises or formulas); they
get into trouble when they label, interpret, and evaluate by a set of rules that are
unrealistic or when they use the rules inappropriately or excessively. If clients
make the determination that they are living by rules that are likely to lead to
misery, the therapist may suggest alternative rules for them to consider, without indoctrinating them. Although cognitive therapy often begins by recognizing the client’s frame of reference, the therapist continues to ask for evidence
for a belief system.

The Client–Therapist Relationship
One of the main ways the practice of cognitive therapy differs from the practice of rational emotive behavior therapy is its emphasis on the therapeutic
relationship. As you will recall, Ellis views the therapist largely as a teacher
and does not think that a warm personal relationship with clients is essential.
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In contrast, Beck (1987) emphasizes that the quality of the therapeutic relationship is basic to the application of cognitive therapy. Through his writings,
it is clear that Beck believes that effective therapists are able to combine empathy and sensitivity, along with technical competence. The core therapeutic
conditions described by Rogers in his person-centered approach are viewed
by cognitive therapists as being necessary, but not sufﬁcient, to produce optimum therapeutic effect. In addition to establishing a therapeutic alliance with
clients, therapists must also have a cognitive conceptualization of cases, be
creative and active, be able to engage clients through a process of Socratic
questioning, and be knowledgeable and skilled in the use of cognitive and
behavioral strategies aimed at guiding clients in signiﬁcant self-discoveries
that will lead to change (Weishaar, 1993). Macy (2007) states that effective cognitive therapists strive to create “warm, empathic relationships with clients
while at the same time effectively using cognitive therapy techniques that
will enable clients to create change in their thinking, feeling, and behaving”
(p. 171). Cognitive therapists are continuously active and deliberately interactive with clients, helping clients frame their conclusions in the form of testable
hypotheses. Therapists engage clients’ active participation and collaboration
throughout all phases of therapy, including deciding how often to meet, how
long therapy should last, what problems to explore, and setting an agenda for
each therapy session (J. Beck & Butler, 2005).
Beck conceptualizes a partnership to devise personally meaningful evaluations of the client’s negative assumptions, as opposed to the therapist directly
suggesting alternative cognitions (Beck & Haaga, 1992; J. Beck, 1995, 2005). The
therapist functions as a catalyst and a guide who helps clients understand how
their beliefs and attitudes inﬂuence the way they feel and act. Clients are expected to identify the distortions in their thinking, summarize important points in
the session, and collaboratively devise homework assignments that they agree to
carry out (J. Beck, 1995, 2005; J. Beck & Butler, 2005; Beck & Weishaar, 2008). Cognitive therapists emphasize the client’s role in self-discovery. The assumption is
that lasting changes in the client’s thinking and behavior will be most likely to
occur with the client’s initiative, understanding, awareness, and effort.
Cognitive therapists aim to teach clients how to be their own therapist.
Typically, a therapist will educate clients about the nature and course of their
problem, about the process of cognitive therapy, and how thoughts inﬂuence
their emotions and behaviors. The educative process includes providing clients
with information about their presenting problems and about relapse prevention. One way of educating clients is through bibliotherapy, in which clients
complete readings dealing with the philosophy of cognitive therapy. According
to Dattilio and Freeman (1992, 2007), these readings are assigned as an adjunct
to therapy and are designed to enhance the therapeutic process by providing an educational focus. Some popular books often recommended are Love Is
Never Enough (Beck, 1988); Feeling Good (Burns, 1988); The Feeling Good Handbook
(Burns, 1989); Woulda, Coulda, Shoulda (Freeman & DeWolf, 1990); Mind Over
Mood (Greenberger & Padesky, 1995); and The Worry Cure (Leahy, 2005). Cognitive therapy has become known to the general public through self-help books
such as these.
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Homework is often used as a part of cognitive therapy. The homework is
tailored to the client’s speciﬁc problem and arises out of the collaborative therapeutic relationship. Tompkins (2004, 2006) outlines the key steps to successful homework assignments and the steps involved in collaboratively designing
homework. The purpose of homework is not merely to teach clients new skills
but also to enable them to test their beliefs in daily-life situations. Homework
is generally presented to clients as an experiment, which increases the openness of clients to get involved in an assignment. Emphasis is placed on self-help
assignments that serve as a continuation of issues addressed in a therapy session (Dattilio, 2002b). Cognitive therapists realize that clients are more likely
to complete homework if it is tailored to their needs, if they participate in designing the homework, if they begin the homework in the therapy session, and
if they talk about potential problems in implementing the homework (J. Beck
& Butler, 2005). Tompkins (2006) points out that there are clear advantages to
the therapist and the client working in a collaborative manner in negotiating
mutually agreeable homework tasks. He believes that one of the best indicators
of a working alliance is whether homework is done and done well. Tompkins
writes: “Successful negotiations can strengthen the therapeutic alliance and
thereby foster greater motivation to try this and future homework assignments” (p. 63).

Applications of Cognitive Therapy
Cognitive therapy initially gained recognition as an approach to treating depression, but extensive research has also been devoted to the study and treatment of anxiety disorders. These two clinical problems have been the most
extensively researched using cognitive therapy (Beck, 1991; Dattilio, 2000a).
One of the reasons for the popularity of cognitive therapy is due to “strong
empirical support for its theoretical framework and to the large number of
outcome studies with clinical populations” (Beck & Weishaar, 2008, p. 291).
Cognitive therapy has been successfully used in a wide variety of other disorders and clinical areas, some of which include treating phobias, psychosomatic
disorders, eating disorders, anger, panic disorders, and generalized anxiety
disorders (Chambless & Peterman, 2006; Dattilio & Kendall, 2007; Riskind,
2006); posttraumatic stress disorder, suicidal behavior, borderline personality disorders, narcissistic personality disorders, and schizophrenic disorders
(Dattilio & Freeman, 2007); personality disorders (Pretzer & Beck, 2006); substance abuse (Beck, Wright, Newman, & Liese, 1993; Newman, 2006); chronic
pain (Beck, 1987); medical illness (Dattilio & Castaldo, 2001); crisis intervention (Dattilio & Freeman, 2007); couples and families therapy (Dattilio, 1993,
1998, 2001, 2005, 2006; Dattilio & Padesky, 1990; Epstein, 2006); child abusers,
divorce counseling, skills training, and stress management (Dattilio, 1998;
Granvold, 1994; Reinecke, Dattilio, & Freeman, 2002). Clearly, cognitive behavioral programs have been designed for all ages and for a variety of client
populations. For an excellent resource on the clinical applications of CBT to a
wide range of disorders and populations, see Contemporary Cognitive Therapy
(Leahy, 2006a).
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APPLYING COGNITIVE TECHNIQUES Beck and Weishaar (2008) describe both
cognitive and behavioral techniques that are part of the overall strategies used
by cognitive therapists. Techniques are aimed mainly at correcting errors in information processing and modifying core beliefs that result in faulty conclusions. Cognitive techniques focus on identifying and examining a client’s beliefs,
exploring the origins of these beliefs, and modifying them if the client cannot
support these beliefs. Examples of behavioral techniques typically used by cognitive therapists include skills training, role playing, behavioral rehearsal, and
exposure therapy. Regardless of the nature of the speciﬁc problem, the cognitive
therapist is mainly interested in applying procedures that will assist individuals
in making alternative interpretations of events in their daily living. Think about
how you might apply the principles of CT to yourself in this classroom situation
and change your feelings surrounding the situation:
Your professor does not call on you during a particular class session. You feel
depressed. Cognitively, you are telling yourself: “My professor thinks I’m stupid and that I really don’t have much of value to offer the class. Furthermore,
she’s right, because everyone else is brighter and more articulate than I am. It’s
been this way most of my life!”

Some possible alternative interpretations are that the professor wants to include
others in the discussion, that she is short on time and wants to move ahead,
that she already knows your views, or that you are self-conscious about being
singled out or called on.
The therapist would have you become aware of the distortions in your
thinking patterns by examining your automatic thoughts. The therapist would
ask you to look at your inferences, which may be faulty, and then trace them
back to earlier experiences in your life. Then the therapist would help you see
how you sometimes come to a conclusion (your decision that you are stupid,
with little of value to offer) when evidence for such a conclusion is either lacking or based on distorted information from the past.
As a client in cognitive therapy, you would also learn about the process of
magniﬁcation or minimization of thinking, which involves either exaggerating
the meaning of an event (you believe the professor thinks you are stupid because she did not acknowledge you on this one occasion) or minimizing it (you
belittle your value as a student in the class). The therapist would assist you in
learning how you disregard important aspects of a situation, engage in overly
simpliﬁed and rigid thinking, and generalize from a single incident of failure.
Can you think of other situations where you could apply CT procedures?

TREATMENT OF DEPRESSION Beck challenged the notion that depression
results from anger turned inward. Instead, he focuses on the content of the
depressive’s negative thinking and biased interpretation of events (DeRubeis
& Beck, 1988). In an earlier study that provided much of the backbone of his
theory, Beck (1963) even found cognitive errors in the dream content of depressed clients.
Beck (1987) writes about the cognitive triad as a pattern that triggers depression. In the ﬁrst component of the triad, clients hold a negative view of themselves.
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They blame their setbacks on personal inadequacies without considering circumstantial explanations. They are convinced that they lack the qualities essential to
bring them happiness. The second component of the triad consists of the tendency
to interpret experiences in a negative manner. It almost seems as if depressed
people select certain facts that conform to their negative conclusions, a process
referred to as selective abstraction by Beck. Selective abstraction is used to bolster the individual’s negative schema, giving further credence to core beliefs. The
third component of the triad pertains to depressed clients’ gloomy vision and projections about the future. They expect their present difﬁculties to continue, and
they anticipate only failure in the future.
Depression-prone people often set rigid, perfectionist goals for themselves
that are impossible to attain. Their negative expectations are so strong that
even if they experience success in speciﬁc tasks they anticipate failure the next
time. They screen out successful experiences that are not consistent with their
negative self-concept. The thought content of depressed individuals centers on
a sense of irreversible loss that results in emotional states of sadness, disappointment, and apathy.
Beck’s therapeutic approach to treating depressed clients focuses on speciﬁc problem areas and the reasons clients give for their symptoms. Some of the
behavioral symptoms of depression are inactivity, withdrawal, and avoidance.
To assess the depth of depression, Beck (1967) designed a standardized device
known as the Beck Depression Inventory (BDI). The therapist is likely to probe
with Socratic questioning such as this: “What would be lost by trying? Will
you feel worse if you are passive? How do you know that it is pointless to try?”
Therapy procedures include setting up an activity schedule with graded tasks
to be completed. Clients are asked to complete easy tasks ﬁ rst, so that they will
meet with some success and become slightly more optimistic. The point is to
enlist the client’s cooperation with the therapist on the assumption that doing
something is more likely to lead to feeling better than doing nothing.
Some depressed clients may harbor suicidal wishes. Cognitive therapy
strategies may include exposing the client’s ambivalence, generating alternatives, and reducing problems to manageable proportions. For example, the
therapist may ask the client to list the reasons for living and for dying. Further,
if the client can develop alternative views of a problem, alternative courses of
action can be developed. This can result not only in a client feeling better but
also behaving in more effective ways (Freeman & Reinecke, 1993).
A central characteristic of most depressive people is self-criticism. Underneath the person’s self-hate are attitudes of weakness, inadequacy, and
lack of responsibility. A number of therapeutic strategies can be used. Clients
can be asked to identify and provide reasons for their excessively self-critical
behavior. The therapist may ask the client, “If I were to make a mistake the
way you do, would you despise me as much as you do yourself?” A skillful
therapist may play the role of the depressed client, portraying the client as inadequate, inept, and weak. This technique can be effective in demonstrating
the client’s cognitive distortions and arbitrary inferences. The therapist can
then discuss with the client how the “tyranny of shoulds” can lead to self-hate
and depression.
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Depressed clients typically experience painful emotions. They may say
that they cannot stand the pain or that nothing can make them feel better. One
procedure to counteract painful affect is humor. A therapist can demonstrate
the ironic aspects of a situation. If clients can even brieﬂy experience some
lightheartedness, it can serve as an antidote to their sadness. Such a shift in
their cognitive set is simply not compatible with their self-critical attitude.
Another speciﬁc characteristic of depressed people is an exaggeration of external demands, problems, and pressures. Such people often exclaim that they
feel overwhelmed and that there is so much to accomplish that they can never
do it. A cognitive therapist might ask clients to list things that need to be done,
set priorities, check off tasks that have been accomplished, and break down an
external problem into manageable units. When problems are discussed, clients
often become aware of how they are magnifying the importance of these difﬁculties. Through rational exploration, clients are able to regain a perspective
on deﬁning and accomplishing tasks.
The therapist typically has to take the lead in helping clients make a list of
their responsibilities, set priorities, and develop a realistic plan of action. Because carrying out such a plan is often inhibited by self-defeating thoughts, it
is well for therapists to use cognitive rehearsal techniques in both identifying
and changing negative thoughts. If clients can learn to combat their self-doubts
in the therapy session, they may be able to apply their newly acquired cognitive
and behavioral skills in real-life situations.

APPLICATION TO FAMILY THERAPY The cognitive behavioral approach focuses on family interaction patterns, and family relationships, cognitions, emotions, and behavior are viewed as exerting a mutual inﬂuence on one another.
A cognitive inference can evoke emotion and behavior, and emotion and behavior can likewise inﬂuence cognition in a reciprocal process that sometimes
serves to maintain the dysfunction of the family unit.
Cognitive therapy, as set forth by Beck (1976), places a heavy emphasis on
schema, or what have elsewhere been deﬁned as core beliefs. A key aspect of
the therapeutic process involves restructuring distorted beliefs (or schema),
which has a pivotal impact on changing dysfunctional behaviors. Some cognitive behavior therapists place a strong emphasis on examining cognitions
among individual family members as well as on what may be termed the “family schemata” (Dattilio, 1993, 1998, 2001, 2006). These are jointly held beliefs
about the family that have formed as a result of years of integrated interaction
among members of the family unit. It is the experiences and perceptions from
the family of origin that shape the schema about both the immediate family and
families in general. These schemata have a major impact on how the individual
thinks, feels, and behaves in the family system (Dattilio, 2001, 2005, 2006).
For a concrete illustration of how Dr. Dattilio applies cognitive principles
and works with family schemata, see his cognitive behavioral approach with
Ruth in Case Approach to Counseling and Psychotherapy (Corey, 2009a, chap. 8).
For a discussion of myths and misconceptions of cognitive behavior family
therapy, see Dattilio (2001); for a concise presentation on the cognitive behavioral model of family therapy, see Dattilio (2006). Also, for an expanded
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treatment of applications of cognitive behavioral approaches to working with
couples and families, see Dattilio (1998).

Donald Meichenbaum’s Cognitive Behavior Modiﬁcation
Introduction
Another major alternative to rational emotive behavior therapy is Donald
Meichenbaum’s cognitive behavior modiﬁcation (CBM), which focuses on
changing the client’s self-verbalizations. According to Meichenbaum (1977),
self-statements affect a person’s behavior in much the same way as statements
made by another person. A basic premise of CBM is that clients, as a prerequisite to behavior change, must notice how they think, feel, and behave and the
impact they have on others. For change to occur, clients need to interrupt the
scripted nature of their behavior so that they can evaluate their behavior in
various situations (Meichenbaum, 1986).
This approach shares with REBT and Beck’s cognitive therapy the assumption that distressing emotions are typically the result of maladaptive thoughts.
There are differences, however. Whereas REBT is more direct and confrontational in uncovering and disputing irrational thoughts, Meichenbaum’s selfinstructional training focuses more on helping clients become aware of their
self-talk. The therapeutic process consists of teaching clients to make selfstatements and training clients to modify the instructions they give to themselves so that they can cope more effectively with the problems they encounter.
Together, the therapist and client practice the self-instructions and the desirable behaviors in role-play situations that simulate problem situations in the
client’s daily life. The emphasis is on acquiring practical coping skills for problematic situations such as impulsive and aggressive behavior, fear of taking
tests, and fear of public speaking.
Cognitive restructuring plays a central role in Meichenbaum’s (1977) approach. He describes cognitive structure as the organizing aspect of thinking,
which seems to monitor and direct the choice of thoughts. Cognitive structure
implies an “executive processor,” which “holds the blueprints of thinking” that
determine when to continue, interrupt, or change thinking.

How Behavior Changes
Meichenbaum (1977) proposes that “behavior change occurs through a sequence of mediating processes involving the interaction of inner speech, cognitive structures, and behaviors and their resultant outcomes” (p. 218). He
describes a three-phase process of change in which those three aspects are
interwoven. According to him, focusing on only one aspect will probably prove
insufﬁcient.
Phase 1: Self-observation. The beginning step in the change process consists of
clients learning how to observe their own behavior. When clients begin therapy,
their internal dialogue is characterized by negative self-statements and imagery. A critical factor is their willingness and ability to listen to themselves. This
process involves an increased sensitivity to their thoughts, feelings, actions,
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physiological reactions, and ways of reacting to others. If depressed clients hope
to make constructive changes, for example, they must ﬁrst realize that they are
not “victims” of negative thoughts and feelings. Rather, they are actually contributing to their depression through the things they tell themselves. Although
self-observation is necessary if change is to occur, it is not sufﬁcient for change.
As therapy progresses, clients acquire new cognitive structures that enable
them to view their problems in a new light. This reconceptualization process
comes about through a collaborative effort between client and therapist.
Phase 2: Starting a new internal dialogue. As a result of the early client–therapist
contacts, clients learn to notice their maladaptive behaviors, and they begin to
see opportunities for adaptive behavioral alternatives. If clients hope to change
what they are telling themselves, they must initiate a new behavioral chain, one
that is incompatible with their maladaptive behaviors. Clients learn to change
their internal dialogue through therapy. Their new internal dialogue serves as
a guide to new behavior. In turn, this process has an impact on clients’ cognitive structures.
Phase 3: Learning new skills. The third phase of the modiﬁcation process consists of teaching clients more effective coping skills, which are practiced in
real-life situations. (For example, clients who can’t cope with failure may avoid
appealing activities for fear of not succeeding at them. Cognitive restructuring
can help them change their negative view, thus making them more willing to
engage in desired activities.) At the same time, clients continue to focus on telling themselves new sentences and observing and assessing the outcomes. As
they behave differently in situations, they typically get different reactions from
others. The stability of what they learn is greatly inﬂuenced by what they say to
themselves about their newly acquired behavior and its consequences.

Coping Skills Programs
The rationale for coping skills programs is that we can acquire more effective
strategies in dealing with stressful situations by learning how to modify our
cognitive “set,” or our core beliefs. The following procedures are designed to
teach coping skills:
• Exposing clients to anxiety-provoking situations by means of role playing
and imagery
• Requiring clients to evaluate their anxiety level
• Teaching clients to become aware of the anxiety-provoking cognitions
they experience in stressful situations
• Helping clients examine these thoughts by reevaluating their self-statements
• Having clients note the level of anxiety following this reevaluation
Research studies have demonstrated the success of coping skills programs
when applied to problems such as speech anxiety, test anxiety, phobias, anger,
social incompetence, addictions, alcoholism, sexual dysfunctions, posttraumatic stress disorders, and social withdrawal in children (Meichenbaum, 1977,
1986, 1994).
A particular application of a coping skills program is teaching clients stress
management techniques by way of a strategy known as stress inoculation.
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Using cognitive techniques, Meichenbaum (1985, 2003) has developed stress
inoculation procedures that are a psychological and behavioral analog to immunization on a biological level. Individuals are given opportunities to deal
with relatively mild stress stimuli in successful ways, so that they gradually develop a tolerance for stronger stimuli. This training is based on the assumption
that we can affect our ability to cope with stress by modifying our beliefs and
self-statements about our performance in stressful situations. Meichenbaum’s
stress inoculation training is concerned with more than merely teaching people
speciﬁc coping skills. His program is designed to prepare clients for intervention and motivate them to change, and it deals with issues such as resistance
and relapse. Stress inoculation training (SIT) consists of a combination of information giving, Socratic discussion, cognitive restructuring, problem solving,
relaxation training, behavioral rehearsals, self-monitoring, self-instruction,
self-reinforcement, and modifying environmental situations. This approach is
designed to teach coping skills that can be applied to both present problems
and future difﬁculties. Meichenbaum (2003) contends that SIT can be used for
both preventive and treatment purposes with a broad range of people who experience stress responses.
Meichenbaum (1985, 2003) has designed a three-stage model for stress inoculation training: (1) the conceptual-educational phase, (2) the skills acquisition, consolidation, and rehearsal phase, and (3) the application and follow-through phase.
During the conceptual-educational phase, the primary focus is on creating a
working relationship with clients. This is mainly done by helping them gain a
better understanding of the nature of stress and reconceptualizing it in socialinteractive terms. The therapist enlists the client’s collaboration during this
early phase and together they rethink the nature of the problem. Initially, clients are provided with a conceptual framework in simple terms designed to
educate them about ways of responding to a variety of stressful situations. They
learn about the role that cognitions and emotions play in creating and maintaining stress through didactic presentations, Socratic questioning, and by a
process of guided self-discovery.
Clients often begin treatment feeling that they are the victims of external
circumstances, thoughts, feelings, and behaviors over which they have no control. Training includes teaching clients to become aware of their own role in
creating their stress. They acquire this awareness by systematically observing
the statements they make internally as well as by monitoring the maladaptive behaviors that ﬂow from this inner dialogue. Such self-monitoring continues throughout all the phases. As is true in cognitive therapy, clients typically
keep an open-ended diary in which they systematically record their speciﬁc
thoughts, feelings, and behaviors. In teaching these coping skills, therapists
strive to be ﬂexible in their use of techniques and to be sensitive to the individual, cultural, and situational circumstances of their clients.
During the skills acquisition, consolidation, and rehearsal phase, the focus is
on giving clients a variety of behavioral and cognitive coping techniques to apply to stressful situations. This phase involves direct actions, such as gathering
information about their fears, learning speciﬁcally what situations bring about
stress, arranging for ways to lessen the stress by doing something different,
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and learning methods of physical and psychological relaxation. The training
involves cognitive coping; clients are taught that adaptive and maladaptive behaviors are linked to their inner dialogue. Through this training, clients acquire and rehearse a new set of self-statements. Meichenbaum (1986) provides
some examples of coping statements that are rehearsed in this phase of SIT:
• “How can I prepare for a stressor?” (“What do I have to do? Can I develop
a plan to deal with the stress?”)
• “How can I confront and deal with what is stressing me?” (“What are
some ways I can handle a stressor? How can I meet this challenge?”)
• “How can I cope with feeling overwhelmed?” (“What can I do right now?
How can I keep my fears in check?”)
• “How can I make reinforcing self-statements?” (“How can I give myself
credit?”)
As a part of the stress management program, clients are also exposed to
various behavioral interventions, some of which are relaxation training, social
skills training, time-management instruction, and self-instructional training.
They are helped to make lifestyle changes such as reevaluating priorities, developing support systems, and taking direct action to alter stressful situations.
Clients are introduced to a variety of methods of relaxation and are taught to
use these skills to decrease arousal due to stress. Through teaching, demonstration, and guided practice, clients learn the skills of progressive relaxation,
which are to be practiced regularly.
During the application and follow-through phase, the focus is on carefully
arranging for transfer and maintenance of change from the therapeutic situation to everyday life. It is clear that teaching coping skills is a complex procedure that relies on varied treatment programs. For clients to merely say new
things to themselves is generally not sufﬁcient to produce change. They need to
practice these self-statements and apply their new skills in real-life situations.
To consolidate the lessons learned in the training sessions, clients participate in
a variety of activities, including imagery and behavior rehearsal, role playing,
modeling, and in vivo practice. Once clients have become proﬁcient in cognitive
and behavioral coping skills, they practice behavioral assignments, which become increasingly demanding. They are asked to write down the homework assignments they are willing to complete. The outcomes of these assignments are
carefully checked at subsequent meetings, and if clients do not follow through
with them, the therapist and the client collaboratively consider the reasons for
the failure. Clients are also provided with training in relapse prevention, which
consists of procedures for dealing with the inevitable setbacks they are likely
to experience as they apply their learnings to daily life. Follow-up and booster
sessions typically take place at 3-, 6-, and 12-month periods as an incentive
for clients to continue practicing and reﬁning their coping skills. SIT can be
considered part of an ongoing stress management program that extends the
beneﬁts of training into the future.
Stress management training has potentially useful applications for a wide
variety of problems and clients and for both remediation and prevention. Some
of these applications include anger control, anxiety management, assertion
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training, improving creative thinking, treating depression, and dealing with
health problems. Stress inoculation training has been employed with medical
patients and with psychiatric patients (Meichenbaum, 2003). SIT has been successfully used with children, adolescents, and adults who have anger problems;
anxiety disorders; and posttraumatic stress disorder (PTSD).

The Constructivist Approach to Cognitive Behavior Therapy
Meichenbaum (1997) has developed his approach by incorporating the constructivist narrative perspective (CNP), which focuses on the stories people tell
about themselves and others regarding signiﬁcant events in their lives. This
approach begins with the assumption that there are multiple realities. One of
the therapeutic tasks is to help clients appreciate how they construct their realities and how they author their own stories (see Chapter 13).
Meichenbaum describes the constructivist approach to cognitive behavior
therapy as less structured and more discovery-oriented than standard cognitive therapy. The constructivist approach gives more emphasis to past development, tends to target deeper core beliefs, and explores the behavioral impact and emotional toll a client pays for clinging to certain root metaphors.
Meichenbaum uses these questions to evaluate the outcomes of therapy:
• Are clients now able to tell a new story about themselves and the world?
• Do clients now use more positive metaphors to describe themselves?
• Are clients able to predict high-risk situations and employ coping skills in
dealing with emerging problems?
• Are clients able to take credit for the changes they have been able to bring
about?
In successful therapy clients develop their own voices, take pride in what
they have accomplished, and take ownership of the changes they are bringing
about.

Cognitive Behavior Therapy From a Multicultural
Perspective
Strengths From a Diversity Perspective
There are several strengths of cognitive behavioral approaches from a diversity
perspective. If therapists understand the core values of their culturally diverse
clients, they can help clients explore these values and gain a full awareness of
their conﬂicting feelings. Then client and therapist can work together to modify
selected beliefs and practices. Cognitive behavior therapy tends to be culturally
sensitive because it uses the individual’s belief system, or worldview, as part of
the method of self-challenge.
Ellis (2001b) believes that an essential part of people’s lives is group living
and that their happiness depends largely on the quality of their functioning
within their community. Individuals can make the mistake of being too selfcentered and self-indulgent. REBT stresses the relationship of individuals to
the family, community, and other systems. This orientation is consistent with
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valuing diversity and the interdependence of being an individual and a productive member of the community.
Because counselors with a cognitive behavioral orientation function as
teachers, clients focus on learning skills to deal with the problems of living. In
speaking with colleagues who work with culturally diverse populations, I have
learned that their clients tend to appreciate the emphasis on cognition and action, as well as the stress on relationship issues. The collaborative approach of
CBT offers clients the structure they may want, yet the therapist still makes
every effort to enlist clients’ active cooperation and participation. According to
Spiegler (2008), because of its basic nature and the way CBT is practiced, it is
inherently suited to treating diverse clients. Some of the factors that Spiegler
identiﬁes that makes CBT diversity effective include individualized treatment,
focusing on the external environment, active nature, emphasis on learning, reliance on empirical evidence, focus on present behavior, and brevity.

Shortcomings From a Diversity Perspective
Exploring values and core beliefs plays an important role in all of the cognitive
behavioral approaches, and it is crucial for therapists to have some understanding of the cultural background of clients and to be sensitive to their struggles.
Therapists would do well to use caution in challenging clients about their beliefs and behaviors until they clearly understand their cultural context. On this
matter, Wolfe (2007) suggests that the therapist’s job is to help clients examine
and challenge long-standing cultural assumptions only if they result in dysfunctional emotions or behaviors. She writes that the therapist assists clients
in critically thinking about “potential conﬂ icts with the values of the dominant
culture so they can work toward achieving their own personal goals within
their own sociocultural context” (p. 188).
Consider an Asian American client, Sung, from a culture that stresses values such as doing one’s best, cooperation, interdependence, and working hard.
It is likely that Sung is struggling with feelings of shame and guilt if she perceives that she is not living up to the expectations and standards set for her by
her family and her community. She may feel that she is bringing shame to her
family if she is going through a divorce. The counselor needs to understand the
ways gender interacts with culture. The rules for Sung are likely to be different
than are the rules for a male member of her culture. The counselor could assist
Sung in understanding and exploring how both her gender and her culture are
factors to consider in her situation. If Sung is confronted too quickly on living
by the expectations or rules of others, the results are likely to be counterproductive. Sung might even leave counseling because of feeling misunderstood.
One of the shortcomings of applying cognitive behavior therapy to diverse
cultures pertains to the hesitation of some clients to question their basic cultural values. Dattilio (1995) notes that some Mediterranean and Middle Eastern cultures have strict rules with regard to religion, marriage and family, and
child-rearing practices. These rules are often in conﬂ ict with the cognitive
behavioral suggestions of disputation. For example, a therapist might suggest
to a woman that she question her husband’s motives. Clearly, in some Middle
Eastern or other Asian cultures, such questioning is forbidden.
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Cognitive Behavior Therapy Applied to the Case of Stan

k

From a cognitive behavioral perspective,
the therapist is interested in Stan challenging and modifying his self-defeating beliefs,
which will likely result in acquiring more effective behavior. Stan’s therapist is goal-oriented and problemfocused. From the initial session, the therapist asks
Stan to identify his problems and formulate specific
goals. Furthermore, she helps him reconceptualize his
problems in a way that will increase his chances of finding solutions.
Stan’s therapist follows a clear structure for every
session. The basic procedural sequence includes (1)
preparing him by providing a cognitive rationale for
treatment and demystifying treatment; (2) encouraging him to monitor the thoughts that accompany his
distress; (3) implementing behavioral and cognitive
techniques; (4) working with him to assist him in identifying and challenging some basic beliefs and ideas;
(5) teaching him ways to examine his beliefs and assumptions by testing them in reality; and (6) teaching
him basic coping skills that will enable him to avoid
relapsing into old patterns.
As a part of the structure of the therapy sessions,
the therapist asks Stan for a brief review of the week, elicits feedback from the previous session, reviews homework assignments, collaboratively creates an agenda for
the session, discusses topics on the agenda, and sets
new homework for the week. Stan is encouraged to perform personal experiments and practice coping skills in
daily life.
Stan tells his therapist that he would like to work
on his fear of women and would hope to feel far less
intimidated by them. He reports that he feels threatened by most women, but especially by women he
perceives as powerful. In working with Stan’s fears,
the therapist proceeds with four steps: educating him
about his self-talk; having him monitor and evaluate
his faulty beliefs; using cognitive and behavioral interventions; and collaboratively designing homework
with Stan that will give him opportunities to practice
new behaviors in daily life.
First, Stan’s therapist educates him about the
importance of examining his automatic thoughts, his

self-talk, and the many “shoulds,” “oughts,” and “musts”
he has accepted without questioning. Working with
Stan as a collaborative partner in his therapy, the therapist guides him in discovering some basic cognitions
that influence what he tells himself and how he feels
and acts. This is some of his self-talk:

• “I always have to be strong, tough, and perfect.”
• “I’m not a man if I show any signs of weakness.”
• “If everyone didn’t love me and approve of me,
things would be catastrophic.”

• “If a woman rejected me, I really would be
reduced to a ‘nothing.’”

• “If I fail, I am then a failure as a person.”
• “I’m apologetic for my existence because I don’t
feel equal to others.”
Second, the therapist assists Stan in monitoring and evaluating the ways in which he keeps telling himself these selfdefeating sentences. She challenges specific problems
and confronts the core of his faulty thinking:
You’re not your father. I wonder why you continue
telling yourself that you’re just like him? Do you think
you need to continue accepting without question
your parents’ value judgments about your worth?
Where is the evidence that they were right in their
assessment of you? You say you’re such a failure and
that you feel inferior. Do your present activities support this? If you were not so hard on yourself, how
might your life be different?
Third, once Stan more fully understands the nature of
his cognitive distortions and his self-defeating beliefs,
his therapist draws on a variety of cognitive and behavioral techniques to help Stan make the changes he
most desires. Through various cognitive techniques,
he learns to identify, evaluate, and respond to his dysfunctional beliefs. The therapist relies heavily on cognitive techniques such as Socratic questioning, guided
discovery, and cognitive restructuring to assist Stan in
examining the evidence that seems to support or
contradict his core beliefs. The therapist works with
Stan so he will view his basic beliefs and automatic
thinking as hypotheses to be tested. In a way, he will
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become a personal scientist by checking out the validity of many of the conclusions and basic assumptions that contribute to his personal difficulties. By the
use of guided discovery, Stan learns to evaluate the
validity and functionality of his beliefs and conclusions. Stan can also profit from cognitive restructuring, which would entail his observing his own behavior in various situations. For example, during the week
he can take a particular situation that is problematic
for him, paying particular attention to his automatic
thoughts and internal dialogue. What is he telling
himself as he approaches a difficult situation? How is
he setting himself up for failure with his self-talk? As
he learns to attend to his maladaptive behaviors, he
begins to see that what he tells himself has as much
impact as others’ statements about him. He also sees
the connections between his thinking and his behavioral problems. With this awareness he is in an ideal
place to begin to learn a new, more functional internal dialogue.
Fourth, Stan’s counselor works collaboratively
with him in creating specific homework assignments
to help him deal with his fears. It is expected that Stan
will learn new coping skills, which he can practice
first in the sessions and then in daily life situations.
It is not enough for him to merely say new things to
himself; Stan needs to apply his new cognitive and
behavioral coping skills in various daily situations.
At one point, for instance, the therapist asks Stan to
explore his fears of powerful women and his reasons
for continuing to tell himself: “They expect me to be
strong and perfect. If I’m not careful, they’ll dominate
me.” His homework includes approaching a woman
for a date. If he succeeds in getting the date, he can
challenge his catastrophic expectations of what
might happen. What would be so terrible if she did
not like him or if she refused the date? Stan tells himself over and over that he must be approved of by
women and that if any woman rebuffs him the consequences are more than he can bear. With practice,
he learns to label distortions and is able to automatically identify his dysfunctional thoughts and monitor
his cognitive patterns. Through a variety of cognitive
and behavioral strategies, he is able to acquire new
information, change his basic beliefs or schemata,
and implement new and more effective behavior.
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Follow-Up: You Continue as Stan’s
Cognitive Behavior Therapist
Use these questions to help you think about how to
counsel Stan using a cognitive behavior approach:

• Stan’s therapist’s style is characterized as

•

•

•

•

an integrative form of cognitive behavioral
therapy. She borrows concepts and techniques from the approaches of Ellis, Beck, and
Meichenbaum. In your work with Stan, what
specific concepts would you borrow from
these approaches? What cognitive behavioral
techniques would you use? What possible
advantages do you see, if any, in applying an
integrative cognitive behavioral approach in
your work with Stan?
What are some things you would most want
to teach Stan about how cognitive behavior
therapy works? How would you explain to him
the therapeutic alliance and the collaborative
therapeutic relationship?
What are some of Stan’s most prominent faulty
beliefs that get in the way of his living fully?
What cognitive and behavioral techniques
might you use in helping him examine his core
beliefs?
Stan lives by many “shoulds” and “oughts.” His
automatic thoughts seem to impede him from
getting what he wants. What techniques would
you use to encourage guided discovery on his
part?
What are some homework assignments that
would be useful for Stan to carry out? How
would you collaboratively design homework
with Stan? How would you encourage him to
develop action plans to test the validity of his
thinking and his conclusions?

See the online and DVD program, Theory
in Practice: The Case of Stan (Session 8 on
cognitive behavior therapy), for a demonstration of my approach to counseling Stan from
this perspective. This session focuses on exploring some of Stan’s faulty beliefs through the
use of role-reversal and cognitive restructuring
techniques.
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A shortcoming of REBT is its negative view of dependency. Many cultures
view interdependence as necessary to good mental health. According to Ellis
(1994), REBT is aimed at inducing people to examine and change some of their
most basic values. Clients with certain long-cherished cultural values pertaining to interdependence are not likely to respond favorably to forceful methods
of persuasion toward independence. Modiﬁcations in a therapist’s style need to
be made depending on the client’s culture.

Summary and Evaluation
REBT has evolved into a comprehensive and integrative approach that emphasizes thinking, judging, deciding, and doing. This approach is based on the
premise of the interconnectedness of thinking, feeling, and behaving. Therapy begins with clients’ problematic behaviors and emotions and disputes the
thoughts that directly create them. To block the self-defeating beliefs that are
reinforced by a process of self-indoctrination, REBT therapists employ active
and directive techniques such as teaching, suggestion, persuasion, and homework assignments, and they challenge clients to substitute a rational belief system for an irrational one. Therapists demonstrate how and why dysfunctional
beliefs lead to negative emotional and behavioral results. They teach clients
how to dispute self-defeating beliefs and behaviors that might occur in the future. REBT stresses action—doing something about the insights one gains in
therapy. Change comes about mainly by a commitment to consistently practice
new behaviors that replace old and ineffective ones.
Rational emotive behavior therapists are typically eclectic in selecting therapeutic strategies. They have the latitude to develop their own personal style and to
exercise creativity; they are not bound by ﬁxed techniques for particular problems.
Cognitive therapists also practice from an integrative stance, using many methods
to assist clients in modifying their self-talk. The working alliance is given special
importance in cognitive therapy as a way of forming a collaborative partnership.
Although the client–therapist relationship is viewed as necessary, it is not sufﬁcient
for successful outcomes. In cognitive therapy, it is presumed that clients are helped
by the skillful use of a range of cognitive and behavioral interventions and by their
willingness to perform homework assignments between sessions.
All of the cognitive behavioral approaches stress the importance of cognitive processes as determinants of behavior. It is assumed that how people feel
and what they actually do is largely inﬂuenced by their subjective assessment
of situations. Because this appraisal of life situations is inﬂuenced by beliefs,
attitudes, assumptions, and internal dialogue, such cognitions become the
major focus of therapy.

Contributions of the Cognitive Behavioral Approaches
Most of the therapies discussed in this book can be considered “cognitive,” in a
general sense, because they have the aim of changing clients’ subjective views
of themselves and the world. The cognitive behavioral approaches focus on undermining faulty assumptions and beliefs and teaching clients the coping skills
needed to deal with their problems.
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ELLIS’S REBT I ﬁnd aspects of REBT very valuable in my work because I believe we are responsible for maintaining self-destructive ideas and attitudes
that inﬂuence our daily transactions. I see value in confronting clients with
questions such as “What are your assumptions and basic beliefs?” and “Have
you examined the core ideas you live by to determine if they are your own values or merely introjects?” REBT has built on the Adlerian notion that events
themselves do not have the power to determine us; rather, it is our interpretation of these events that is crucial. The A-B-C framework simply and clearly
illustrates how human disturbances occur and the ways in which problematic
behavior can be changed. Rather than focusing on events themselves, therapy
stresses how clients interpret and react to what happens to them and the necessity of actively disputing a range of faulty beliefs.
Another contribution of the cognitive behavioral approaches is the emphasis
on putting newly acquired insights into action. Homework assignments are well
suited to enabling clients to practice new behaviors and assisting them in the
process of their reconditioning. Adlerian therapy, reality therapy, behavior therapy, and solution-focused brief therapy all share with the cognitive behavioral
approaches this action orientation. It is important that homework be a natural
outgrowth of what is taking place in the therapy session. Clients are more likely
to carry out their homework if the assignments are collaboratively created.
One of the strengths of REBT is the focus on teaching clients ways to carry
on their own therapy without the direct intervention of a therapist. I particularly like the emphasis that REBT puts on supplementary and psychoeducational approaches such as listening to tapes, reading self-help books, keeping a
record of what they are doing and thinking, and attending workshops. In this
way clients can further the process of change in themselves without becoming
excessively dependent on a therapist.
A major contribution of REBT is its emphasis on a comprehensive and integrative therapeutic practice. Numerous cognitive, emotive, and behavioral
techniques can be employed in changing one’s emotions and behaviors by
changing the structure of one’s cognitions.

BECK’S COGNITIVE THERAPY Beck’s key concepts share similarities with
REBT, but differ in underlying philosophy and the process by which therapy
proceeds. Beck made pioneering efforts in the treatment of anxiety, phobias,
and depression. Today, empirically validated treatments for both anxiety and
depression have revolutionized therapeutic practice; research has demonstrated
the efﬁcacy of cognitive therapy for a variety of problems (Leahy, 2002; Scher,
Segal, & Ingram, 2006). Beck developed speciﬁc cognitive procedures that are
useful in challenging a depressive client’s assumptions and beliefs and in providing a new cognitive perspective that can lead to optimism and changed behavior. The effects of cognitive therapy on depression and hopelessness seem
to be maintained for at least one year after treatment. Cognitive therapy has
been applied to a wide range of clinical populations that Beck did not originally
believe were appropriate for this model, including treatment for posttraumatic
stress disorder, schizophrenia, delusional disorders, bipolar disorder, and various personality disorders (Leahy, 2002, 2006a).
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Beck demonstrated that a structured therapy that is present-centered and
problem-oriented can be very effective in treating depression and anxiety in
a relatively short time. One of Beck’s major theoretical contributions has been
bringing private experience back into the realm of legitimate scientiﬁc inquiry
(Weishaar, 1993). A strength of cognitive therapy is its focus on developing a
detailed case conceptualization as a way to understand how clients view their
world.
A key strength of all the cognitive behavioral therapies is that they are integrative forms of psychotherapy. Beck considers cognitive therapy to be the
integrative psychotherapy because it draws from so many different modalities
of psychotherapy (Alford & Beck, 1997). Dattilio (2002a) advocates using cognitive behavioral techniques within an existential framework. Thus, a client
with panic disorder might well be encouraged to explore existential concerns
such as the meaning of life, guilt, despair, and hope. Clients can be provided
with cognitive behavioral tools to deal with events of everyday living and at
the same time explore critical existential issues that confront them. Grounding
symptomatic treatment within the context of an existential approach can be
most fruitful.
The credibility of the cognitive model grows out of the fact that many of its
propositions have been empirically tested. According to Leahy (2002), “Over
the past 20 years, the cognitive model has gained wide appeal and appears
to be inﬂuencing the development of the ﬁeld more than any other model”
(p. 419). Leahy identiﬁes several reasons this approach has found such wide
appeal:
• It works.
• It is an effective, focused, and practical treatment for speciﬁc problems.
• It is not mysterious or complicated, which facilitates transfer of knowledge
from therapist to client.
• It is a cost-effective form of treatment.

MEICHENBAUM’S COGNITIVE BEHAVIOR MODIFICATION Meichenbaum’s
work in self-instruction and stress inoculation training has been applied
successfully to a variety of client populations and speciﬁc problems. Of
special note is his contribution to understanding how stress is largely selfinduced through inner dialogue. Meichenbaum (1986) cautions cognitive
behavioral practitioners against the tendency to become overly preoccupied
with techniques. If progress is to be made, he suggests that cognitive behavior therapy must develop a testable theory of behavior change. He reports
that some attempts have been made to formulate a cognitive social learning
theory that will explain behavior change and specify the best methods of
intervention.
A major contribution made by Ellis, Beck, and Meichenbaum is the demystiﬁcation of the therapy process. The cognitive behavioral approaches are based
on an educational model that stresses a working alliance between therapist and
client. The models encourage self-help, provide for continuous feedback from
the client on how well treatment strategies are working, and provide a structure and direction to the therapy process that allows for evaluation of outcomes.
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Clients are active, informed, and responsible for the direction of therapy because they are partners in the enterprise.

Limitations and Criticisms of the Cognitive Behavioral
Approaches
A potential limitation of any of the cognitive behavioral approaches is the
therapist’s level of training, knowledge, skill, and perceptiveness. Although
this is true of all therapeutic approaches, it is especially true for CBT practitioners because they tend to be active, highly structured, and offer clients
psychoeducational information and teach life skills. Macy (2007) stresses that
the effective use of cognitive behavior therapy interventions requires extensive
study, training, and practice: “Effective implementation of these interventions
requires that the practitioner be fully grounded in the therapy’s theory and
premises, and be able to use a range of associated techniques and interventions” (p. 159).

ELLIS’S REBT I value paying attention to a client’s past without getting lost in
this past and without assuming a fatalistic stance about earlier traumatic experiences. I question the REBT assumption that exploring the past is ineffective in
helping clients change faulty thinking and behavior. From my perspective, exploring past childhood experiences can have a great deal of therapeutic power
if the discussion is connected to our present functioning.
Another potential limitation involves the misuse of the therapist’s power by
imposing ideas of what constitutes rational thinking. Ellis (2001b) acknowledges
that clients may feel pressured to adopt goals and values the therapist sells rather
than acting within the framework of their own value system. Due to the active and
directive nature of this approach, it is particularly important for practitioners to
know themselves well and to avoid imposing their own philosophy of life on their
clients. Because the therapist has a large amount of power by virtue of persuasion,
psychological harm is more possible in REBT than in less directive approaches.
As Ellis practices it, REBT is a forceful and confrontational therapy. Some
clients will have trouble with a confrontational style, especially if a strong therapeutic alliance has not been established. It is well to underscore that REBT can
be effective when practiced in a style different from Ellis’s. Indeed, a therapist
can be soft-spoken and gentle and still use REBT concepts and methods. Ann
Vernon (2007) encourages practitioners to recognize that they can adhere to
the basic principles of REBT, which have been effectively used with both adults
and children, without emulating Ellis’s style. Janet Wolfe, who has supervised
hundreds of practitioners in her 30 years at the Albert Ellis Institute, makes the
point that therapists do not need to replicate Ellis’s style to effectively incorporate REBT into their own repertoire of interventions. Wolfe (2007) encourages
practitioners to embrace this useful and effective therapy approach, but to develop a style that is consistent with their own personality.
For practitioners who value a spiritual dimension of psychotherapy, Ellis’s
views on religion and spirituality are likely to raise some problems. Historically,
Ellis has declared himself as an atheist and has long been critical of dogmatic religions that instill guilt in people. Ellis (2004b) has written about the core
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philosophies that can either improve our mental health or can lead to disturbances. Although his tone has softened over the years, he is still critical of any philosophies that promote rigid beliefs. Personally, I think that a spiritual and a religious
orientation can be incorporated into the practice of REBT if this is meaningful to
the client and if this is done in a thoughtful manner by the therapist. From what
I know about Ellis, I would say that he is motivated by some spiritual values,
especially in his desire to help others create a better life for themselves. Ellis is
driven by his passion to teach people about REBT, and he chuckles when he says
in his workshops that his mission is to spread the gospel according to St. Albert.
Indeed, I would say that his “religion” is embodied in the principles and practices
of REBT. For more on this topic, see The Road to Tolerance (Ellis, 2004b).

BECK’S COGNITIVE THERAPY Cognitive therapy has been criticized for focusing too much on the power of positive thinking; being too superﬁcial and
simplistic; denying the importance of the client’s past; being too techniqueoriented; failing to use the therapeutic relationship; working only on eliminating symptoms, but failing to explore the underlying causes of difﬁculties;
ignoring the role of unconscious factors; and neglecting the role of feelings
(Freeman & Dattilio, 1992; Weishaar, 1993).
Freeman and Dattilio (1992, 1994; Dattilio, 2001) do a good job of debunking
the myths and misconceptions about cognitive therapy. Weishaar (1993) concisely addresses a number of criticisms leveled at the approach. Although the
cognitive therapist is straightforward and looks for simple rather than complex
solutions, this does not imply that the practice of cognitive therapy is simple.
Cognitive therapists do not explore the unconscious or underlying conﬂicts but
work with clients in the present to bring about schematic changes. However,
they do recognize that clients’ current problems are often a product of earlier
life experiences, and thus, they may explore with clients the ways their past is
presently inﬂuencing them.
One of my criticisms of cognitive therapy, like REBT, is that emotions tend
to be played down in treatment. I suspect that some cognitive behavioral practitioners may be drawn to this approach because they are uncomfortable in
working with feelings. Although Dattilio (2001) admits that CBT places central
emphasis on cognition and behavior, he maintains that emotion is not ignored
in the therapy process; rather, he believes that emotion is a by-product of cognition and behavior and is addressed in a different fashion. In fact, in his discussion of the case of Celeste, Dattilio (2002a) shows how he worked with this
client to identify and express her emotions fully. Dattilio does not assume that
problematic emotions are simply the result of faulty thinking; rather, he contends that emotions have independent, adaptive, and healing functions of their
own. Dattilio (2000a) puts the limitations of this approach nicely into perspective: “While CBT does have its limitations, it remains one of the most efﬁcacious and well-researched modalities in existence” (p. 65).
MEICHENBAUM’S COGNITIVE BEHAVIOR MODIFICATION In their critique of
Meichenbaum’s approach, Patterson and Watkins (1996) raise some excellent
questions that can be asked of most cognitive behavioral approaches. The
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basic issue is discovering the best way to change a client’s internal dialogue.
Is directly teaching the client the most effective approach? Is the client’s failure to think rationally or logically always due to a lack of understanding of
reasoning or problem solving? Is learning by self-discovery more effective
and longer lasting than being taught by a therapist? Although we don’t have
deﬁ nitive answers to these questions yet, we cannot assume that learning
occurs only by teaching. It is a mistake to conclude that therapy is mainly
a cognitive process. Experiential therapies stress that learning also involves
emotions and self-discovery.

Where to Go From Here
In the CD-ROM for Integrative Counseling, I work with Ruth from a cognitive
behavioral perspective in a number of therapy sessions. In Sessions 6, 7, and 8
I demonstrate my way of working with Ruth from a cognitive, emotive, and behavioral focus. See also Session 9 (“Integrative Perspective”), which illustrates
the interactive nature of working with Ruth on thinking, feeling, and doing
levels.
The Journal of Rational-Emotive and Cognitive-Behavior Therapy is published by Kluwer Academic/Human Sciences Press. This quarterly journal
is an excellent way to keep informed of a wide variety of cognitive behavioral specialists.
Although Albert Ellis founded the Albert Ellis Institute in 1959, Ellis was
not associated with this Institute for at least the last several years of his life.
In 2006, Ellis claimed that the Albert Ellis Institute was following a program
that in many ways was not consistent with the theory and practice of REBT
(Ellis, 2008). For information about the work of Albert Ellis, and current training opportunities, contact:
Dr. Debbie Joffe Ellis
Telephone: (917) 887-2006
Website: www.rebtnetwork.org/
The Journal of Cognitive Psychotherapy: An International Quarterly, edited by John
Riskind, also provides information on theory, practice, and research in cognitive behavior therapy. Information about the journal is available from the International Association of Cognitive Psychotherapy or by contacting John Riskind
directly.
Dr. John Riskind
George Mason University
Department of Psychology, MSN 3F5
Fairfax, VA 22030-4444
Telephone: (703) 993-4094
Private Practice Telephone: (703) 280-8060
Fax: (703) 993-1359
E-mail: jriskind@gmu.edu
Website: www.cognitivetherapyassociation.org

310

PART TWO k Theories and Techniques of Counseling
The Center for Cognitive Therapy, Newport Beach, California, maintains a
website for mental health professionals. They list cognitive therapy books,
audio and video training tapes, current advanced training workshops, and other cognitive therapy resources and information.
Center for Cognitive Therapy
E-mail: mooney@padesky.com
Website: http://www.padesky.com
For more information about a one-year, full-time postdoctoral fellowship and
for shorter term clinical institutes, contact the Beck institute.
Beck Institute for Cognitive Therapy and Research
One Belmont Avenue, Suite 700
Bala Cynwyd, PA 19004-1610
Telephone: (610) 664-3020
Fax: (610) 664-4437
E-mail: beckinst@gim.net
Website: www.beckinstitute.org
For information regarding ongoing training and supervision in cognitive therapy, contact:
Department of Clinical Psychology
Philadelphia College of Osteopathic Medicine
4190 City Avenue
Philadelphia, PA 19131-1693
Website: www.pcom.edu/Academic_Programs/aca_psych/aca_psych.html

R ECOMMENDED S UPPLEMEN TA RY R E A DINGS
Feeling Better, Getting Better, and Staying Better
(Ellis, 2001a) is a self-help book that describes a wide range of cognitive, emotive, and behavioral approaches to not
only feeling better but getting better.
Overcoming Destructive Beliefs, Feelings, and
Behaviors (Ellis, 2001b) brings REBT up
to date and shows how it helps neurotic
clients and those suffering from severe
personality disorders.
Rational Emotive Behavior Therapy: It Works for
Me—It Can Work for You (Ellis, 2004a) is
a personal book that describes the many
challenges Ellis has faced in his life and
how he has coped with these realities by
applying REBT principles.

The Road to Tolerance: The Philosophy of Rational Emotive Behavior Therapy (Ellis, 2004b)
is a companion book to the book listed
above. In this book Ellis demonstrates
that tolerance is a deliberate, rational
choice that we can make, both for the
good of ourselves and for others.
Cognitive Therapy for Challenging Problems (J.
Beck, 2005) is a comprehensive account of
cognitive therapy procedures applied to
clients who present a multiplicity of difﬁcult behaviors. It covers the nuts and bolts
of cognitive therapy with all populations
and cites important research on cognitive therapy since its inception. There are
chapters dealing with topics such as the
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therapeutic alliance, setting goals, structuring sessions, homework, identifying
cognitions, modifying thoughts and images, modifying assumptions, and modifying core beliefs.
Cognitive Behavior Therapy: Applying Empirically Supported Techniques in Your Practice
(O’Donohue, Fisher, & Hayes, 2003) is a
useful collection of short chapters on applying empirically supported techniques
in working with a wide range of presenting problems. Most of these chapters can
be applied to both individual and group
therapy.
Mind Over Mood: Change How You Feel by
Changing the Way You Think (Greenberger
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& Padesky, 1995) provides step-by-step
worksheets to identify moods, solve problems, and test thoughts related to depression, anxiety, anger, guilt, and shame.
This is a popular self-help workbook and
a valuable tool for therapists and clients
learning cognitive therapy skills.
Clinician’s Guide to Mind Over Mood (Padesky
& Greenberger, 1995) shows therapists
how to integrate Mind Over Mood in therapy and use cognitive therapy treatment
protocols for speciﬁc diagnoses. This succinct overview of cognitive therapy has
troubleshooting guides, reviews cultural
issues, and offers guidelines for individual, couples, and group therapy.
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WILLIAM GLASSER
WILLIAM GLASSER (b. 1925)
was educated at Case Western
Reserve University in Cleveland,
Ohio. Initially a chemical engineer, he turned to psychology
(MA, Clinical Psychology, 1948)
and then to psychiatry, attending medical school (MD, 1953)
with the intention of becoming
a psychiatrist. By 1957 he had
completed his psychiatric training at the Veterans Administration and UCLA in Los Angeles and in 1961 was board
certified in psychiatry.
Glasser was married to Naomi for 47 years, and she
was very involved with the William Glasser Institute until
her death in 1992. In 1995 Glasser married Carleen, who is
an instructor at the Institute. Until recently Glasser played
tennis often, and now, at age 82, he enjoys watching
basketball on television.
Very early Glasser rejected the Freudian model,
partly due to his observation of psychoanalytically trained
therapists who did not seem to be implementing Freudian
principles. Rather, they tended to hold people responsible for their behavior. Early in his career, Glasser was a
psychiatrist at the Ventura School for girls, a prison and

school operated by the California Youth Authority. He
became convinced that his psychoanalytic training was
of limited utility in counseling these young people. From
these observations, Glasser thought it best to talk to the
sane part of clients, not their disturbed side. Glasser was
also influenced by G. L. Harrington, a psychiatrist and mentor. Harrington believed in getting his patients involved in
projects in the real world, and by the end of his residency
Glasser began to put together what by 1962 became
known as reality therapy.
Glasser became convinced that it was of paramount
importance that clients accept personal responsibility for
their behavior. By the early 1980s, Glasser was looking for
a theory that could explain all his work. Glasser learned
about control theory from William Powers, and he believed
this theory had great potential. He spent the next 10 years
expanding, revising, and clarifying what he was initially
taught. By 1996 Glasser had become convinced that these
revisions had so changed the theory that it was misleading
to continue to call it control theory, and he changed the
name to choice theory to reflect all that he had developed.
The essence of reality therapy, now taught all over the
world, is that we are all responsible for what we choose to
do. The basic assumption is that all any of us can control is
our present lives.

Introduction
Reality therapists believe the underlying problem of most clients is the same:
They are either involved in a present unsatisfying relationship or lack what
could even be called a relationship. Many of the problems of clients are caused
by their inability to connect, to get close to others, or to have a satisfying or
successful relationship with at least one signiﬁcant person in their lives. The
therapist guides clients toward a satisfying relationship and teaches them to
behave in more effective ways than they are presently behaving. The more clients are able to connect with people, the greater chance they have to experience
happiness.
Few clients understand that their problem is the way they are choosing to
behave. What they do know is that they feel a great deal of pain or that they are
unhappy because they have been sent for counseling by someone with authority who is not satisﬁed with their behavior—typically a court ofﬁcial, a school
administrator, a spouse, or a parent. Reality therapists recognize that clients
choose their behaviors as a way to deal with the frustrations caused by unsatisfying relationships. All of these behavioral choices—ranging from profound
– 316 –
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psychosis to mild depression—are described in detail in the DSM-IV-TR (APA,
2000).
Glasser contends that clients should not be labeled with a diagnosis except
when it is necessary for insurance purposes. From Glasser’s perspective, diagnoses are descriptions of the behaviors people choose in their attempt to deal
with the pain and frustration that is endemic to unsatisfying present relationships. Therefore, labeling ineffective behavior as mental illness is not accurate.
He believes mental illnesses are conditions such as Alzheimer’s disease, epilepsy, head trauma, and brain infections—conditions associated with tangible
brain damage. Because these people are suffering from a brain abnormality,
they should be treated primarily by neurologists.
Reality therapy is based on choice theory as it is explained in Glasser’s
(1998, 2001, 2003) most recent books. (In this chapter, the discussion of Glasser’s ideas pertains to these three books, unless otherwise speciﬁed.) Choice
theory explains why and how we function, and reality therapy provides a delivery system for helping individuals take more effective control of their lives.
Therapy consists mainly of teaching clients to make more effective choices as
they deal with the people they need in their lives. Glasser maintains that it
is essential for the therapist to establish a satisfying relationship with clients.
Once this relationship is developed, the skill of the therapist as a teacher becomes paramount.
Reality therapy has been used in a variety of settings. The approach is applicable to counseling, social work, education, crisis intervention, corrections
and rehabilitation, institutional management, and community development.
Reality therapy is popular in schools, correctional institutions, general hospitals, state mental hospitals, halfway houses, and substance abuse centers. Many
of the military clinics that treat drug and alcohol abusers use reality therapy as
their preferred therapeutic approach.

Key Concepts
View of Human Nature
Choice theory posits that we are not born blank slates waiting to be externally
motivated by forces in the world around us. Rather, we are born with ﬁve genetically encoded needs—survival, love and belonging, power or achievement, freedom or independence, and fun—that drive us all our lives. Each of us has all ﬁve
needs, but they vary in strength. For example, we all have a need for love and
belonging, but some of us need more love than others. Choice theory is based
on the premise that because we are by nature social creatures we need to both
receive and give love. Glasser (2001, 2005) believes the need to love and to belong
is the primary need because we need people to satisfy the other needs. It is also
the most difﬁcult need to satisfy because we must have a cooperative person to
help us meet it.
Our brain functions as a control system. It continually monitors our feelings to determine how well we are doing in our lifelong effort to satisfy these
needs. Whenever we feel bad, one or more of these ﬁve needs is unsatisﬁed.
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Although we may not be aware of our needs, we know that we want to feel
better. Driven by pain, we try to ﬁgure out how to feel better. Reality therapists teach clients choice theory so clients can identify unmet needs and try to
satisfy them.
Choice theory teaches that we do not satisfy our needs directly. What we
do, beginning shortly after birth and continuing all our lives, is to keep close
track of anything we do that feels very good. We store information inside our
minds and build a ﬁle of wants, called our quality world, which is at the core
of our lives. It is our personal Shangri-la—the world we would like to live in if
we could. It is completely based on our wants and needs, but unlike the needs,
which are general, it is very speciﬁc. The quality world consists of speciﬁc images of people, activities, events, beliefs, possessions, and situations that fulﬁ ll
our needs (Wubbolding, 2000). Our quality world is like a picture album. We
develop an inner picture album of speciﬁc wants as well as precise ways to
satisfy these wants. We are attempting to choose to behave in a way that gives
us the most effective control over our lives. Some pictures may be blurred, and
the therapist’s role is to help the client clarify them. Pictures exist in priority for
most people, yet clients may have difﬁculty identifying their priorities. Part of
the process of reality therapy is assisting clients in prioritizing their wants and
uncovering what is most important to them.
People are the most important component of our quality world, and these
are the people we most want to connect with. It contains the people we are closest to and most enjoy being with. Those who enter therapy generally have no
one in their quality world or, more often, someone in their quality world that
they are unable to relate to in a satisfying way. For therapy to have a chance of
success, a therapist must be the kind of person that clients would consider putting in their quality world. Getting into the clients’ quality world is the art of
therapy. It is from this relationship with the therapist that clients begin to learn
how to get close to the people they need.

Choice Theory Explanation of Behavior
Choice theory explains that all we ever do from birth to death is behave and,
with rare exceptions, everything we do is chosen. Every total behavior is our
best attempt to get what we want to satisfy our needs. Total behavior teaches
that all behavior is made up of four inseparable but distinct components—
acting, thinking, feeling, and physiology—that necessarily accompany all of our
actions, thoughts, and feelings. Behavior is purposeful because it is designed
to close the gap between what we want and what we perceive we are getting.
Speciﬁc behaviors are always generated from this discrepancy. Our behaviors
come from the inside, and thus we choose our destiny.
Glasser says that to speak of being depressed, having a headache, being
angry, or being anxious implies passivity and lack of personal responsibility,
and it is inaccurate. It is more accurate to think of these as parts of total behaviors and to use the verb forms depressing, headaching, angering, and anxietying
to describe them. It is more accurate to think of people depressing or angering
themselves rather than being depressed or being angry. When people choose
misery by developing a range of “paining” behaviors, it is because these are the
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best behaviors they are able to devise at the time, and these behaviors often get
them what they want.
When a reality therapist starts teaching choice theory, the client will often
protest and say, “I’m suffering, don’t tell me I’m choosing to suffer like this.” As
painful as depressing is, the therapist explains that people do not choose pain
and suffering directly; rather, it is an unchosen part of their total behavior. The
behavior of the person is the best effort, ineffective as it is, to satisfy needs.
Robert Wubbolding (personal communication, June 22, 2007) has added a new
idea to choice theory. He believes that behavior is a language, and that we send
messages by what we are doing. The purpose of behavior is to inﬂuence the world
to get what we want. Therapists ask clients what messages they are sending to the
world by way of their actions: “What message do you want others to get?” “What
message are others getting whether or not you intended to send them?” By considering the messages that clients send to others, counselors can help clients indirectly
gain a greater appreciation of messages they unintentionally send to others.

Characteristics of Reality Therapy
Contemporary reality therapy focuses quickly on the unsatisfying relationship
or the lack of a relationship, which is often the cause of clients’ problems. Clients may complain of a problem such as not being able to keep a job, not doing
well in school, or not having a meaningful relationship. When clients complain
about how other people are causing them pain, the therapist does not get involved with ﬁnding fault. Reality therapists ask clients to consider how effective their choices are, especially as these choices affect their relationships with
signiﬁcant people in their lives. Choice theory teaches that there is no sense
talking about what clients can’t control; the emphasis is on what clients can
control in the relationship. The basic axiom of choice theory, which is crucial for
clients to understand, is this: “The only person you can control is yourself.”
Reality therapists do not listen very long to complaining, blaming, and
criticizing, for these are the most ineffective behaviors in our behavioral repertoire. Because reality therapists give little attention to these self-defeating total
behaviors, they tend to disappear from therapy. What do reality therapists focus
on? Here are some underlying characteristics of reality therapy.

EMPHASIZE CHOICE AND RESPONSIBILITY If we choose all we do, we must
be responsible for what we choose. This does not mean we should be blamed or
punished, unless we break the law, but it does mean the therapist should never
lose sight of the fact that clients are responsible for what they do. Choice theory
changes the focus of responsibility to choice and choosing.
Reality therapists deal with people “as if” they have choices. Therapists focus on those areas where clients have choice, for doing so gets them closer to the
people they need. For example, being involved in meaningful activities, such as
work, is a good way to gain the respect of other people, and work can help clients
fulﬁll their need for power. It is very difﬁcult for adults to feel good about themselves if they don’t engage in some form of meaningful activity. As clients begin
to feel good about themselves, it is less necessary for them to continue to choose
ineffective and self-destructive behaviors.
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REJECT TR ANSFERENCE Reality therapists strive to be themselves in their
professional work. By being themselves, therapists can use the relationship to
teach clients how to relate to others in their lives. Glasser contends that transference is a way that both therapist and client avoid being who they are and
owning what they are doing right now. It is unrealistic for therapists to go along
with the idea that they are anyone but themselves. Assume the client claims, “I
see you as my father or mother and this is why I’m behaving the way I am.” In
such a situation a reality therapist is likely to say clearly and ﬁ rmly, “I am not
your mother, father, or anyone but myself.”

KEEP THE THER APY IN THE PRESENT Some clients come to counseling
convinced that their problems started in the past and that they must revisit the
past if they are to be helped. Glasser (2001) grants that we are products of our
past but argues that we are not victims of our past unless we choose to be. Still,
many therapeutic models continue to teach that to function well in the present
we must understand and revisit our past. Glasser disagrees with this belief and
contends that whatever mistakes were made in the past are not pertinent now.
We can only satisfy our needs in the present.
The reality therapist does not totally reject the past. If the client wants to
talk about past successes or good relationships in the past, the therapist will listen because these may be repeated in the present. Reality therapists will devote
only enough time to past failures to assure clients that they are not rejecting
them. As soon as possible, therapists tell clients: “What has happened is over;
it can’t be changed. The more time we spend looking back, the more we avoid
looking forward.” Although the past has propelled us to the present, it does not
have to determine our future (Wubbolding, 2007b).

AVOID FOCUSING ON SYMPTOMS In traditional therapy a great deal of
time is spent focusing on symptoms by asking clients how they feel and why
they are obsessing. Focusing on the past “protects” clients from facing the
reality of unsatisfying present relationships, and focusing on symptoms does
the same thing. Glasser (2003) contends that people who have symptoms
believe that if they could only be symptom-free they would ﬁ nd happiness.
Whether people are depressing or paining, they tend to think that what they
are experiencing is happening to them. They are reluctant to accept the reality that their suffering is due to the total behavior they are choosing. Their
symptoms can be viewed as the body’s way of warning them that the behavior they are choosing is not satisfying their basic needs. The reality therapist
spends as little time as he or she can on the symptoms because they will last
only as long as they are needed to deal with an unsatisfying relationship or
the frustration of basic needs.
According to Glasser, if clients believe that the therapist wants to hear about
their symptoms or spend time talking about the past, they are more than willing to comply. Engaging in long journeys into the past or exploring symptoms
results in lengthy therapy. Glasser (2005) maintains that clients tend to avoid
talking about their present unhappy relationships by focusing on the past or on
their symptoms. He contends that almost all symptoms are caused by a present
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unhappy relationship. By focusing on present problems, especially interpersonal
concerns, therapy can generally be shortened considerably.

CHALLENGE TR ADITIONAL VIEWS OF MENTAL ILLNESS Choice theory
rejects the traditional notion that people with problematic physical and psychological symptoms are mentally ill. Glasser (2003) has warned people to be cautious of psychiatry, which can be hazardous to both one’s physical and mental
health. He criticizes the traditional psychiatric establishment for relying heavily on the DSM-IV-TR for both diagnosis and treatment. Glasser (2003) challenges the traditionally accepted views of mental illness and treatment by the
use of medication. He asserts that psychiatric drugs generally have negative
side effects both physically and psychologically.

The Therapeutic Process
Therapeutic Goals
A primary goal of contemporary reality therapy is to help clients get connected
or reconnected with the people they have chosen to put in their quality world.
In addition to fulﬁlling this need for love and belonging, a basic goal of reality therapy is to help clients learn better ways of fulﬁ lling all of their needs,
including power or achievement, freedom or independence, and fun. The basic
human needs serve to focus treatment planning and setting both short- and
long-term goals. Wubbolding (2007a) writes: “Working within socially acceptable and ethical boundaries, you will help clients set realistically achievable
goals for improving health, enhancing human relationships, gaining a sense
of inner control or power, becoming more autonomous, and enjoying life”
(pp. 200–201).
In many instances clients come voluntarily for therapy, and these clients
are the easiest to help. However, another goal entails working with an increasing number of involuntary clients who may actively resist the therapist and
the therapy process. These individuals often engage in violent behavior, addictions, and other kinds of antisocial behaviors. It is essential for counselors to do
whatever they can to get connected with involuntary clients. If the counselor
is unable to make a connection, there is no possibility of providing signiﬁcant
help. If the counselor can make a connection, the goal of teaching the client how
to fulﬁll his or her needs can slowly begin.

Therapist’s Function and Role
Therapy can be considered as a mentoring process in which the therapist is
the teacher and the client is the student. Reality therapists teach clients how
to engage in self-evaluation, which is done by raising the question, “Are your
behaviors getting you what you want and need?” The role of the reality therapist is not to make the evaluation for clients but to challenge clients to examine
and evaluate their own behavior, and then to make plans for change. The outcome is better relationships, increased happiness, and a sense of inner control
of their lives (Wubbolding, 2007b).
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It is the job of therapists to convey the idea that no matter how bad things
are there is hope. If therapists are able to instill this sense of hope, clients feel
that they are no longer alone and that change is possible. The therapist functions as an advocate, or someone who is on the client’s side. Together they can
creatively address a range of concerns.

Client’s Experience in Therapy
Clients are not expected to backtrack into the past or get sidetracked into talking about symptoms. Neither will much time be spent talking about feelings
separate from the acting and thinking that are part of the total behaviors over
which clients have direct control.
Clients will most likely find therapists to be gently, but firmly confronting. Reality therapists will often ask clients questions such as these: “Is
what you are choosing to do bringing you closer to the people you want to
be closer to right now?” “Is what you are doing getting you closer to a new
person if you are presently disconnected from everyone?” These questions
are part of the self-evaluation process, which is the cornerstone of reality
therapy.
Clients can expect to experience some urgency in therapy. Time is important, as each session may be the last. Clients should be able to say to themselves, “I can begin to use what we talked about today in my life. I am able to
bring my present experiences to therapy as my problems are in the present, and
my therapist will not let me escape from that fact.”

Relationship Between Therapist and Client
Reality therapy emphasizes an understanding and supportive relationship, or
therapeutic alliance, which is the foundation for effective outcomes (Wubbolding
& Brickell, 2005). Although the therapeutic relationship is paramount, it is not
an end in itself, and it is not automatically curative or healing (Wubbolding et
al., 2004).
For involvement between the therapist and the client to occur, the counselor must have certain personal qualities, including warmth, sincerity, congruence, understanding, acceptance, concern, respect for the client, openness,
and the willingness to be challenged by others. (For other personal characteristics, see Chapter 2.) Wubbolding (2007b, 2008a) identiﬁes speciﬁc ways for
counselors to create a climate that leads to involvement with clients. Some of
these ways entail using attending behavior, listening to clients, suspending
judgment of clients, doing the unexpected, using humor appropriately, being oneself as a counselor, engaging in facilitative self-disclosure, listening
for metaphors in the client’s mode of self-expression, listening for themes,
summarizing and focusing, and being an ethical practitioner. The basis for
therapeutic interventions to work effectively rests on a fair, ﬁ rm, friendly, and
trusting environment. Once involvement has been established, the counselor
assists clients in gaining a deeper understanding of the consequences of their
current behavior.
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Application: Therapeutic Techniques and Procedures
The Practice of Reality Therapy
The practice of reality therapy can best be conceptualized as the cycle of counseling, which consists of two major components: (1) creating the counseling environment and (2) implementing speciﬁc procedures that lead to changes in behavior. The art of counseling is to weave these components together in ways that lead
clients to evaluate their lives and decide to move in more effective directions.
How do these components blend in the counseling process? The cycle of
counseling begins with creating a working relationship with clients, which was
described in the previous section. The process proceeds through an exploration of clients’ wants, needs, and perceptions. Clients explore their total behavior and make their own evaluation of how effective they are in getting what
they want. If clients decide to try new behavior, they make plans that will lead
to change, and they commit themselves to those plans. The cycle of counseling
includes following up on how well clients are doing and offering further consultation as needed.
It is important to keep in mind that although the concepts may seem simple
as they are presented here, being able to translate them into actual therapeutic practice takes considerable skill and creativity. Although the principles will
be the same when used by any counselor who is certiﬁed in reality therapy,
the manner in which they are applied does vary depending on the counselor’s
style and personal characteristics. These principles are applied in a progressive
manner, but they should not be thought of as discrete and rigid categories. The
art of practicing reality therapy involves far more than following procedures
in a step-by-step cookbook fashion. Although these procedures are described in
simple, jargon-free language, they can be challenging to implement (Wubbolding,
2007a, 2007b). Counseling is not a simplistic method that is applied in the same
way with every client. With choice theory in the background of practice, the
counselor tailors the counseling to what the client presents. Although the counselor is prepared to work in a way that is meaningful to the client, the move
toward satisfying relationships remains in the foreground.
Robert Wubbolding is a reality therapist who has extended the practice
of reality therapy (WDEP system) for both implementing and teaching reality therapy. Over the years he has played a major role in the development of
reality therapy. I especially value Wubbolding’s contributions to teaching reality therapy and to conceptualizing therapeutic procedures. His ideas render
choice theory practical and useable by counselors, and his system provides a
basis for conceptualizing and applying the theory. Although reality therapists
operate within the spirit of choice theory, they practice in their own unique
ways and develop their own individual therapeutic style. This section is based
on an integrated summary and adaptation of material from various sources
(Glasser, 1992, 1998, 2001; Wubbolding, 1988, 1991, 1996, 2000, 2007a, 2007b,
2008b; Wubbolding et al., 1998, 2004). The Student Manual that accompanies
this textbook contains Wubbolding’s (2008a) chart, which highlights issues and
tasks to be accomplished throughout the cycle of counseling.
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The Counseling Environment
The practice of reality therapy rests on the assumption that a supportive and
challenging environment allows clients to begin making life changes. The therapeutic relationship is the foundation for effective practice; if this is lacking,
there is little hope that the system can be successfully implemented. Counselors who hope to create a therapeutic alliance strive to avoid behaviors such
as arguing, attacking, accusing, demeaning, bossing, criticizing, ﬁ nding fault,
coercing, encouraging excuses, holding grudges, instilling fear, and giving up
easily (Wubbolding, 2008a). In a short period of time, clients generally begin to
appreciate the caring, accepting, noncoercive choice theory environment. It is
from this mildly confrontive yet always noncriticizing, nonblaming, noncomplaining, caring environment that clients learn to create the satisfying environment that leads to successful relationships. In this coercion-free atmosphere,
clients feel free to be creative and to begin to try new behaviors.

Procedures That Lead to Change
According to Glasser (1992), the procedures that lead to change are based on
the assumption that human beings are motivated to change (1) when they are
convinced that their present behavior is not getting them what they want and
(2) when they believe they can choose other behaviors that will get them closer
to what they want.
Reality therapists begin by asking clients what they want from therapy.
Therapists take the mystery and uncertainty out of the therapeutic process.
They also inquire about the choices clients are making in their relationships. In most instances, there is a major unsatisfied relationship, and clients usually do not believe they have any choice in what is going on in this
relationship. In the beginning the client may deny this is the case. For example, the client might say, “I’m depressed. My depression is the problem.
Why are you talking about my relationships?” The client often does not
want to talk about the real problem, which is the unsatisfying relationship
or lack thereof.
In the ﬁrst session a skilled therapist looks for and deﬁ nes the wants of the
client. The therapist also looks for a key unsatisfying present relationship—
usually with a spouse, a child, a parent, or an employer. The therapist might
ask, “Whose behavior can you control?” This question may need to be asked
several times during the next few sessions to deal with the client’s resistance to
looking at his or her own behavior. The emphasis is on encouraging clients to
focus on what they can control.
When clients begin to realize that they can control only their own behavior,
therapy is under way. The rest of therapy focuses on how clients can make better choices. There are more choices available than clients realize, and the therapist explores these possible choices. Clients may be stuck in misery, blaming,
and the past, but they can choose to change—even if the other person in the
relationship does not change. Wubbolding (2007a) makes the point that clients
can learn that they are not at the mercy of others, are not victims, and that they
have a range of choices open to them.
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Reality therapists explore the tenets of choice theory with clients, helping
clients identify basic needs, discovering clients’ quality world, and ﬁnally, helping clients understand that they are choosing the total behaviors that are their
symptoms. In every instance when clients make a change, it is their choice.
With the therapist’s help, clients learn to make better choices than they did
when they were on their own. Through choice theory, clients acquire and maintain successful relationships.

The “WDEP” System
The acronym WDEP is used to describe key procedures in the practice of
reality therapy (Wubbolding, 2000, 2007a, 2007b; Wubbolding et al., 1998,
2004). The WDEP system of reality therapy can be described as “effective,
practical, usable, theory-based, cross-cultural, and founded on universal
human principles” (Wubbolding, 2007a, p. 204). The WDEP system can be
used to help clients explore their wants, possible things they can do, opportunities for self-evaluation, and design plans for improvement (Wubbolding,
2007a, 2007b). Each of the letters refers to a cluster of strategies: W = wants
and needs; D = direction and doing; E = self-evaluation; and P = planning.
These strategies are designed to promote change. Let’s look at each one in
more detail.

WANTS (EXPLORING WANTS, NEEDS, AND PERCEPTIONS) Reality therapists assist clients in discovering their wants and hopes. All wants are related
to the ﬁve basic needs. They ask, “What do you want?” Through the therapist’s
skillful questioning, clients are assisted in deﬁ ning what they want from the
counseling process and from the world around them. It is useful for clients to
deﬁne what they expect and want from the counselor and from themselves.
Part of counseling consists of exploring the “picture album,” or quality world,
of clients and how their behavior is aimed at moving their perception of the
external world closer to their inner world of wants.
Clients are given the opportunity to explore every facet of their lives, including what they want from their family, friends, and work. Furthermore, this
exploration of wants, needs, and perceptions should continue throughout the
counseling process as clients’ pictures change.
Here are some useful questions to help clients pinpoint what they want:
• If you were the person that you wish you were, what kind of person would
you be?
• What would your family be like if your wants and their wants matched?
• What would you be doing if you were living as you want to?
• Do you really want to change your life?
• What is it you want that you don’t seem to be getting from life?
• What do you think stops you from making the changes you would like?
This line of questioning sets the stage for applying other procedures in reality
therapy. It is an art for counselors to know what questions to ask, how to ask
them, and when to ask them.
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DIRECTION AND DOING Reality therapy stresses current behavior and is
concerned with past events only insofar as they inﬂuence how clients are behaving now. The focus on the present is characterized by the question so often
asked by the reality therapist: “What are you doing?” Even though problems
may be rooted in the past, clients need to learn how to deal with them in the
present by learning better ways of getting what they want. The past may be discussed if doing so will help clients plan for a better tomorrow. The therapist’s
challenge is to help clients make more need-satisfying choices.
Early in counseling it is essential to discuss with clients the overall direction of their lives, including where they are going and where their behavior is
taking them. This exploration is preliminary to the subsequent evaluation of
whether it is a desirable direction. The therapist holds a mirror before the client
and asks, “What do you see for yourself now and in the future?” It often takes
some time for this reﬂection to become clearer to clients so they can verbally
express their perceptions.
Reality therapy focuses on gaining awareness of and changing current total
behavior. To accomplish this, reality therapists focus on questions like these:
“What are you doing now?” “What did you actually do this past week?” “What
did you want to do differently this past week?” “What stopped you from doing
what you said you wanted to do?” “What will you do tomorrow?”
Listening to clients talk about feelings can be productive, but only if
it is linked to what they are doing. When an emergency light on the car
dashboard lights up, the driver is alerted that something is wrong and that
immediate action is necessary to remedy a problem. In a similar way, when
clients talk about problematic feelings, most reality therapists afﬁ rm and
acknowledge these feelings. Rather than focusing mainly on these feelings,
however, reality therapists encourage clients to take action by changing
what they are doing and thinking. It is easier to change what we are doing
and thinking than to change our feelings. According to Glasser (1992), what
we are doing is easy to see and impossible to deny and serves as the proper
focus in therapy. From a choice theory perspective, discussions centering on
feelings, without strongly relating them to what people are doing and thinking, are counterproductive.

EVALUATION The core of reality therapy, as we have seen, is to ask clients to
make the following self-evaluation: “Does your present behavior have a reasonable chance of getting you what you want now, and will it take you in the direction you want to go?” Speciﬁcally, evaluation involves the client examining
behavioral direction, speciﬁc actions, wants, perceptions, new directions, and
plans (Wubbolding, 2007b). According to Wubbolding (2007a, p. 200), clients
often present a problem with a signiﬁcant relationship, which is at the root of
much of their dissatisfaction. The counselor can help clients evaluate their behavior by asking this question: “Is your current behavior bringing you closer
to people important to you or is it driving you further apart?” Through skillful
questioning, the counselor helps clients evaluate their present behavior and
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the direction this is taking them. Wubbolding (1988, 2000; Wubbolding et al.,
1998) suggests questions like these:
•
•
•
•
•
•
•
•
•

Is what you are doing helping or hurting you?
Is what you are doing now what you want to be doing?
Is your behavior working for you?
Is there a healthy congruence between what you are doing and what you
believe?
Is what you are doing against the rules?
Is what you want realistic or attainable?
Does it help you to look at it that way?
How committed are you to the therapeutic process and to changing your
life?
After carefully examining what you want, does it appear to be in your best
interests and in the best interest of others?

Asking clients to evaluate each component of their total behavior is a major task
in reality therapy. It is the counselor’s task to get clients to evaluate the quality of
their actions and to help them make effective choices. Individuals will not change
until they ﬁrst decide that a change would be more advantageous. Without an
honest self-assessment, it is unlikely that clients will change. Reality therapists
are relentless in their efforts to help clients conduct explicit self-evaluations of
each behavioral component. When therapists ask a depressing client if this behavior is helping in the long run, they introduce the idea of choice to the client.
The process of evaluation of the doing, thinking, feeling, and physiological components of total behavior is within the scope of the client’s responsibility.
Reality therapists may be directive with certain clients at the beginning of
treatment. This is done to help clients recognize that some behaviors are not effective. In working with clients who are in crisis, for example, it is sometimes necessary to suggest straightforwardly what will work and what will not. Other clients,
such as alcoholics and children of alcoholics, need direction early in the course of
treatment, for they often do not have the thinking behaviors in their control system
to be able to make consistent evaluations of when their lives are seriously out of effective control. These clients are likely to have blurred pictures and, at times, to be
unaware of what they want or whether their wants are realistic. As they grow and
continue to interact with the counselor, they learn to make evaluations with less
and less help from the counselor (Wubbolding & Brickell, 2005).

PLANNING AND ACTION Much of the signiﬁcant work of the counseling
process involves helping clients identify speciﬁc ways to fulﬁll their wants and
needs. Once clients determine what they want to change, they are generally
ready to explore other possible behaviors and formulate an action plan. The
process of creating and carrying out plans enables people to begin to gain effective control over their lives. If the plan does not work, for whatever reason, the
counselor and client work together to devise a different plan. The plan gives the
client a starting point, a toehold on life, but plans can be modiﬁed as needed.
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Throughout this planning phase, the counselor continually urges the client to
be willing to accept the consequences for his or her own choices and actions.
Wubbolding (1988, 1991, 1996, 2000, 2007a, 2007b, 2008b) discusses the central role of planning and commitment. The culmination of the cycle of counseling rests with a plan of action. He uses the acronym SAMIC3 to capture the
essence of a good plan: simple, attainable, measurable, immediate, controlled
by the planner, committed to, and continuously done. Wubbolding contends
that clients gain more effective control over their lives with plans that have the
following characteristics:
• The plan is within the limits of the motivation and capacities of the client.
Skillful counselors help clients identify plans that involve greater needfulﬁlling payoffs. Clients may be asked, “What plans could you make now
that would result in a more satisfying life?”
• Good plans are simple and easy to understand. Although they need to be
speciﬁc, concrete, and measurable, plans should be ﬂexible and open to
revision as clients gain a deeper understanding of the speciﬁc behaviors
they want to change.
• The plan involves a positive course of action, and it is stated in terms of
what the client is willing to do. Even small plans can help clients take signiﬁcant steps toward their desired changes.
• Counselors encourage clients to develop plans that they can carry out
independently of what others do. Plans that are contingent on others lead
clients to sense that they are not steering their own ship but are at the
mercy of the ocean.
• Effective plans are repetitive and, ideally, are performed daily.
• Plans are carried out as soon as possible. Counselors can ask the question,
“What are you willing to do today to begin to change your life?”
• Plans involves process-centered activities. For example, clients may plan
to do any of the following: apply for a job, write a letter to a friend, take a
yoga class, substitute nutritious food for junk food, devote 2 hours a week
to volunteer work, or take a vacation that they have been wanting.
• Before clients carry out their plan, it is a good idea for them to evaluate it
with their therapist to determine whether it is realistic and attainable and
whether it relates to what they need and want. After the plan has been
carried out in real life, it is useful to evaluate it again and make any revisions that may be necessary.
• To help clients commit themselves to their plan, it is useful for them to
ﬁrm it up in writing.
Resolutions and plans are empty unless there is a commitment to carry them
out. It is up to clients to determine how to take their plans outside the restricted
world of therapy and into the everyday world. Effective therapy can be the catalyst that leads to self-directed, responsible living.
Asking clients to determine what they want for themselves, to make a selfevaluation, and to follow through with action plans includes assisting them
in determining how intensely they are willing to work to attain the changes
they desire. Commitment is not an all-or-nothing matter; it exists in degrees.
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Wubbolding (2007a) maintains that it is important for a therapist to express
concern about clients’ level of commitment, or how much they are willing to
work to bring about change. This communicates in an implicit way to clients
that they have within them the power to take charge of their lives. It is essential
that those clients who are reluctant to make a commitment be helped to express
and explore their fears of failing. Clients are helped by a therapist who does not
easily give up believing in their ability to make better choices, even if they are
not always successful in completing their plans.

Application to Group Counseling
The WDEP system can be applied to helping people satisfy their basic needs in a
group context as well. This is a collaborative approach in which the group counselor and the members join together in determining goals and plans of action
(Wubbolding & Brickell, 2005). From the very beginning of a group, the members
can be asked to take an honest look at what they are doing and to clarify whether
their behavior is getting them what they say they want. Once group members get a
clearer picture of what they have in their life now and what they want to be different, they can use the group as a place to explore an alternative course of behavior.
This model lends itself to expecting the members to carry out homework
assignments between the group meetings. However, it is the members, not
the leader, who evaluate their own behavior and decide whether they want to
change. Members also take the lead in deciding what kinds of homework tasks
they will set for themselves as a way to achieve their goals. Many group leaders meet with resistance because they have suggestions and plans for how the
members should best live their lives. To their credit, reality therapists keep
challenging the members to evaluate for themselves whether what they are doing is getting them what they want. If the members concede that what they are
doing is not working for them, their resistance is much more likely to melt, and
they tend to be more open to trying different behaviors.
Once the members make some change, reality therapy provides the structure
for them to formulate speciﬁc plans for action and to evaluate their level of success.
Feedback from the members and the leader can help individuals design realistic
and attainable plans. Considerable time is devoted during the group sessions for
developing and implementing plans. If people don’t carry out a plan, it is important
to discuss with them what stopped them. Perhaps they set their goals unrealistically high, or perhaps there is a discrepancy between what they say they want to
change and the steps they are willing to take to bring about change.
I also like reality therapy’s insistence that change will not come by insight
alone; rather, members have to begin doing something different once they determine that their behavior is not working for them. I am skeptical about the
value of catharsis as a therapeutic vehicle unless the release of pent-up emotions is eventually put into some kind of cognitive framework and is followed
up with an action plan. In the groups that I facilitate, group members are challenged to look at the futility of waiting for others to change. I ask members to
assume that the signiﬁcant people in their life may never change, which means
that they will have to take a more active stance in shaping their own destiny. I
appreciate the emphasis of reality therapy on teaching clients that the only life
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they can control is their own and the focus on helping group members change
their own patterns of acting and thinking. In fact, they may inﬂuence another’s
change when they change themselves.
For a more detailed discussion of reality therapy in groups, see Corey (2008,
chap. 15).

Reality Therapy From a Multicultural Perspective
Strengths From a Diversity Perspective
The core principles of choice theory and reality therapy have much to offer in the
area of multicultural counseling. In cross-cultural therapy it is essential that
counselors respect the differences in worldview between themselves and their
clients. Counselors demonstrate their respect for the cultural values of their
clients by helping them explore how satisfying their current behavior is both to
themselves and to others. Once clients make this assessment, they can formulate realistic plans that are consistent with their cultural values. It is a further
sign of respect that the counselor refrains from deciding what behavior should
be changed. Through skillful questioning on the counselor’s part, clients from
various ethnic backgrounds can be helped to determine the degree to which
they have become acculturated into the dominant society. Is it possible for them
to ﬁnd a balance, retaining their ethnic identity and values while integrating
some of the values and practices of the dominant group? Again, the counselor
does not determine this balance for clients, but challenges them to arrive at
their own answers. With this focus on thinking and acting rather than on identifying and exploring feelings, many clients are less likely to display resistance
to counseling.
Glasser (1998) contends that reality therapy and choice theory can be applied both individually and in groups to anyone with any psychological problem in any cultural context. We are all members of the same species and have
the same genetic structure; therefore, relationships are the problem in all cultures. Wubbolding (2007a) asserts that reality therapy is based on universal
principles, which makes the theory applicable to all people. All of us have internal needs, we all make choices, and we all seek to inﬂuence the world around
us. Wubbolding stresses that putting the principles of choice theory into action
demands creativity, sensitivity to cultures and individuals, and ﬂexibility in
implementing the procedures of reality therapy.
Based on the assumption that reality therapy must be modiﬁed to ﬁt the
cultural context of people other than North Americans, Wubbolding (2000) and
Wubbolding and colleagues (1998, 2004) have expanded the practice of reality
therapy to multicultural situations. Wubbolding’s experience in conducting reality therapy workshops in Japan, Taiwan, Hong Kong, Singapore, Korea, India,
Kuwait, Australia, Slovenia, Croatia, and countries in Europe has taught him
the difﬁculty of generalizing about other cultures. Growing out of these multicultural experiences, Wubbolding (2000) has adapted the cycle of counseling
in working with Japanese clients. He points to some basic language differences
between Japanese and Western cultures. North Americans are inclined to say
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what they mean and to be assertive. In Japanese culture, assertive language is
not appropriate between a child and a parent or between an employee and a
supervisor. Ways of communicating are more indirect. To ask some Japanese
clients what they want may seem harsh and intrusive to them. Because of these
style differences, adaptations such as those listed below are needed to make
the practice of reality therapy relevant to Japanese clients:
• The reality therapist’s tendency to ask direct questions may need to be
softened, with questions being raised more elaborately and indirectly. It
may be a mistake to ask individualistic questions built around whether
speciﬁc behaviors meet the client’s need. Confrontation should be done
only after carefully considering the context.
• There is no exact Japanese translation for the word “plan,” nor is there an
exact word for “accountability,” yet both of these are key dimensions in
the practice of reality therapy.
• In asking clients to make plans and commit to them, Western counselors
do not settle for a response of “I’ll try.” Instead, they tend to push for an
explicit pledge to follow through. In Japanese culture, however, the counselor is likely to accept “I’ll try” as a ﬁ rm commitment.
These are but a few illustrations of ways in which reality therapy might be
adapted to non-Western clients. Although this approach assumes that all people have the same basic needs (survival, love and belonging, power, freedom,
and fun), the way these needs are expressed depends largely on the cultural
context. Reality therapists cannot work in exactly the same manner with all
clients. In working with culturally diverse clients, the therapist must allow latitude for a wide range of acceptable behaviors to satisfy these needs. As with
other theories and the techniques that ﬂow from them, ﬂexibility is a foremost
requirement.
A key strength of reality therapy is that it provides clients with tools to
make the changes they desire. This is especially true during the planning
phase, which is central to the process of reality therapy. The focus is on positive steps that can be taken, not on what cannot be done. Clients identify those
problems that are causing them difﬁculty, and these problems become the targets for change. This type of speciﬁcity and the direction that is provided by an
effective plan are certainly assets in working with diverse client groups.
Reality therapy needs to be used artfully and to be applied in different
ways with a variety of clients. Many of its principles and concepts can be incorporated in a dynamic and personal way in the style of counselors, and there
is a basis for integrating these concepts with most of the other therapeutic approaches covered in this book.

Shortcomings From a Diversity Perspective
One of the shortcomings of this approach in working with ethnic minority
clients is that it may not take fully into account some very real environmental forces that operate against them in their everyday lives. Discrimination
and racism are unfortunate realities, and these forces do limit many minority clients in getting what they want from life. It is important that therapists
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Reality Therapy Applied to the Case of Stan

k

The reality therapist is guided by the key concepts of choice theory to identify Stan’s behavioral dynamics, to provide a direction for him to
work toward, and to teach him about better alternatives
for achieving what he wants. Stan has not been effective
in getting what he needs—a satisfying relationship.
Stan has fallen into a victim role, blaming others,
and looking backward instead of forward. Initially, he
wants to tell his counselor about the negative aspects
of his life, which he does by dwelling on his major symptoms: depression, anxiety, inability to sleep, and other
psychosomatic symptoms. The counselor listens, but
she also challenges Stan, especially as he concentrates
mostly on his misery and his symptoms. Although she
has compassion for his suffering and the difficulties
he continues to face, the counselor hopes that he will
come to realize that if he decides to change, he has
many options for acting differently. She operates on
the premise that therapy will offer the opportunity to
explore with Stan what he can build on—successes,
productive times, goals, and hopes for the future.
After creating a relationship with Stan, the therapist
is able to show him that he does not have to be a victim
of his past unless he chooses to be, and she assures him
that he has rehashed his past miseries enough. As counseling progresses, Stan learns that even though most of
his problems did indeed begin in childhood, there is
little he can now do to undo his childhood. He eventually recognizes that all of his symptoms and avoidances
keep him from getting what he most wants. He eventually realizes that he has a great deal of control over what
he can do for himself now.
The therapist has Stan describe how his life would
be different if he were symptom-free. She is interested
in knowing what he would be doing if he were meeting
his needs for belonging, achievement, power, freedom,
and fun. She explains to him that he has an ideal picture
of what he wants his life to be, yet he does not possess
effective behaviors for meeting his needs. The counselor
talks to him about all of his basic psychological needs and
how this type of therapy will teach him to satisfy them in
effective ways. She also explains that his total behavior is
made up of acting, thinking, feeling, and physiology. Even

though he says he hates feeling anxious most of the time,
Stan learns that much of what he is doing and thinking is
directly leading to his unwanted feelings and physiological reactions. When he complains of feeling depressed
much of the time, anxious at night, and overcome by
panic attacks, she lets him know that she is more interested in what he is doing and thinking because these are
the behavioral components that can be directly changed.
The therapist helps Stan understand that his depressing is the feeling part of his choice. Although he
may think he has little control over how he feels, over
his bodily sensations, and over his thoughts, the therapist wants him to understand that he can begin to take
different action, which is likely to change his depressing experience. The therapist frequently asks this question: “Is what you are choosing to do getting you what
you want?” She leads Stan to begin to recognize that
he does have some control over his feelings. This is best
done after he has made some choices about doing
something different from what he has been doing. At
this point he is in a better place to see that the choice
to take action has contributed to feeling better, which
helps him realize that he has some power to change.
Stan tells his counselor about the pictures in his
head, a few of which are becoming a counselor, acting confident in meeting people, thinking of himself
as a worthwhile person, and enjoying life. Through
therapy he makes the evaluation that much of what he
is doing is not getting him closer to these pictures or
getting him what he wants. After he decides that he is
willing to work on himself to be different, the majority
of time in the sessions is devoted to making plans and
discussing their implementation. Together he and the
therapist focus on the specific steps he can take right
now to begin the changes he would like.
As Stan continues to carry out plans in the real
world, he gradually begins to experience success. When
he does backslide, his counselor does not put him down
but helps him refocus. Together they develop a new
plan that they feel more confident about. The therapist
is not willing to give up on Stan even when he does not
make major progress. Her support is a source of real inspiration for him to keep working on himself.
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The therapist teaches Stan choice theory, and, if
he is willing to engage in some reading, she suggests
that he read and reflect on the ideas in Counseling
With Choice Theory: The New Reality Therapy (Glasser,
2001) and A Set of Directions for Putting and Keeping
Yourself Together (Wubbolding & Brickell, 2001). Stan
brings some of what he is learning from his reading
into his sessions, and eventually he is able to achieve
some of his goals. The combination of working with
a reality therapist, his reading, and his willingness to
put what he is learning into practice by engaging in
new behaviors in the world assist him in replacing
ineffective choices with life-affirming choices, Stan
comes to accept that he is the only person who can
control his own destiny.

Follow-Up: You Continue as Stan’s Reality
Therapist
Use these questions to help you think about how you
would counsel Stan using reality therapy:

• If Stan complains of feeling depressed most of
the time and wants you to “fix” him, how would
you proceed?
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• If Stan persists, telling you that his mood is
getting the best of him and that he wants
you to work with his physician in getting him
on an antidepressant drug, what would you
say or do?
• What are some of Stan’s basic needs that are not
being met? What action plans can you think of
to help Stan find better ways of getting what he
wants?
• Would you be inclined to do a checklist on
alcoholism with Stan? Why or why not? If you
determined that he was addicted to alcohol,
would you insist that he attend a program
such as Alcoholic’s Anonymous in conjunction
with therapy with you? Why or why not?
• What interventions would you make to help Stan
explore his total behavior?
See the online and DVD program, Theory in
Practice: The Case of Stan (Session 9 on reality therapy), for a demonstration of my approach to
counseling Stan from this perspective. This session
deals with assisting Stan in forming an action plan.

acknowledge that people do not choose to be the victims of racism. If counselors
do not accept certain environmental restrictions, then clients are likely to feel
misunderstood. Some reality therapists may make the mistake of too quickly
or too forcefully stressing the ability of their clients to take charge of their lives.
On this point, Wubbolding (2008b) maintains that because of oppression and
discrimination, some people have fewer choices available to them, yet they do
have choices. Wubbolding sees reality therapy as helping clients to focus on
those choices they do have. Although focusing on choices clients do have is useful, I believe clients may need to talk about the ways their choices are restricted
by environmental circumstances. Therapists would do well to consider how
both they and their clients could take even small steps toward bringing about
societal changes, as do feminist therapists (see Chapter 12).
Another shortcoming associated with this style of therapy is that some clients are very reluctant to directly verbally express what they need. Their cultural values and norms may not reinforce them in assertively asking for what
they want. In fact, they may be socialized to think more of what is good for the
social group than of their individual wants. In working with people with these
values, counselors must “soften” reality therapy somewhat. If reality therapy is
to be used effectively with clients from other cultures, the procedures must be
adapted to the life experiences and values of members from various cultures
(Wubbolding, 2000; Wubbolding et al., 2004).
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Summary and Evaluation
The reality therapist functions as a teacher, a mentor, and a model, confronting
clients in ways that help them evaluate what they are doing and whether their
behavior is fulﬁlling their basic needs without harming themselves or others.
The heart of reality therapy is learning how to make better and more effective
choices and gain more effective control. People take charge of their lives rather
than being the victims of circumstances beyond their control. Practitioners of reality therapy focus on what clients are able and willing to do in the present to change
their behavior. Practitioners teach clients how to make signiﬁcant connections
with others. Therapists continue to ask clients to evaluate the effectiveness of
what they are choosing to do to determine if better choices are possible.
The practice of reality therapy weaves together two components, the counseling environment and speciﬁc procedures that lead to changes in behavior.
This therapeutic process enables clients to move in the direction of getting
what they want. The goals of reality therapy include behavioral change, better decision making, improved signiﬁcant relationships, enhanced living, and
more effective satisfaction of all the psychological needs.

Contributions of Reality Therapy
Among the advantages of reality therapy are its relatively short-term focus and
the fact that it deals with conscious behavioral problems. Insight and awareness are not enough; the client’s self-evaluation, a plan of action, and a commitment to following through are the core of the therapeutic process. I like
the focus on strongly encouraging clients to engage in self-evaluation, to
decide if what they are doing is working or not, and to commit themselves
to do what is required to make changes. The existential underpinnings of
choice theory are a major strength of this approach. People are not viewed
as being hopelessly and helplessly depressed. Instead, people are viewed
as doing the best they can, or making the choices they hope will result in
fulfilling their needs.
Too often counseling fails because therapists have an agenda for clients. The reality therapist helps clients conduct a searching inventory of
what they are doing. If clients determine that their present behavior is not
working, they are then much more likely to consider acquiring a new behavioral repertoire. An example of how this concept is practically applied
involves working with people with addictions. Reality therapy has been effectively used in addiction treatment and recovery programs for over 30 years
(Wubbolding & Brickell, 2005). In many situations with these populations,
it would be inappropriate to embark on long-term therapy that delves into
unconscious dynamics and an intensive exploration of one’s past. Reality therapy focuses on making changes in the present and is an effective,
short-term approach.

Limitations and Criticisms of Reality Therapy
One of the main limitations of reality therapy is that it does not give adequate
emphasis to the role of these aspects of the counseling process: the role of
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insight, the unconscious, the power of the past and the effect of traumatic
experiences in early childhood, the therapeutic value of dreams, and the
place of transference. Because reality therapy focuses almost exclusively on
consciousness, it does not take into account factors such as repressed conﬂ icts and the power of the unconscious in inﬂuencing how we think, feel,
behave, and choose.
Dealing with dreams is not part of the reality therapist’s repertoire. According to Glasser (2001), it is not therapeutically useful to explore dreams. For
him, spending time discussing dreams can be a defense used to avoid talking
about one’s behavior and, thus, is time wasted. From my perspective, dreams
are powerful tools in helping people recognize their internal conﬂicts. I believe
that there is richness in dreams, which can be a shorthand message of clients’
central struggles, wants, hopes, and visions of the future. Asking clients to recall, report, share, and relive their dreams in the here and now of the therapeutic session can help unblock them and can pave the way for clients to take a
different course of action.
Similarly, I have a difﬁcult time accepting Glasser’s view of transference
as a misleading concept, for I ﬁnd that clients are able to learn that signiﬁcant
people in their lives have a present inﬂuence on how they perceive and react to
others. To rule out an exploration of transference that distorts accurate perception of others seems narrow in my view.
Glasser (2003) maintains that the DSM-IV-TR is accurate in describing symptoms, yet he argues that grouping symptoms together and calling them mental disorders is wrong. I share many of Glasser’s criticisms
of the way the DSM-IV-TR is sometimes used, and I also have trouble with
the concept of labeling people. As you will recall, Glasser (2001, 2003) contends that chronic depression and profound psychosis are chosen behaviors. Apart from speciﬁc brain pathology, Glasser argues that mental illness
is the result of an individual’s unsatisfying present relationships or general
unhappiness. I have trouble viewing all psychological disorders as behavioral choices. People suffering from chronic depression or schizophrenia are
struggling to cope with a real illness. In reality therapy these people may
have additional guilt to carry if they accept the premise that they are choosing their condition.
I believe reality therapy is vulnerable to the practitioner who assumes the
role of an expert in deciding for others how life should be lived and what constitutes responsible behavior. Wubbolding (2008b) admits that reality therapy
can lend itself to ﬁ xing problems and imposing a therapist’s values on clients.
Wubbolding adds that it is not the therapist’s role to evaluate the behavior of
clients. Generally, clients need to engage in the process of self-evaluation to
determine how well certain behaviors are working and what changes they may
want to make. It is critical that therapists monitor any tendency to judge clients’
behavior, but instead to do all that is possible to get clients to make their own
evaluation of their behavior.
Finally, reality therapy makes use of concrete language and simple concepts. This can erroneously be viewed as a simple approach that does not require a high level of competence. Because reality therapy is easily understood,
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it might appear to be easy to implement. However, the effective practice of reality therapy requires practice, supervision, and continuous learning (Wubbolding,
2007b).

Where to Go From Here
In the CD-ROM for Integrative Counseling, Session 8 (“Behavioral Focus in Counseling”), you will note ways that I attempt to assist Ruth in specifying concrete
behaviors that she will target for change. In this session I am drawing heavily
from principles of reality therapy in assisting Ruth to develop an action plan to
make the changes she desires.
More than 6,000 therapists have completed the training in reality therapy
and choice theory offered by the William Glasser Institute. This 18-month training program culminates in a Certiﬁcate of Completion. The training process is
offered in the United States, Canada, and other countries. It consists of a Basic
Intensive Week (all weeks are 4 days) and a follow-up Basic Practicum (all practicums are 30 hours), an Advanced Intensive Week, an Advanced Practicum, and
a ﬁnal Certiﬁcation Week in which trainees demonstrate their skills. Complete
information on this program can be obtained directly from the institute.
The William Glasser Institute
William Glasser, MD, President and Founder
22024 Lassen Street, Suite #118
Chatsworth, CA 91311-3600
Telephone: (818) 700-8000
Toll free: (800) 899-0688
Fax: (818) 700-0555
E-mail: wginst@wglasser.com
Website: www.wglasser.com
Center for Reality Therapy
Dr. Robert E. Wubbolding, Director
7672 Montgomery Road #383
Cincinnati, OH 45236-4204
Telephone: (513) 561-1911
Fax: (513) 561-3568
E-mail: wubsrt@fuse.net
Website: www.realitytherapywub.com
The International Journal of Reality Therapy focuses on concepts of internal control psychology, with particular emphasis on research, development, and practical applications of choice theory and reality therapy principles in various settings. To subscribe, contact:
Dr. Lawrence Litwack, Editor
International Journal of Reality Therapy
650 Laurel Avenue #402
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Highland Park, IL 60035
Telephone: (847) 681-0290
E-mail: llitwack@aol.com
Website: www.journalofrealitytherapy.com
The International Journal of Choice Theory is the ofﬁcial journal of the William
Glasser Institute, devoted to applications of theory to practice. The journal
deals with applications in education, counseling, and public mental health. To
subscribe, contact:
Dr. Jeff Tirengel, Editor
The William Glasser Institute
22024 Lassen Street, Suite #118
Chatsworth, CA 91311-3600
E-mail: ChoiceTheoryJournal@gmail.com
Website: www.wglasser.com/internat.htm
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Some Contemporary Feminist Therapists
Feminist therapy does not have a single founder.
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JEAN BAKER MILLER, MD (1928–2006), was a Clinical Professor of Psychiatry at Boston
University School of Medicine and Director of the Jean Baker Miller Training Institute at
the Stone Center, Wellesley College. She wrote Toward a New Psychology of Women and
co-authored The Healing Connection: How Women Form Relationships in Therapy and in Life
and Women’s Growth in Connection. Miller collaborated with diverse groups of scholars and
colleagues on the development of relational–cultural theory. She made important contributions toward expanding this theory and exploring new applications to complex issues
in psychotherapy and beyond, including issues of diversity, social action, and workplace
change.

CAROLYN ZERBE ENNS, PhD, is Professor of Psychology and an active participant in the
Women’s Studies program at Cornell College in Mt. Vernon, Iowa. Enns became interested
in feminist therapy while she was completing her PhD in Counseling Psychology at the
University of California, Santa Barbara. She devotes much of her work to exploring the
profound impact that feminist theory has on the manner in which therapists implement
therapeutic practices, and she discusses this impact in Feminist Theories and Feminist
Psychotherapies: Origins, Themes, and Diversity (2004). As a part of her commitment to social
change, Enns chaired the American Psychological Association’s Committee on Memories of
Childhood Sexual Abuse. She is currently a co-chair of the APA Task Force to Develop Guidelines for Counseling and Psychotherapy with Women. Her most recent efforts are directed
toward articulating the importance of multicultural feminist therapy, exploring the practice
of feminist therapy around the world (especially in Japan), and writing about multicultural
feminist pedagogies.

OLIVA M. ESPIN, PhD, is Professor of Women’s Studies at San Diego State University and
core faculty at the California School of Professional Psychology, San Diego. She is a pioneer in the theory and practice of feminist therapy with women from different cultural
backgrounds and has done extensive research, teaching, and training on multicultural
issues in psychology. Espin has published on psychotherapy with Latinas, women immigrants and refugees, the sexuality of Latinas, language in therapy with fluent bilinguals,
and training clinicians to work with multicultural populations. A native of Cuba, she did
her undergraduate work in psychology at the Universidad de Costa Rica and her PhD
in Counselor Education and Latin American Studies at the University of Florida. Espin
co-edited Refugee Women and Their Mental Health: Shattered Societies, Shattered Lives and
has written Latina Healers: Lives of Power and Tradition, Latina Realities: Essays on Healing,
Sexuality, and Migration, and Women Crossing Boundaries: A Psychology of Immigration
and the Transformation of Sexuality, which is based on a study of women immigrants
from all over the world.
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LAURA S. BROWN, PhD, is a founding member of the Feminist Therapy Institute, an organization dedicated to the support of advanced practice in feminist therapy, and a member of the
theory workgroup at the National Conference on Education and Training in Feminist Practice.
She has written several books considered core to feminist practice in psychotherapy and
counseling, and Subversive Dialogues: Theory in Feminist Therapy (1994) is considered by many
to be the foundation book addressing how theory informs practice in feminist therapy. Brown
has made particular contributions to thinking about ethics and boundaries, and the complexities of ethical practice in small communities. Her current interests include feminist forensic
psychology and the application of feminist principles to treatment of trauma survivors.

Introduction
*This chapter provides an alternative perspective to many of the models considered thus far in this book. As you will see, feminist therapy puts gender and
power at the core of the therapeutic process. Feminist therapy is built on the
premise that it is essential to consider the social, cultural, and political context that contributes to a person’s problems in order to understand that person.
This perspective has signiﬁcant implications for the development of counseling
theory and for how practitioners intervene with diverse client populations.
A central concept in feminist therapy is the importance of understanding
and acknowledging the psychological oppression of women and the constraints
imposed by the sociopolitical status to which women have been relegated. The
feminist perspective offers a unique approach to understanding the roles that both
women and men have been socialized to accept and bringing this understanding
into the therapeutic process. The socialization of women inevitably affects their
identity development, self-concept, goals and aspirations, and emotional wellbeing (Belenky, Clinchy, Goldberger, & Tarule, 1987/1997; Gilligan, 1982). As Natalie
Rogers (1995) has observed, socialization patterns tend to result in women giving
away their power in relationships, often without being aware of it. Feminist therapy
keeps knowledge about gender socialization in mind in the work with all clients.
The majority of clients in counseling are women, and the majority of psychotherapy practitioners at the master’s level are women. However, most theories that are traditionally taught—including all of the other theories in this
book—were founded by White males from Western (American or European)
cultures, with Adler taking the only pro-feminist stance in early theoretical development. The need for a theory that evolves from the thinking and experiencing of women seems self-evident. Theories are developed from the experiences
of the “developer,” and feminist theory is the ﬁ rst therapeutic theory intervention proposal from the perspective of a female “lens.”

*I invited a colleague and friend, Barbara Herlihy, a professor of counselor education at the University of New Orleans, to co-author this chapter. We have co-authored two books (Herlihy &
Corey, 2006a, 2006b), which seems like a natural basis for collaboration on a project that we both
consider valuable.
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Feminist therapists have challenged the male-oriented assumptions regarding what constitutes a mentally healthy individual. Early feminist therapy
efforts focused on valuing women’s experiences, on political realities, and on
advocacy for the unique issues facing women within a patriarchal system. Current feminist practices address the harmful effects of societal power on all clients (Gilbert & Rader, 2007). Modern feminism emphasizes a diverse approach
that includes an understanding of multiple oppressions, multicultural awareness, and multicultural competence (Beardsley, Morrow, Castillo, & Weitzman,
1998; Brown & Root, 1990). Today’s feminists believe that gender cannot be
effectively considered apart from other identities related to race, ethnicity, socioeconomic class, and sexual orientation. Feminists have contributed heavily
to the development of theories of multiple identities.
The contemporary version of feminist therapy and the multicultural approach to counseling practice have a great deal in common. Both of these approaches provide a systemic perspective based on understanding the social
context of behavior. Both perspectives are grounded on the assumption that
social change is the key to affecting the individual. This chapter illustrates the
common ground that is shared by the feminist and multicultural approaches to
clinical practice.

History and Development
Feminist therapy has developed in a grassroots manner, responding to challenges and to the emerging needs of women (Brabeck & Brown, 1997). No single
individual can be identiﬁed as the founder of this approach, reﬂecting a central
theme of feminism collaboration. Its history is relatively brief. While the beginnings of feminism can be traced to the late 1800s, it is really the women’s
movement of the 1960s that laid the foundation for the development of feminist
therapy; the 1960s was a time when women began uniting their voices to express their dissatisfaction with the limiting and conﬁ ning nature of traditional
female roles. Consciousness-raising groups, in which women came together
to share their experiences and perceptions, helped individual women become
aware that they were not alone in their views. A sisterhood developed, and
some of the services that evolved from women’s collective desires to improve
society included shelters for battered women, rape crisis centers, and women’s
health and reproductive health centers.
Changes in psychotherapy occurred when women therapists participated
in consciousness-raising groups and were changed by their experiences. They
formed feminist therapy groups that operated from the same norms as the consciousness-raising groups, including nonhierarchical structures, equal sharing
of resources and power, and empowerment of women. These women also realized in their sharing that they were already working with clients from a feminist lens that had never been formally deﬁned.
Believing that personal counseling was a legitimate means to effect change,
they viewed therapy as a partnership between equals, and they built mutuality
into the therapeutic process. They took the stance that therapy needed to move
away from an intrapsychic, psychopathology perspective (in which the sources
of a woman’s unhappiness reside within her) to a focus on understanding the
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social, political, and pathological forces in society that damage and constrain
girls and women, as well as males.
A profusion of research on gender-bias emerged in the 1970s, which helped
further feminist therapy ideas, and formal organizations began to foster the development and deﬁ ning of feminist therapy. Among them were the Association
for Women in Psychology (AWP) and various efforts by the American Psychological Association (APA). The APA developed several documents presenting
counselor knowledge, attitudes, and skills essential to effectively address gender issues in the counseling process.
The 1980s were marked by efforts to deﬁne feminist therapy as an entity
in its own right (Enns, 1993), and individual therapy was the most frequently
practiced form of feminist therapy (Kaschak, 1981). Gilligan’s (1982) work on
the development of a morality of care in women, and the work of Miller (1986)
and the Stone Center scholars in developing the self-in-relation model (now
called the relational-cultural model) were inﬂuential in the evolution of a feminist personality theory. New theories emerged that honored the relational and
cooperative dimensions of women’s experiencing (Enns, 1991, 2000, 2004; Enns
& Sinacore, 2001). Feminist therapists began to formally examine the relationship of feminist theory to traditional psychotherapy systems, and integrations
with various existing systems were proposed.
By the 1980s feminist group therapy had changed dramatically, becoming
more diverse as it focused increasingly on speciﬁc problems and issues such
as body image, abusive relationships, eating disorders, incest, and other sexual abuse (Enns, 1993). The feminist philosophies that guided the practice of
therapy also became more diverse. According to Enns (2004), in the ﬁeld of
feminist therapy “there is room for diversity of practice and the opportunity
for individuals to articulate a set of beliefs which are personally meaningful
and which guide transformational practice” (p. 10). There are feminists who
identify themselves as person-centered, Gestalt, Adlerian, behavioral, and
even psychoanalytic, but most feminist therapists do not feel a need to position
themselves in a particular philosophical place.
Enns (1993, 2004; Enns & Sinacore, 2001) identiﬁed four enduring feminist
philosophies, which are often described as the “second wave” of feminism: liberal, cultural, radical, and socialist feminism. These philosophies all advocate
social activism and changing society as goals in feminist practice.
Liberal feminists focus on helping individual women overcome the limits
and constraints of traditional gender-role socialization patterns. Liberal feminists
argue for a transformation from accepting traditional gender roles to creating equal
opportunities for both women and men. These feminists tend to believe the differences between women and men will be less problematic as work and social environments become more bias-free. For liberal feminists, the major goals of therapy
include personal empowerment of individual women, dignity, self-fulﬁ llment,
shared power in decision making in relationships, and equality. Another key goal
is to eliminate psychotherapy practices that have supported traditional socialization and are based on biased views about women and men (Enns, 2004).
Cultural feminists believe oppression stems from society’s devaluation of
women’s strength, values, and roles. They emphasize the differences between
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women and men and believe the solution to oppression lies in feminization of
the culture so that society becomes more nurturing, intuitive, subjective, cooperative, and relational. Cultural feminism highlights the value of interdependence over individualism (Enns, 2004). For cultural feminists, the major goal of
therapy is social transformation through the infusion of feminine values (such
as cooperation, altruism, and connectedness) into the culture.
Radical feminists focus on the oppression of women that is embedded in patriarchy and seek to change society through activism and equalizing power.
Radical feminists strive to identify and question the many ways in which patriarchy dominates every area of life including household chores, paid employment, intimate partnerships, violence, and parenting. They challenge the many
ways that women are denied power. The major goals are to transform gender
relationships, transform societal institutions, and increase women’s sexual and
procreative self-determination.
Socialist feminists share with radical feminists the goal of societal change.
Their emphasis differs, however, in that they focus on multiple oppressions
and believe solutions to society’s problems must include considerations of class,
race, sexual orientation, economics, nationality, and history. Socialist feminists
pay close attention to ways that work, education, and family roles affect their
lives. For socialist feminists, the major goal of therapy is to transform social
relationships and institutions.
In recent years, feminist women of color and postmodern feminists have
found classic feminist theories wanting and have offered new theoretical perspectives focused on issues of diversity, the complexity of sexism, and the centrality of social context in understanding gender issues. In 1993 psychologists
who embraced a diversity of feminist perspectives met at the National Conference on Education and Training in Feminist Practice. They reached consensus on basic themes and premises underlying feminist practice, thus taking
a signiﬁcant step toward integration of a number of feminist perspectives.
Enns (2004) states that this “third wave” of feminism embraces diversity with
its inclusion of women of color, lesbians, and the postmodern and constructivist viewpoints espoused by many of the most recent generation of feminist
women. New developments in feminism also include global and international
perspectives. Enns (2004) describes some of the key characteristics associated
with the third-wave feminist approaches.
Postmodern feminists provide a model for critiquing the value of other traditional and feminist approaches, addressing the issue of what constitutes reality
and proposing multiple truths as opposed to a single truth. The postmodern
perspective is based on the assumption that “reality is embedded in social relationships and historical contexts, is socially created or invented, and is reproduced through power relationships” (Enns, 2004, p. 271). This approach calls
attention to the limitation of knowledge and the fallibility of “knowers.” Polarities such as masculine–feminine are deconstructed, which involves an analysis
of how such constructs are created.
Women of color feminists believe it is essential that feminist theory be
broadened and made more inclusive. Women of color have criticized some
White feminists who overgeneralize the experiences of White women to ﬁt
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the experiences of all women. They challenge feminist theory to include an
analysis of multiple oppressions, an assessment of access to privilege and power,
and to emphasize activism.
Lesbian feminists share commonalities with many aspects of radical feminism. Both perspectives view women’s oppression as related to sexualized images of women. Lesbians who deﬁne themselves as feminists sometimes feel
excluded by heterosexual feminists who do not understand discrimination
based on sexual orientation. This perspective calls for feminist theory to include an analysis of multiple identities and their relationship to oppression and
to recognize the diversity that exists among lesbians.
Global international feminists take a worldwide perspective and seek to understand the ways in which racism, sexism, economics, and classism affect
women in different countries. Western feminists are challenged to recognize
their ethnocentrism and stereotyping of women in different parts of the world.
Global feminists assume that each woman lives under unique systems of
oppression. Although they respect a range of diversity among women, they see
a need to address those cultural differences that directly contribute to women’s
oppression.
It is clear that there is no single, uniﬁed feminist theory. Rather, a variety of feminist theories provide a range of different but overlapping perspectives (Enns & Sinacore, 2001). Given the diversity of philosophies, and the fact
that there is no set deﬁnition of feminist therapy, just who is a feminist therapist? Many therapists, both male and female, support the ideals of the feminist
movement. However, if they do not incorporate feminist methods of therapy in
their practice, they are not feminist therapists (Brown, 1992). Feminist therapists believe that understanding and confronting gender-role stereotypes and
power are central to therapeutic practice and that addressing a client’s problems requires adopting a sociocultural perspective: namely, understanding the
impact of the society and culture in which a client lives.

Key Concepts
View of Human Nature
The feminist view of human nature is fundamentally different from that of
most other therapeutic models. Many of the traditional theories grew out of a
historical period in which social arrangements were assumed to be rooted in
one’s biologically based gender. Men were assumed to be the norm and the only
group studied or understood; women were often dismissed as “probably similar to men.” It was also assumed that because of biological gender differences
women and men would pursue different directions in life. Worell and Remer
(2003) are critical of traditional theories for being androcentric (using maleoriented constructs to draw conclusions about human, including female, nature),
gendercentric (proposing two separate paths of development for women and
men), heterosexist (viewing a heterosexual orientation as normative and desirable and devaluing lesbian, gay male, and bisexual orientation), deterministic
(assuming that personality patterns and behavior are ﬁ xed at an early stage of
development), and having an intrapsychic orientation (attributing behavior to

346

PART TWO k Theories and Techniques of Counseling
internal causes, which often results in blaming the victim and ignoring sociocultural and political factors). To the degree that traditional theories contain
these biased elements, they have clear limitations for counseling females and
members of marginalized groups.
Worell and Remer (2003) describe the constructs of feminist theory as being
gender-fair, ﬂexible–multicultural, interactionist, and life-span-oriented.
Gender-fair approaches explain differences in the behavior of women and men
in terms of socialization processes rather than on the basis of our “innate” natures, thus avoiding stereotypes in social roles and interpersonal behavior.
A ﬂexible–multicultural perspective uses concepts and strategies that apply
equally to individuals and groups regardless of age, race, culture, gender, ability, class, or sexual orientation. The interactionist view contains concepts speciﬁc to the thinking, feeling, and behaving dimensions of human experience
and accounts for contextual and environmental factors. A life-span perspective
assumes that human development is a lifelong process and that personality
patterns and behavioral changes can occur at any time rather than being ﬁ xed
during early childhood.

Feminist Perspective on Personality Development
Feminist therapists emphasize that societal gender-role expectations profoundly inﬂuence a person’s identity from the moment of birth and become
deeply ingrained in adult personality. Because gender politics are imbedded
in the fabric of American society, they inﬂuence how we see ourselves as girls
and boys and as women and men throughout the course of our lives. “Girls are
typically expected to be sweet, sensitive, and docile, while boys are expected to
be strong, stoic, and brave” (Prochaska & Norcross, 2007, p. 396).
Gilligan (1977) recognized that theories of moral development were based
almost exclusively on research with boys and men. As a result of her studies
on women’s moral and psychosocial development, Gilligan came to believe
women’s sense of self and morality is based in issues of responsibility and care
for other people and is embedded in a cultural context. She posited that the
concepts of connectedness and interdependence—virtually ignored in maledominated developmental theories—are central to women’s development.
Most models of human growth and development emphasize a struggle toward independence and autonomy, but feminists recognize that women are
searching for a connectedness with others. In feminist therapy women’s relational qualities are seen as strengths and as pathways for healthy growth and
development instead of being identiﬁed as weaknesses or defects.
The founding scholars of relational-cultural theory have elaborated on the
vital role that relationships and connectedness with others play in the lives
of women (Jordan, Kaplan, Miller, Stiver, & Surrey, 1991; Miller, 1986, 1991;
Miller et al., 1999; Miller & Stiver, 1997; Surrey, 1991). These scholars suggest
that a woman’s sense of identity and self-concept develop in the context of
relationships. Surrey (1991) believes the mutually empathic mother–daughter
relationship is a crucial model for other relationships, including therapeutic
relationships. As you will see, many of the techniques of feminist therapy foster
mutuality, relational capacities, and growth in connection.
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Kaschak (1992) used the term engendered lives to describe her belief that
gender is the organizing principle in people’s lives. She has studied the role
gender plays in shaping the identities of females and males and believes the
masculine deﬁnes the feminine. For instance, because men pay great attention
to women’s bodies, women’s appearance is given tremendous importance in
Western society. It is easy to see how this perspective gets reiﬁed in both eating disorders and various forms of depression. Further, men, as the dominant
group, deﬁne and determine the roles that women play. Because women occupy
a subordinate position, to survive they must be able to interpret the needs and
behaviors of the dominant group. To that end, women have developed “women’s intuition” and have included in their gender schema an internalized belief that women are less important than men. Females are raised in a culture
grounded in sexism, and they internalize the oppression. Understanding and
acknowledging internalized oppression is central in feminist work.
Feminist therapists remind us that traditional gender stereotypes of women
are still prevalent in our cultures. They teach their clients that uncritical acceptance of traditional roles can greatly restrict their range of freedom. Today
many women and men are resisting being so narrowly deﬁned. Women and
men in therapy learn that, if they choose to, they can experience mutual behavioral characteristics such as accepting themselves as being interdependent,
giving to others, being open to receiving, thinking and feeling, and being tender and tough. Rather than being cemented to a single behavioral style, women
and men who reject traditional roles are saying that they are entitled to express
the complex range of characteristics that are appropriate for different situations and that they are open to their vulnerability as human beings.

Principles of Feminist Therapy
A number of feminist writers have articulated core principles that form the
foundation for the practice of feminist therapy. These principles are interrelated and overlapping.
1. The personal is political. This principle is based on the assumption that the
personal or individual problems that individuals bring to counseling originate
in a political and social context. For females this is often a context of marginalization, oppression, subordination, and stereotyping. Acknowledgment of the
political and societal impact on an individual’s life is perhaps the most fundamental tenet that lies at the core of feminist therapy.
2. Commitment to social change. Feminist therapy aims not only for individual
change but for social change. Feminists view their therapy practice as existing not only to help individual clients in their struggles but also to advance a
transformation in society. Direct action for social change is part of their responsibility as therapists. It is important that women who engage in the therapy
process—clients and therapists alike—recognize that they have suffered from
oppression as members of a subordinate group and that they can join with
other women to right these wrongs. The goal is to advance a different vision
of societal organization that frees both women and men from the constraints
imposed by gender-role expectations to promote individual change. This vision
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of counseling, which moves it away from the traditional focus on change from
within the individual out into the realm of social activism, for both the client
and the therapist, distinguishes feminist therapy from other, historically accepted approaches.
3. Women’s and girl’s voices and ways of knowing are valued and their experiences
are honored. Women’s perspectives are considered central in understanding
their distress. Traditional therapies that operate on androcentric norms compare women to the male norm and ﬁnd them deviant. Much of psychological
theory and research tends to conceptualize women and men in a polarized way,
forcing a male–female split in most aspects of human experience (Bem, 1993). A
goal of feminist therapy is to replace patriarchal “objective truth” with feminist
consciousness, which acknowledges diverse ways of knowing. Women are encouraged to value their emotions and their intuition and to use their personal
experience as a touchstone for determining what is “reality.” Their voices are
acknowledged as authoritative and invaluable sources of knowledge. The valuing and facilitation of women’s voices in or out of therapy directly counteracts
the often forced silence of women and contributes to an ultimate change in the
body politic of society.
4. The counseling relationship is egalitarian. Attention to power is central in
feminist therapy, and the therapeutic relationship is considered egalitarian.
Feminist therapists recognize that there is a power imbalance in the therapeutic relationship, so they take measures to strive for an egalitarian relationship,
keeping in mind that the client is the expert on her or his life. An open discussion of power and role differences in the therapeutic relationship helps clients
to understand how power dynamics inﬂuence both counseling and other relationships and also invites a dialogue about ways to reduce power differentials (Enns, 2004). Finding ways to share power with clients and to demystify
therapy is essential because feminist therapists believe all relationships should
strive for equality, or mutuality (a condition of authentic connection between
the client and the therapist).
5. A focus on strengths and a reformulated deﬁnition of psychological distress. Some
feminist therapists reject diagnostic labeling and the “disease model” of mental illness. Instead, feminist therapists consider intrapsychic factors as only
partial explanations for the pain that brings people to therapy. Psychological
distress is reframed, not as disease but as a communication about unjust systems. When contextual variables are considered, symptoms can be reframed
as survival strategies. Feminist therapists talk about problems in the context
of living and coping skills rather than pathology (Enns, 2004; Worell & Remer,
2003).
6. All types of oppression are recognized. Clients can best be understood in the
context of their sociocultural environments. Feminist therapists acknowledge
that social and political inequities have a negative effect on all people. Feminist
therapists work to help individuals make changes in their lives, but they are
also committed to working toward social change that will liberate all members
of society from stereotyping, marginalization, and oppression. A key goal is
to intervene in ways that produce change in our dysfunctional sociopolitical
environment. Diverse sources of oppression, not simply gender, are identiﬁed
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and interactively explored as a basis for understanding the concerns that clients bring to therapy. Framing clients’ issues within a cultural context leads
to empowerment, which can be realized only through social change (Worell &
Remer, 2003).

The Therapeutic Process
Therapeutic Goals
According to Enns (2004), some goals of feminist therapy include empowerment, valuing and afﬁrming diversity, striving for change rather than adjustment, equality, balancing independence and interdependence, social change,
and self-nurturance. Enns adds that a key goal of feminist therapy is to assist
individuals in viewing themselves as active agents on their own behalf and on
behalf of others. Perhaps the ultimate goal of this approach is to create the kind
of society where sexism and other forms of discrimination and oppression are
no longer a reality (Worell & Remer, 2003). Feminist therapy strives for transformation, for both the individual client and society as a whole.
At the individual level, feminist therapists work to help females and males
recognize, claim, and embrace their personal power. Empowering the client is
at the heart of feminist therapy, which is the overarching long-term therapeutic
goal (Gilbert & Rader, 2007). Through this empowerment, clients are able to
free themselves from the constraints of their gender-role socialization and to
challenge ongoing institutional oppression.
According to Worell and Remer (2003), feminist therapists help clients:
• Become aware of their own gender-role socialization process
• Identify their internalized messages and replace them with more selfenhancing beliefs
• Understand how sexist and oppressive societal beliefs and practices inﬂuence them in negative ways
• Acquire skills to bring about change in the environment
• Restructure institutions to rid them of discriminatory practices
• Develop a wide range of behaviors that are freely chosen
• Evaluate the impact of social factors on their lives
• Develop a sense of personal and social power
• Recognize the power of relationships and connectedness
• Trust their own experience and their intuition
Feminist therapists also work toward reinterpreting women’s mental health.
Their aim is to depathologize women’s experiencing and to inﬂuence society
so that female voices are honored and relational qualities are valued. Women’s
and girls’ experiences are examined without the bias of patriarchal values, and
their life skills and accomplishments are acknowledged.

Therapist’s Function and Role
Feminist therapy rests on a set of philosophical assumptions that can be applied to various theoretical orientations. Any theory can be evaluated against
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the criteria of being gender-fair, ﬂexible–multicultural, interactionist, and lifespan-oriented. The therapist’s role and functions will vary to some extent depending on what theory is combined with feminist principles and concepts.
In Case Approach to Counseling and Psychotherapy (Corey, 2009, chap. 10) three
different feminist therapists (Drs. Evans, Kincade, and Seem) team up to demonstrate a variety of feminist interventions in their work with Ruth. They also
conceptualize the case of Ruth from a feminist therapy perspective.
Feminist therapists have integrated feminism into their approach to therapy and into their lives. Their actions and beliefs and their personal and professional lives are congruent. They are committed to monitoring their own biases
and distortions, especially the social and cultural dimensions of women’s experiences. Feminist therapists are also committed to understanding oppression in
all its forms—sexism, racism, heterosexism—and they consider the impact of
oppression and discrimination on psychological well-being. They value being
emotionally present for their clients, being willing to share themselves during the therapy hour, modeling proactive behaviors, and being committed to
their own consciousness-raising process. Finally, although feminist therapists
may use techniques and strategies from other theoretical orientations, they are
unique in the feminist assumptions they hold.
Feminists share common ground with Adlerian therapists and their emphasis on social equality and social interest, and with existential therapists
who emphasize therapy as a shared journey, one that is life changing for both
client and therapist, and with their basic trust in the client’s ability to move
forward in a positive and constructive manner. Feminist therapists believe the
therapeutic relationship should be a nonhierarchical, person-to-person relationship, and they aim to empower clients to live according to their own values
and to rely on an internal (rather than external or societal) locus of control in
determining what is right for them. Like person-centered therapists, feminist
therapists convey their genuineness and strive for mutual empathy between
client and therapist. Unlike person-centered therapists, however, feminist
therapists do not see the therapeutic relationship alone as being sufﬁcient to
produce change. Insight, introspection, and self-awareness are springboards to
action. Feminist therapists work to free women (and men) from roles that have
constrained them from realizing their potential.
Some feminist therapists share with postmodern therapists (see Chapter
13) an emphasis on the politics and power relationships in the therapy process
and a concern about power relations in the world in general. Both feminist and
postmodern thought asserts that psychotherapists must not replicate societal
power imbalances or foster dependency in the client. Rather, therapist and client take active and equal roles, working together to determine goals and procedures. A common denominator of both feminist and postmodern approaches
is the avoidance of assuming a therapist role of all-knowing expert, assuming
instead the role of a “relational expert.”

Client’s Experience in Therapy
Clients are active participants in the therapeutic process. Feminist therapists
are committed to ensuring that this does not become another arena in which
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women remain passive and dependent. It is important that clients tell their stories and give voice to their experiencing.
Appropriate self-disclosure is afﬁ rmed within feminist therapy. The female
therapist may share some of her own experiences including gender-role oppression. As an analysis of gender-role stereotyping is conducted, the client’s
consciousness is raised.
Feminist therapists do not restrict their practice to female clients; they also
work with males, couples, families, and children. The therapeutic relationship
is always a partnership, and the client, if a male, will be the expert in determining what he needs and wants from therapy. He will explore ways in which he
has been limited by his gender-role socialization. He may become more aware
of how he is constrained in his ability to express a range of emotions, and in
the safe environment of the therapeutic sessions, he may be able to fully experience such feelings as sadness, tenderness, uncertainty, and empathy. As he
transfers these ideas to daily living, he may ﬁnd that relationships change in
his family, his social world, and at work.
As mentioned earlier, a major goal of feminist therapy is empowerment,
which involves acquiring a sense of self-acceptance, self-conﬁdence, joy, and
authenticity. Worell and Remer (2003) write that clients acquire a new way of
looking at and responding to their world. They add that the shared journey of
empowerment can be both frightening and exciting—for both client and therapist. Clients need to be prepared for major shifts in their way of viewing the
world around them, changes in the way they perceive themselves, and transformed interpersonal relationships.

Relationship Between Therapist and Client
The therapeutic relationship is based on empowerment and egalitarianism. The
very structure of the client–therapist relationship models how to identify and
use power responsibly. Feminist therapists clearly state their values to reduce
the chance of value imposition. This allows clients to make a choice regarding
whether or not to work with the therapist. It is also a step in demystifying the
process.
As mentioned, although there is an inherent power differential in the therapy relationship, feminist therapists work to equalize the power base in the
relationship by employing a number of strategies (Thomas, 1977). First, they
are acutely sensitive to ways they might abuse their own power in the relationship, such as by diagnosing unnecessarily, by interpreting or giving advice, by
staying aloof behind an “expert” role, or by discounting the impact the power
imbalance between therapist and client has on the relationship.
Second, therapists actively focus on the power their clients have in the therapeutic relationship and make this part of their informed consent processes.
Therapists encourage clients to identify and express their feelings, to become
aware of the ways they relinquish power in relationships with others as a result of socialization or as a means for survival, and to make decisions with this
knowledge as the basis.
Third, feminist therapists work to demystify the counseling relationship
by sharing with the client their own perceptions about what is going on in the
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relationship, by making the client an active partner in determining any diagnosis, and by making use of appropriate self-disclosure. If the therapist suggests a
particular technique, she fully explains what its possible effects may be and her
rationale for suggesting it, and she fully respects the client’s decision to proceed or not to proceed. Some feminist therapists use contracts as a way to make
the goals and processes of therapy overt rather than covert and mysterious.
A deﬁning theme of the client–counselor relationship is the inclusion of
clients in both the assessment and the treatment process. This commitment
to include clients from the initial through the ﬁnal session helps to keep the
therapeutic relationship as egalitarian as possible. Walden (2006) emphasizes
the value of educating and empowering clients. When counselors keep their
clients uninformed about the nature of the therapeutic process, they deny them
the potential for active participation in their therapy. When counselors make
decisions about a client for the client rather than with the client, they rob the client of power in the therapeutic relationship. Collaboration with the client in all
aspects of therapy leads to a genuine partnership with the client.

Application: Therapeutic Techniques and Procedures
The Role of Assessment and Diagnosis
Feminist therapists have been sharply critical of the DSM classiﬁcation system,
and research indicates that gender, culture, and race may inﬂuence assessment
of clients’ symptoms (Enns, 2000; Eriksen & Kress, 2005). To the degree that
assessment is inﬂuenced by subtle forms of sexism, racism, ethnocentrism, heterosexism, ageism, or classism, it is extremely difﬁcult to arrive at a meaningful assessment or diagnosis. For a thoughtful discussion of feminist challenges
to DSM diagnosis, see Eriksen and Kress (2005).
According to Enns (1993), many feminist therapists do not use diagnostic
labels, or they use them reluctantly. Feminist therapists believe diagnostic labels are severely limiting for these reasons: (1) they focus on the individual’s
symptoms and not the social factors that cause dysfunctional behavior; (2) as
part of a system developed mainly by White male psychiatrists, they may represent an instrument of oppression; (3) they (especially the personality disorders) may reinforce gender-role stereotypes and encourage adjustment to the
norms of the status quo; (4) they may reﬂect the inappropriate application of
power in the therapeutic relationship; (5) they can lead to an overemphasis on
individual solutions rather than social change; and (6) they have the potential
to dehumanize the client through the label.
The feminist approach emphasizes the importance of considering the
context of women’s lives and points out that many symptoms can be understood as coping or survival strategies rather than as evidence of pathology
(Worell & Remer, 2003). Due to the cultural and gender limitations of diagnoses, Eriksen and Kress (2005) encourage therapists “to be tentative in diagnosing those from diverse backgrounds, and to, as a part of a more egalitarian
relationship, co-construct an understanding of the problem with the client,
rather than imposing a diagnosis on the client” (p. 104). In keeping with the
focus on client empowerment, diagnosis is a shared process in which clients
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are the experts on the meaning of their distress. Reframing symptoms as coping skills or strategies for survival and shifting the etiology of the problem to
the environment avoids “blaming the victim” for her problems. Assessment
is viewed as an ongoing process between client and therapist and is connected to treatment interventions (Enns, 2000). In the feminist therapy process,
diagnosis of distress becomes secondary to identiﬁcation and assessment of
strengths, skills, and resources (Brown, 2000). Using diagnostic categories
may contribute to a victim-blaming stance and dull the therapist’s sensitivity
to external factors that contribute to a client’s symptoms (Enns, 2000; Eriksen &
Kress, 2005).
Using the DSM-IV-TR (American Psychiatric Association, 2000), depression is diagnosed twice as often for women as men. Feminist therapists believe women have many more reasons to experience depression than do men,
and they often frame depression as a normative experience for women. Women
are often ﬁ nancially disadvantaged or dependent, relationally submissive,
and strive to please others by anticipating their needs. Thus, depression may
result from women’s internalized perception, belief, and experience of not
being in control of their lives or bodies and feeling less valuable than men.
Similarly, with eating disorders feminist therapists focus on messages given
by society, and by the mass media in particular, about women’s bodies and
the importance of being thin. The therapist uses a gender-role analysis to
help clients who suffer from anorexia or bulimia to examine these societal injunctions and how they have come to accept them. Therapist and client work
together on ways to challenge and change these messages. Perhaps the most
damaging diagnosis is the borderline personality disorder (American Psychiatric Association, 2000), a diagnosis almost completely assigned to and critical
of women. Since very few women who receive this diagnosis have escaped
physical abuse or sexual molestation, Laura Brown (1994) has argued that
the more appropriate diagnosis, if one must be used at all, would be posttraumatic stress disorder. The latter diagnosis would certainly generate more
compassion and sympathy in therapists than does the diagnosis of a borderline personality.
Feminist therapists do not refuse to use the DSM-IV-TR in this age of managed care and the prevalence of the medical model of mental health, but diagnosis results from a shared dialogue between client and therapist. The therapist
is careful to review with the client any implications of assigning a diagnosis so
the client can make an informed choice, and discussion focuses on helping the
client understand the role of socialization and culture in the etiology of her
problems.

Techniques and Strategies
Feminist therapists have developed several techniques, and others have been
borrowed from traditional approaches and adapted to the feminist therapy
model. Particularly important are consciousness-raising techniques that help
women to differentiate between what they have been taught is socially acceptable or desirable and what is actually healthy for them. Some of the techniques
described by Worell and Remer (2003) and Enns (1993, 2004) are discussed in
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this section, using the case example of Susan to illustrate how these techniques
might be applied.
Susan, age 27, comes to therapy stating that she is depressed. She says she
“hates herself” for having gained so much weight since she left college, and she
is certain she is doomed to be alone for the rest of her life. She says, “I missed
my chance. I was popular and attractive when I was in college, but no man
would ever look twice at me the way I am now.”

EMPOWERMENT At the heart of feminist strategies is the goal of empowering
the client. Susan’s therapist will pay careful attention to informed consent issues,
discussing ways Susan can get the most from the therapy session, clarifying expectations, identifying goals, and working toward a contract that will guide the
therapeutic process. By explaining how therapy works and enlisting Susan as
an active partner in the therapeutic venture, the therapy process is demystiﬁed
and Susan becomes an equal participant. Susan will learn that she is in charge
of the direction, length, and procedures of her therapy.

SELF-DISCLOSURE Feminist therapists use therapeutic self-disclosure to
equalize the client–therapist relationship, to provide modeling, to normalize
women’s collective experiences, to empower clients, and to establish informed
consent. Therapists take steps to use self-disclosure in the best interests of
the client by considering the timing and nature of the disclosure. Appropriate
self-disclosure helps to decrease power differentials, is useful for supporting
clients, and can be liberating and empowering for clients (Enns, 2004). For example, Susan’s therapist may disclose her own difﬁculties in learning to accept
that her body is different now, after her pregnancy and childbirth, and that she
is not a size 10 either. Susan beneﬁts from this modeling by a woman who does
not meet society’s standards for thinness but is comfortable with her body and
the ways in which it has worked for her, not against her.
Self-disclosure is not just sharing information and experiences. It also involves a certain quality of presence the therapist brings to the therapeutic sessions. Effective therapist self-disclosure is grounded in authenticity and a sense
of mutuality. The therapist considers how the disclosures may affect the client by
using what relational-cultural theorists refer to as “anticipatory empathy.” Feminist therapists, like counselors who have other theoretical orientations, are ethically committed to using self-disclosure to enhance the therapeutic process.
The therapist also clearly states her relevant values and beliefs about society to allow Susan to make an informed choice about whether or not to work
with this therapist. Susan’s therapist explains to her the therapeutic interventions that are likely to be employed. Susan, as an informed consumer, can be
involved in evaluating how well these strategies are working and the degree to
which her personal goals in therapy are being met.

GENDER-ROLE ANALYSIS A hallmark of feminist therapy, gender-role analysis
explores the impact of gender-role expectations on the client’s psychological
well-being and draws upon this information to make decisions about future
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gender-role behaviors (Enns, 2004). This intervention serves both the functions
of assessment and promotion of client change. Gender-role analysis begins
with clients identifying the societal messages they received about how women
and men should be and act (Remer, 2008). The therapist begins by asking Susan
to identify messages that she received related to weight and appearance from
society, her peers, the media, and her family. Susan remembers that her mother
had ﬂuctuating weight gain and often made remarks to Susan like, “It’s a good
thing I captured your father when I still had a ﬁgure” and “You’ll have your choice
of men if you stay thin.” The therapist talks about how body image expectations
differ between females and males in our culture and how they may differ in various cultures. Susan decides what messages she would prefer to have in her mind
and keeps an open awareness when the discounting messages play in her head.

GENDER-ROLE INTERVENTION Using gender-role intervention, the therapist
responds to Susan’s concern by placing it in the context of society’s role expectations for women. The aim is to provide Susan with insight into the ways that
social issues are affecting her. Susan’s therapist responds to her statement with,
“Our society really focuses on thinness with females. The media bombards
girls and women with the message that they need to be thin to be attractive.
The message is so ingrained that many girls are dieting in elementary school.”
By placing Susan’s concern in the context of societal expectations, the therapist
gives Susan insight into how these expectations have affected her psychological
condition and have contributed to her feeling depressed. The therapist’s statement also paves the way for Susan to think more positively about her unity with
other women and even to think about how she might contribute as a role model
for girls and young women in the future.

POWER ANALYSIS

Power analysis refers to the range of methods aimed at helping clients understand how unequal access to power and resources can inﬂuence
personal realities. Together therapists and clients explore how inequities or institutional barriers often limit self-deﬁnition and well-being (Enns, 2004). With this
technique, Susan will become aware of the power difference between men and
women in our society. In Susan’s case the power analysis may focus on helping
Susan identify alternate kinds of power she may exercise and to challenge the
gender-role messages that prohibit the exercise of that kind of power. Interventions are aimed at helping Susan learn to appreciate herself as she is, regain her
self-conﬁdence based on the personality attributes she possesses, and set goals
that will be fulﬁlling to her and do not depend on whether she “ﬁnds a man.”

BIBLIOTHERAPY Nonﬁction books, psychology and counseling textbooks,
autobiographies, self-help books, educational videos, ﬁ lms, and even novels
can all be used as bibliotherapy resources. Reading about feminist perspectives
on common issues in women’s lives (incest, rape, battering, and sexual harassment) may challenge a woman’s tendency to blame herself for these problems
(Remer, 2008). The therapist describes a number of books that address the consequences of society’s focus on the superiority of thinness, and Susan selects
one to read over the next few weeks. Providing Susan with reading material
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increases knowledge and decreases the power difference between Susan and
her therapist. Reading can supplement what is learned in the therapy sessions,
and Susan can enhance her therapy by exploring her reactions to what she is
reading.

ASSERTIVENESS TRAINING By teaching and promoting assertive behavior,
women become aware of their interpersonal rights, transcend stereotypical
gender roles, change negative beliefs, and implement changes in their daily
lives. The therapist and client consider what is culturally appropriate, and the
client makes decisions about when and how to use the new skill of assertion.
Through learning and practicing assertive behaviors and communication,
Susan may increase her own power, affecting the depression she feels. Susan
learns that it is her right to ask for what she wants and needs. The therapist
helps Susan to evaluate and anticipate the consequences of behaving assertively, which might range from criticism to actually getting what she wants.
REFRAMING AND RELABELING Like bibliotherapy, therapist self-disclosure,
and assertiveness training, reframing is not unique to feminist therapy. However,
reframing is applied uniquely in feminist therapy. Reframing includes a shift
from “blaming the victim” to a consideration of social factors in the environment that contribute to a client’s problem. In reframing, rather than dwelling
exclusively on intrapsychic factors, the focus is on examining societal or political dimensions. Susan may come to understand that her depression is linked
to social pressures to have the “ideal body” rather than stemming from some
deﬁciency within.
Relabeling is an intervention that changes the label or evaluation applied
to some behavioral characteristic. Susan can change certain labels she has attached to herself, such as being inadequate or unattractive because she is not
thin. An example might be that Susan is encouraged to talk about herself as a
strong and healthy woman, rather than being “fat.”
SOCIAL ACTION Social action, or social activism, is an essential quality of
feminist therapy (Enns, 2004). Therapists may suggest to clients as they become
more grounded in their understanding of feminism that they become involved
in activities such as volunteering at a rape crisis center, lobbying lawmakers, or
providing community education about gender issues. Participating in such activities can empower clients and help them see the link between their personal
experiences and the sociopolitical context in which they live. Susan might decide to join and participate in organizations that are working to change societal
stereotypes about women’s bodies. Taking this kind of social action is another
way for Susan to feel more empowered.

GROUP WORK Group work became popular as a way for women to discuss
their lack of voice in many aspects of society. Historically, group work has been
used for both consciousness-raising and support (Herlihy & McCollum, 2007).
Consciousness-raising groups initially provided an avenue for women to share
their experiences of oppression and powerlessness. Eventually, these groups
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evolved into self-help groups that empowered women and challenged many of
the social patterns of the time (Evans, Kincade, Marbley, & Seem, 2005). Feminist therapists often encourage their clients to make the transition from individual therapy to a group format such as joining a support group or a political
action group as soon as this is realistic (Herlihy & McCollum, 2007). In identifying practice trends in group work with women, Kees and Leech (2004) note
that diversity is a characteristic of women’s groups. Although these groups are
as diverse as the women who comprise them, they share a common denominator emphasizing support for the experience of women. The literature reveals
that women who join these groups eventually realize that they are not alone
and gain validation for their experiences by participating in the group. These
groups can provide women with a social network, decrease feelings of isolation, create an environment that encourages sharing of experiences, and help
women realize that they are not alone in their experiences (Eriksen & Kress,
2005). Groups provide a supportive context where women can share and begin
to critically explore the messages they have internalized about their self-worth
and their place in society. The self-disclosures of both the members and the
leader foster deeper self-exploration, a sense of universality, and increased levels of cohesion. Members learn to use power effectively by providing support
to one another, practicing behavioral skills, considering social/political actions,
and by taking interpersonal risks in a safe setting (Enns, 2004). Through their
group participation, women learn that their individual experiences are frequently rooted in problems within the system. In conjunction with the group
members, the group facilitator’s job is to design a group that results in both
individual and systemic change (Kees & Leech, 2004). Participation in a group
experience can inspire women to take up some form of social action. Indeed, a
form of homework can be to carry out what women are learning in the group to
bring about changes in their lives outside of the group.
Susan and her therapist will likely discuss the possibility of Susan joining
a women’s support group or other type of group as a part of the process of terminating individual therapy. By joining a group Susan will have opportunities
to discover that she is not alone in her struggles. Other women can provide her
with nurturance and support, and Susan will have the chance to be signiﬁcant
to other women as they engage in their healing process.

The Role of Men in Feminist Therapy
Can a man be a feminist therapist? Feminist therapists are divided on this
issue. Certainly, men can be nonsexist or pro-feminist therapists when they
embrace the principles and incorporate the practices of feminism in their
work. This entails being willing to understand and “own” male privilege,
confront sexist behavior in themselves and others, redeﬁne masculinity and
femininity according to other than traditional values, work toward establishing egalitarian relationships, and actively support women’s efforts to create
a just society.
Herlihy and McCollum (2007) make the point that it is an erroneous perception that feminist therapy is conducted only by women and for women. The
principles and practices of feminist psychotherapy are useful in working with
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men, individuals from diverse racial and cultural backgrounds, and people who
are committed to addressing social justice issues in counseling practice (Enns,
2000, 2004; Worell & Remer, 2003). Social mandates about masculinity such as
restrictive emotionality, overvaluing power and control, the sexualization of
emotion, and obsession with achievement can be limiting to males (Gilbert &
Scher, 1999; Pleck, 1995; Pollack, 1995, 1998; Real, 1998).
Some feminist therapists routinely work with men, especially with abusive
men and in battering groups. According to Ganley (1988), issues that men can
deal with productively in feminist therapy include learning how to increase
their capacity for intimacy, expressing their emotions and learning self-disclosure,
balancing achievement and relationship needs, accepting their vulnerabilities,
and creating collaborative relationships at work and with signiﬁcant others that
are not based on a “power-over” model of relating. Any presenting issue can be
dealt with from a feminist perspective.

Feminist Therapy From a Multicultural Perspective
Strengths From a Diversity Perspective
Of all the theoretical approaches to counseling and psychotherapy in this
book, feminist therapy and multicultural perspectives have the most in common. Feminist therapists view multicultural counseling as the analysis of social
structures affecting mental health, including sexism, racism, and other levels
of both oppression and privilege (Martinez, Davis, & Dahl, 1999). Likewise,
multicultural approaches point to oppression, discrimination, and racism as
the source of many of the experiences faced by people of color. One difference
between the multicultural and feminist perspectives is that multiculturalists
honor culture whereas feminists challenge culture (Remer, 2008).
The feminist perspective on power in relationships has application for understanding power inequities due to racial and cultural factors. The “personal
is political” principle has equal value when applied to counseling women and
counseling culturally diverse client groups. Neither feminist nor multicultural
therapists are willing to settle for adjustment to the status quo. Neither approach rests solely on individual change; both emphasize direct action for social change as a part of the role of therapists. Many of the social action and
political strategies that call attention to oppressed groups have equal relevance
for women and for other marginalized groups.
It is possible to incorporate the principles of feminist therapy with a multicultural perspective. Comas-Diaz (1987) describes a feminist model that empowers women of color by helping them do the following:
• Acknowledge the negative effects of sexism and racism
• Identify and deal with their feelings pertaining to their status as women
of color
• View themselves as able to ﬁnd solutions to their problems
• Understand the interplay between the external environment and their
reality
• Integrate ethnic, gender, and racial components into their identity
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Culture encompasses the sociopolitical reality of people’s lives, including how
the privileged dominant group (White, Protestant, heterosexual, rich males)
treats those who are different from them. Feminist therapists believe psychotherapy is inextricably bound to culture, and, increasingly, they are being
joined by thoughtful leaders in the ﬁeld of counseling practice. Both the women’s movement and the multicultural movement have called to our attention
the negative effects of discrimination and oppression on their targets and also
on those doing the discriminating and oppressing. There is no culture in the
world that does not currently include feminist voices from within it.
McIntosh (1988, 1998) has described the concept of White privilege as an
invisible package of unearned assets White people enjoy that are not extended
to people of color. Adapting the notion of White privilege to race, gender, and
sexual orientation, we see White male heterosexual class privilege operating in our
society at every level. Therapy should free individuals and increase their range
of choices. It is to the credit of both feminist and multicultural therapists that
social policies have been established to address the problems of discrimination
based on gender, race, culture, class, sexual orientation, ability, age, and other
cultural variables.
Culturally competent feminist therapists look for ways to work within the
client’s culture by exploring consequences and alternatives. They appreciate
the complexities involved in changing within one’s culture, but do not view
culture as sacrosanct (Worell & Remer, 2003). It is important to understand
and respect diverse cultures, but most cultural contexts have both positive
and toxic aspects. Feminist therapists are committed to challenging cultural
beliefs and practices that discriminate against, subordinate, and restrict the
potential of groups of individuals, which can be either a strength or a shortcoming.

Shortcomings From a Diversity Perspective
Feminist therapists advocate for change in the social structure, especially in
the area of inequality, power in relationships, the right to self-determination,
freedom to pursue a career outside or inside the home, and the right to an education. This agenda could pose some problems when working with women who
do not share these beliefs. Remer (2008) acknowledges this practice of challenging societal values and structures that subordinate certain groups as a
shortcoming of the approach. If therapists do not fully understand and respect
the cultural values of clients from diverse groups, they run the risk of imposing their own values. Remer claims “a potential danger inherent in feminist
counseling is that counselors’ values will too strongly inﬂuence clients or will
conﬂict with clients’ values” (p. 431).
Being aware of the cultural context is especially important when feminist
therapists work with women from cultures that endorse culturally prescribed
roles that keep women in a subservient place or from cultures that are grounded
in patriarchy. Consider this scenario. You are a feminist therapist working with
a Vietnamese woman who is struggling to ﬁnd a way to be true to her culture
and also to follow her own educational and career aspirations. Your client is
a student in a helping profession who is being subjected to extreme pressure
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Feminist Therapy Applied to the Case of Stan

k

Stan’s fear of women and his gender-role
socialization experiences make him an excellent candidate to benefit from feminist
therapy. A therapeutic relationship that is egalitarian,
with a strong woman who respects him, will be a new
kind of experience for Stan.
Stan has indicated that he is willing and even eager to change. Despite his low self-esteem and negative self-evaluations, he is able to identify some positive
attributes. These include his determination, his ability
to articulate his feelings, and his gift for working with
children. Stan knows what he wants out of therapy and
has clear goals: to stop drinking, to feel better about
himself, to relate to women on an equal basis, and to
learn to love and trust himself and others. His therapist, operating from a feminist orientation, will build on
these strengths.
In the first session the therapist focuses on establishing an egalitarian working relationship to help Stan
begin to regain his personal power. He may hold the
assumption that because his therapist is a woman she
will take a dominant role and tell him what he needs
to do to accomplish his goals. It is important that the
therapeutic relationship does not replicate other relationships Stan has had with women in his life, especially his mother and his ex-wife. The therapist consciously works to demystify the therapeutic process
and equalize the relationship, conveying to Stan that
he is in charge of the direction his therapy. She spends
time explaining her view of the therapy process and
how it works.
A gender-role analysis is conducted to help Stan
become aware of the influence of gender-role expectations in the development of his problems. First, he
is asked to identify gender-role messages he received
while growing up from a variety of societal sources including his parents, teachers, the media, faith community, and peers. In his autobiography Stan has already
written about some of the messages his parents gave
him, and this provides a natural starting point for his
analysis. He remembers his father calling him “dumb”
and his mother saying, “Why can’t you grow up and be

a man?” Stan wrote about his mother “continually harping at” his father and telling Stan how she wished she
hadn’t had him. He describes his father as weak, passive, and mousy in relating to his mother and remembers that his father compared him unfavorably with his
siblings. Stan internalized these messages, often crying
himself to sleep and feeling very hopeless.
The therapist asks Stan to identify the damaging
self-statements he makes now that are based on these
early experiences. As they review his writings, Stan
sees how societal messages he received about what
a man “should” be were reinforced by parental messages and have shaped his view of himself today. For
example, he wrote that he feels sexually inadequate
and worries that he won’t be able to perform. It appears that he has introjected the societal notion that
men should always initiate sex, be ready for sex, and be
able to achieve and sustain an erection. Stan also sees
that he has already identified and written about how
he wants to change those messages, as exemplified in
his statements that he wants to “feel equal with others”
and not “feel apologetic” for his existence and develop
a loving relationship with a woman. Stan begins to feel
capable and empowered as his therapist acknowledges the important work he has already done, even
before he entered therapy.
The therapist follows this gender-role analysis with
a gender-role intervention to place Stan’s concerns in
the context of societal role expectations. She says,
“Indeed, it is a burden to try to live up to society’s
notion of what it means to be a man, always having to
be strong and tough. Those aspects of yourself that
you would like to value—your ability to feel your feelings, being good with children—are qualities society
tends to label as ‘feminine.’” Stan replies wistfully, “Yeah,
it would be a better world if women could be strong
without being seen as domineering and if men could
be sensitive and nurturing without being seen as weak.”
The therapist gently challenges this statement by asking, “Are you sure that’s not possible? Have you ever met
a woman or a man who was like that?” Stan ponders for
a minute and then with some animation describes the
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college professor who taught his Psychology of Adjustment class. Stan saw her as very accomplished and
strong but also as someone who empowered him by
encouraging him to find his own voice through writing
his autobiography. He also remembers a male counselor at the youth rehabilitation facility where he spent
part of his adolescence as a man who was strong as
well as sensitive and nurturing.
As the first session draws to a close, the therapist
asks Stan to talk about what he learned from their time
together. Stan says two things stand out for him. First, he
is beginning to believe he doesn’t need to keep blaming himself. He knows that many of the messages he
has received from his parents and from society about
what it means to be a man have been undesirable and
one-dimensional. He acknowledges that he has been
limited and constrained by his gender-role socialization.
Second, he feels hopeful because there are alternatives
to those parental and societal definitions—people he
admires have been able to successfully combine “masculine” and “feminine” traits. If they can do it, so can he.
The therapist asks Stan whether he chooses to return
for another session. When he answers in the affirmative,
she gives him W. S. Pollack’s (1998) book Real Boys to
read. The therapist explains that this book descriptively
captures the gender-role socialization that many boys
experience.
Stan comes to the following session eager to
talk about his homework assignment. He tells the
therapist that he gained some real insights into his
own attitudes and beliefs by reading Real Boys. What
Stan learned from reading this book leads to a further
exploration of his relationship with his mother. He
finds it helpful to understand his parents’ behavior in
the context of societal expectations and stereotypes
rather than continuing to blame them. The therapist helps Stan to see how our culture tends to hold
extreme positions about mothers—that they are
either perfect or wicked—and that neither of these
extremes is true. As Stan learns to reframe his relationship with his mother, he develops a more realistic
picture of her. He comes to realize, too, that his father
has been oppressed by his own socialization experiences and by an idealistic view of masculinity that he
may have felt unable to achieve.
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Stan continues to work at learning to value the
nurturing and sensitive aspects of himself as well as
the strong aspects of the women with whom he is
interacting. He is learning to value the “feminine” aspects of himself as well as the “masculine” or strong
aspects of the women with whom he is interacting.
He also continues to monitor and make changes in
his self-talk about what it means to be a man. He
is involved in gaining ongoing awareness of these
messages that come from current sources such as
the media and friends. Since a number of Stan’s sessions were devoted to exploring his relationship
with his mother, along with his resentment toward
her, the therapist suggests another reading assignment—Caplan’s (1989) book, Don’t Blame Mother.
The aim of this assignment is to assist Stan in exploring
alternatives to blaming his mother for his present
problems.
Throughout the therapeutic relationship, Stan
and the therapist discuss with immediacy how they
are communicating and relating to each other during
the sessions. The therapist is self-disclosing and treats
Stan as an equal, continually acknowledging that he is
the “expert” on his life.

Follow-Up: You Continue as Stan’s
Feminist Therapist
Use these questions to help you think about how you
would counsel Stan using a feminist therapy model:

• What unique values do you see in working with
Stan from a feminist perspective as opposed to
working from the other therapeutic approaches
you’ve studied thus far?
• If you were to continue working with Stan, what
self-statements regarding his view of himself as
a man might you focus on, and what alternatives
might you offer?
• In what ways could you integrate cognitive
behavior therapy with feminist therapy in Stan’s
case? What possibilities do you see for integrating Gestalt therapy methods with feminist
therapy? What other therapies might you combine with a feminist approach?
(continues)
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(continued)

• Stan’s feminist therapist used bibliotherapy
as a form of homework assignment. Would
you suggest books or films for Stan? If so,
which ones? What other homework might
you suggest to Stan? What other feminist
therapy strategies would you utilize in counseling Stan?

See the online and DVD program,
Theory in Practice: The Case of Stan
(Session 10 on feminist therapy), for a demonstration of my approach to counseling
Stan from this perspective. This session
deals with Stan’s exploration of his genderrole identity and messages he has incorporated about being a man.

from her father to return home and take care of her family. Although she wants
to complete a degree and eventually help others in the Vietnamese community,
she feels a great deal of guilt when she considers “selﬁshly” pursuing her education when her family at home needs her. If you were counseling this woman,
would you challenge her to take care of herself and do what is right for her?
Might you try to persuade her to tell her father that she is going to follow her
own path? The price may be very high if this woman chooses to go against what
is culturally expected of her, and she is the one to ultimately decide which path
to follow.
In this complex situation, the therapist is challenged to work together with
the client to ﬁnd a path that enables her to consider her individualistic goals
without ignoring or devaluing her collectivistic cultural values. The therapist’s
job is not to take away her pain or struggle, nor to choose for the client, but to
be present in such a way that the client will truly be empowered to make signiﬁcant decisions. As can be seen from this example, to minimize this potential
shortcoming of imposing cultural values on a client, it is essential that therapists understand how their own cultural perspectives are likely to inﬂuence
their interventions, especially when they are working with culturally diverse
clients. A safeguard against value imposition is for feminist therapists to clearly
present their values to clients early in the course of the counseling relationship
so that clients can make an informed choice about continuing this relationship
(Remer, 2008).
Herlihy and McCollum (2007) claim that a major challenge facing feminist
therapists is to build alliances with multicultural counselors. Also important
to the future of feminist therapy “will be the ability of its theorists, scholars,
and practitioners to more clearly articulate its deﬁnition, make training more
widely available, correct mistaken perceptions, and demonstrate its effectiveness through research” (p. 355).

Summary and Evaluation
The origins of feminist therapy are connected with the women’s movements of
the late 1800s and the 1960s, when women united in vocalizing their dissatisfaction over the restrictive nature of traditional female roles. Feminist therapy
largely grew out of the recognition by women that the traditional models of
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therapy suffer from basic limitations due to the inherent bias of earlier theoreticians. Feminist therapy emphasizes these concepts:
• Viewing problems in a sociopolitical and cultural context rather than on
an individual level
• Recognizing that clients know what is best for their lives and are experts
on their own lives
• Striving to create a therapeutic relationship that is egalitarian through the
process of self-disclosure and informed consent
• Demystifying the therapeutic process by including the client as much as
possible in all phases of assessment and treatment, which increases client
empowerment
• Viewing women’s experiences from a unique perspective
• Understanding and appreciating the lives and perspectives of diverse
women
• Understanding that gender never exists in isolation from other aspects of
identity
• Challenging traditional ways of assessing the psychological health of
women
• Emphasizing the role of the therapist as advocate as well as facilitator
• Encouraging clients to take social action to address oppressive aspects of
the environment
Feminist therapy is aimed at both personal and social change. The theory is not
static but is continually evolving and maturing. The major goal is to replace the
current patriarchal system with feminist consciousness and thus create a society that values equality in relationships, that values diversity, that stresses interdependence rather than dependence, and that encourages both women and
men to deﬁne themselves rather than being deﬁned by societal demands.
Instead of being a singular and uniﬁed approach to psychotherapy, feminist practice tends to be diverse. As feminist therapy has matured, it has become more self-critical and varied. Feminist therapists share a number of basic
assumptions and roles: they engage in appropriate self-disclosure; they make
their values and beliefs explicit so that the therapy process is clearly understood; they establish egalitarian roles with clients; they work toward client empowerment; they emphasize the commonalities among women while honoring
their diverse life experiences; and they all have an agenda to bring about social
change.
Feminist therapists are committed to actively breaking down the hierarchy
of power in the therapeutic relationship through the use of various interventions. Some of these strategies are unique to feminist therapy, such as genderrole analysis and intervention, power analysis, assuming a stance of advocate
in challenging conventional attitudes toward appropriate roles for women, and
encouraging clients to take social action. Other therapeutic strategies are borrowed from various therapy models, including bibliotherapy, assertiveness
training, cognitive restructuring, reframing and relabeling, counselor selfdisclosure, role playing, psychodramatic techniques, identifying and challenging
untested beliefs, and journal writing. Feminist therapy principles and techniques
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can be applied to a range of therapeutic modalities such as individual therapy,
couples counseling, family therapy, group counseling, and community intervention. Regardless of the speciﬁc techniques used, the overriding goals are
client empowerment and social transformation.

Contributions of Feminist Therapy
One of the major contributions feminists have made to the ﬁeld of counseling and psychotherapy is paving the way for gender-sensitive practice and an
awareness of the impact of the cultural context and multiple oppressions. A
signiﬁcant contribution of feminist therapy is the emphasis on social change,
which can lead to a transformation in society. Therapists with a feminist orientation understand how important it is to be fully aware of typical gender-role
messages clients have grown up with, and they are skilled in helping clients
identify and challenge these messages (Philpot, Brooks, Lusterman, & Nutt,
1997).
According to Gilbert and Rader (2007), feminist therapists have brought
about signiﬁcant theoretical and professional advances in counseling practice. Some of these contributions include power sharing with clients, cultural
critiques of both assessment and treatment approaches, and the validation of
women and their normative experiences. Feminist therapists have also made
important contributions in questioning traditional counseling theories and
models of human development. Most theories place the cause of problems
within individuals rather than with external circumstances and the environment. This has led to holding individuals responsible for their problems and
not giving full recognition to social and political realities that create problems.
A key contribution feminists continue to make is reminding all of us that the
proper focus of therapy includes addressing oppressive factors in society rather
than expecting individuals to merely adapt to expected role behaviors. This focus on social change has expanded the role of therapists to work toward social
justice and to advocate for clients. For a discussion of adaptations to traditional
approaches to counseling women, see Enns (2003).
Major contributions of the feminist movement are in the areas of ethics in
psychology and counseling practice (Brabeck, 2000) and ethical decision making in therapy (Rave & Larsen, 1995). The uniﬁed feminist voice called attention
to the extent and implications of child abuse, incest, rape, sexual harassment,
and domestic violence. Feminists pointed out the consequences of failing to
recognize and take action when children and women were victims of physical,
sexual, and psychological abuse. Feminist therapists work with male clients
who are abusive, and increasing numbers of groups composed of male batterers are led or co-led by feminist therapists.
Feminist therapists demanded action in cases of sexual misconduct at a
time when male therapists misused the trust placed in them by their female
clients. Not too long ago the codes of ethics of all the major professional organizations were silent on the matter of therapist and client sexual liaisons. Now,
virtually all of the professional codes of ethics prohibit sexual intimacies with
current clients and with former clients for a speciﬁed time period. Furthermore, many of the professions agree that a sexual relationship cannot later be
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converted into a therapeutic relationship. Largely due to the efforts and input
of women on ethics committees, the existing codes are explicit with respect to
sexual harassment and sexual relationships with clients, students, and supervisees (Herlihy & Corey, 2006b).
Feminist therapy principles have been applied to supervision, teaching,
consultation, ethics, research, and theory building as well as to the practice
of psychotherapy. Building community, providing authentic mutual empathic
relationships, creating a sense of social awareness, and the emphasis on social
change are all signiﬁcant strengths of this approach.
The principles and techniques of feminist therapy can be incorporated in
many other contemporary therapy models and vice versa (Enns, 2003). Both
feminist and Adlerian therapists view the therapeutic relationship as egalitarian. Both feminist and person-centered therapists agree on the importance of
therapist authenticity, modeling, and self-disclosure; empowerment is the basic
goal of both orientations. When it comes to making choices about one’s destiny,
existential and feminist therapists are speaking the same language—both emphasize choosing for oneself instead of living a life determined by societal dictates.
Although feminist therapists have been critical of psychoanalysis as a sexist orientation, a number of feminist therapists believe psychoanalysis can be
an appropriate approach to helping women. Object-relations theory may help
clients examine internalized object representations that are based on their relationships with their parents. Therapy might include an examination of unconscious learning about women’s roles through the mother–daughter relationship to provide insights into why gender roles are so deeply ingrained and
difﬁcult to change.
Gestalt therapy and feminist therapy share the goal of increasing the client’s awareness of personal power. Gestalt therapy is also useful for increasing
a woman’s sense of self as a powerful person (Enns, 2003). In many ways the
dialogic, relational, and collaborative model of Gestalt therapy ﬁts well with
the philosophy of a feminist perspective (Enns, 1987, 2004).
Cognitive behavioral therapies and feminist therapy are compatible in that
they view the therapeutic relationship as a collaboration and the client as being in charge of setting goals and selecting strategies for change. They both are
committed to demystifying therapy, and both aim to help clients take charge of
their own lives. Both the cognitive behavior therapist and the feminist therapist
assume a range of information-giving and teaching functions so clients can
become active partners in the therapy process. A feminist therapist could employ action-oriented strategies such as assertiveness training and behavioral
rehearsal, and suggest homework assignments for clients to practice in their
everyday lives. Three useful sources for further discussion of feminist cognitive behavior therapy are Worell and Remer (2003), Fodor (1988), and Kantrowitz
and Ballou (1992).

Limitations and Criticisms of Feminist Therapy
Feminist therapists do not take a neutral stance; they believe therapy is a valueoriented process. They emphasize the importance of counselors clarifying their
personal and professional values and being aware of the potential impact of
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these values on clients. However, there is a danger that therapists may unduly
inﬂuence clients, especially those who lack a strong sense of their own values.
Feminist therapists must remain aware of their own values and explicitly share
these values with clients in an appropriate, timely, and respectful manner to
reduce the risk of value imposition.
Feminist therapists challenge clients’ unexamined choices, but they must
honor clients’ choices as long as those choices are indeed informed. Once clients understand the impact of gender and cultural factors on their choices, the
therapist must guard against providing speciﬁc directions for client growth.
Feminist therapists are committed to helping clients weigh the costs and beneﬁts of their current life choices but should not push clients too quickly toward
changes they feel are beyond their reach. Lenore Walker (1994) raised this issue
with regard to working with abused women. Although Walker focuses on the
importance of asking questions that challenge women to think through their
situations in new ways and of helping women develop “safety plans,” she emphasizes how critical it is to understand those factors in a woman’s life that
often pose difﬁculties for her in making changes.
Looking at contextual or environmental factors that contribute to a woman’s problems and moving away from exploring the intrapsychic domain can
be both a strength and a limitation. Instead of being blamed for her depression, the client is able to come to an understanding of external realities that
are indeed oppressive. However, viewing the source of a client’s problem as
being in the environment could contribute to the client not taking personal
responsibility to act in the face of an unfair world. A client can make some
internal changes even in those circumstances where external realities may
largely be contributing to her problems. Therapists must balance an exploration of the outer and inner worlds of the client if the client is to ﬁ nd a way to
take action in her own life.
Because feminist therapists do not assume a neutral stance, they need to
identify any sources of bias and work toward restructuring or eliminating biased aspects in any theories or techniques they employ. This is indeed a challenging endeavor, and it should be considered an ongoing process.

Where to Go From Here
The CD-ROM for Integrative Counseling is especially useful as a demonstration of
interventions I make with Ruth that illustrate some principles and procedures
of feminist therapy. For example, in Session 1 (“Beginning of Counseling”), I
ask Ruth about her expectations and initiate the informed consent process. I
attempt to engage Ruth as a collaborative partner in the therapeutic venture,
and I teach her how counseling works. Clearly, Ruth is the expert on her own
life and my job is to assist her in attaining the goals we collaboratively identify
as a focus of therapy. In Session 4 (“Understanding and Dealing With Diversity”),
Ruth brings up gender differences, and she also mentions our differences in
religion, education, culture, and socialization. Ruth and I explore the degree to
which she feels comfortable with me and trusts me.
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The Jean Baker Miller Training Institute offers workshops, courses, professional training, publications, and ongoing projects that explore applications of
the relational-cultural approach and integrate research, psychological theory,
and social action. This relational-cultural model is based on the assumption
that growth-fostering relationships and disconnections are constructed within
speciﬁc cultural contexts.
Jean Baker Miller Training Institute
Stone Center, Wellesley College
106 Central Street
Wellesley, MA 02481
Telephone: (781) 283-3800
Fax: (781) 283-3646
Website: www.wellesley.edu/JBMTI/
The Stone Center Work in Progress Series includes more than 100 papers and
books describing various applications of the relational-cultural model.
Stone Center / JBMTI Publications
The Wellesley Centers for Women
Wellesley College
106 Central Street
Wellesley, MA 02481
Telephone: (781) 283-2510
Fax: (781) 283-2504
Website: www.wcwonline.org/joomla
The American Psychological Association has two divisions devoted to special
interests in women’s issues: Division 17 (Counseling Psychology’s Section on
Women) and Division 35 (Psychology of Women).
American Psychological Association
750 First Street, N.E.
Washington, DC 20002-4242
Telephone: (202) 336-5500 or (800) 374-2721
Fax: (202) 336-5568
Association Website: www.apa.org
Division 17 Website: www.div17.org
Division 35 Website: www.apa.org/divisons/div35
The Association for Women in Psychology (AWP) sponsors an annual conference dealing with feminist contributions to the understanding of life experiences of women. AWP is a scientiﬁc and educational feminist organization devoted to reevaluating and reformulating the role that psychology and mental
health research generally play in women’s lives.
Association for Women in Psychology
Website: www.awpsych.org
The Psychology of Women Resource List, or POWR online, is co-sponsored by
APA Division 35, Society for the Psychology of Women, and the Association for
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Women in Psychology. This public electronic network facilitates discussion of
current topics, research, teaching strategies, and practice issues among people
interested in the discipline of psychology of women. Most people with computer access to Bitnet or the Internet can subscribe to POWR-L at no cost. To
subscribe, send the command below via e-mail to:
LISTSERV@URIACC (Binet) or LISTSERV@URIACC.URI.EDU
Subscribe POWR-L Your name (Use ﬁ rst and last name)
The University of Kentucky offers a minor specialty area in counseling women
and feminist therapy within the Counseling Psychology graduate programs.
For information, contact:
Dr. Pam Remer
University of Kentucky
Department of Educational and Counseling Psychology
251-C Dickey Hall
Lexington, KY 40506-0017
Telephone: (859) 257-4158
E-mail: Premer@uky.edu
Website: www.uky.edu/Education/edphead.html
Texas Women’s University offers a training program with emphasis in women’s
issues, gender issues, and family psychology. For information, contact:
Dr. Roberta Nutt
Texas Women’s University
Counseling Psychology Program
P. O. Box 425470
Denton, Texas 76204-5470
Telephone: (940) 898-2313
E-mail: rnutt@mail.twu.edu
Website: www.twu.edu/as/psyphil/Counseling_Home.htm

R ECOMMENDED S UPPLEMEN TA RY R E A DINGS
Feminist Perspectives in Therapy: Empowering
Diverse Women (Worell & Remer, 2003) is
an outstanding text that clearly outlines
the foundations of empowerment feminist therapy. The book covers a range of
topics such as integrating feminist and
multicultural perspectives on therapy,
changing roles for women, feminist views
of counseling practice, feminist trans-

formation of counseling theories, and
a feminist approach to assessment and
diagnosis. There are also excellent chapters dealing with depression, surviving
sexual assault, confronting abuse, choosing a career path, and lesbian and ethnic
minority women.
Feminist Theories and Feminist Psychotherapies:
Origins, Themes, and Diversity (Enns, 2004)
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describes the wide range of feminist theories that inform and inﬂuence feminist
practice. The book includes short selfassessment questionnaires designed to
help readers clarify their feminist theoretical perspective.
The Healing Connection: How Women Form Relationships in Therapy and Life (Miller &
Stiver, 1997) describes how connections
are formed between people and how this
leads to strong, healthy individuals. The
authors also deal with disconnections between people that lead to anxiety, isolation, and depression.
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Women’s Growth in Diversity: More Writings
From the Stone Center (Jordan, 1997) builds
on the foundations laid by Women’s
Growth in Connection. This work offers insights on issues such as sexuality, shame,
anger, depression, power relations between women, and women’s experiences
in therapy.
Subversive Dialogues: Theory in Feminist Therapy (Brown, 1994) is a signiﬁcant work
that brings feminist theory and therapy
together. The author illustrates the application of feminist principles using case
examples.
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Some Contemporary Founders of Postmodern Therapies
The postmodern approaches do not have a single

brief therapy and two co-founders of narrative therapy

founder. Rather, it has been a collective effort by many.

who have had a major impact on the development of

I have highlighted two co-founders of solution-focused

these therapeutic approaches.

INSOO KIM BERG was a co-developer of the solution-focused approach. Until her death
in 2007, she was the director of the Brief Family Therapy Center in Milwaukee, Wisconsin. As
a leader in the practice of solution-focused brief therapy (SFBT), she provided workshops in
the United States, Japan, South Korea, Australia, Denmark, England, and Germany. Among
her writings are Family Based Services: A Solution-Focused Approach (1994), Working With the
Problem Drinker: A Solution-Focused Approach (Berg & Miller, 1992), and Interviewing for Solutions
(De Jong & Berg, 2008).

STEVE DE SHAZER was one of the pioneers of solution-focused brief therapy. For many
years he was the director of research at the Brief Family Therapy Center in Milwaukee, where
solution-focused brief therapy was developed. He wrote several books on SFBT, including
Keys to Solutions in Brief Therapy (1985), Clues: Investigating Solutions in Brief Therapy (1988), Putting Difference to Work (1991), Words Were Originally Magic (1994), and More Than Miracles: The
State of the Art of Solution-Focused Brief Therapy (2007). He has presented workshops, trained,
and consulted widely in North America, Europe, Australia, and Asia. He died in September
2005 while on a teaching tour in Europe.

MICHAEL WHITE is the co-founder, with David Epston, of the narrative therapy movement. He is at the Dulwich Centre in Adelaide, Australia, and his work with families and
communities has attracted widespread international interest. Among his many books are
Narrative Means to Therapeutic Ends (White & Epston, 1990), Reauthoring Lives: Interviews and
Essays (1995), and Narrative of Therapists’ Lives (1997).

DAVID EPSTON is one of the co-developers of narrative therapy. He is co-director of the
Family Therapy Centre in Auckland, New Zealand. He is an international traveler, presenting lectures and workshops in Australia, Europe, and North America. He is a co-author of
Narrative Means to Therapeutic Ends (White & Epston, 1990) and Playful Approaches to Serious
Problems: Narrative Therapy With Children and Their Families (Freeman, Epston, & Lobovits,
1997).
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Introduction to Social Constructionism
Each of the models of counseling and psychotherapy we have studied so far has
its own version of “reality.” The simultaneous existence of multiple and often
conﬂicting “truths” has led to increasing skepticism in the possibility that a
singular, universal theory will one day explain human beings and the systems
in which they live. We have entered a postmodern world in which truth and
reality are often understood as points of view bounded by history and context
rather than as objective, immutable facts.
Modernists believe in objective reality that can be observed and systematically known through the scientiﬁc method. They further believe reality exists
independent of any attempt to observe it. Modernists believe people seek therapy for a problem when they have deviated too far from some objective norm.
For example, clients are depressed when the range of their mood is below a
level we would consider normal, everyday sadness—or when that sadness lasts
longer than is useful. Clients then label their sadness as abnormal and seek
help to return to “normal” behavior.
Postmodernists, in contrast, believe that realities do not exist independent of observational processes. Social constructionism is a therapeutic perspective within a postmodern worldview; it stresses the client’s reality without disputing whether it is accurate or rational (Gergen, 1991, 1999; Weishaar,
1993). To social constructionists, reality is based on the use of language and
is largely a function of the situations in which people live. Realities are socially constructed. A problem exists when people agree there is a problem
that needs to be addressed: A person is depressed when he or she adopts a
deﬁ nition of self as depressed. Once a deﬁnition of self is adopted, it is hard
to recognize behaviors counter to that deﬁnition; for example, it is hard for
someone who is suffering from depression to acknowledge the value of a periodic good mood in his or her life.
In postmodern thinking, language and the use of language in stories create meaning. There may be as many meanings as there are people to tell the
stories, and each of these stories is true for the person telling it. Further, every
person involved in a situation has a perspective on the “reality” of that situation. When Kenneth Gergen (1985, 1991, 1999) and others began to emphasize
the ways in which people make meaning in social relationships, the ﬁeld of
social constructionism was born. Berger and Luckman (1967) are reputed to be
the ﬁrst to use the term social constructionism, and it signaled a shift in emphasis
in individual and family systems psychotherapy.
In social constructionism the therapist disavows the role of expert, preferring a
more collaborative or consultative stance. Clients are viewed as experts about their
own lives. De Jong and Berg (2008) put this notion about the therapist’s task well:
We do not view ourselves as expert at scientiﬁcally assessing client problems
and then intervening. Instead, we strive to be expert at exploring clients’
frames of reference and identifying those perceptions that clients can use to
create more satisfying lives. (p. 19)

The collaborative partnership in the therapeutic process is considered more
important than assessment or technique. Narratives and language processes
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(linguistics) are the focus for both understanding individuals and helping them
construct desired change.
Social constructionist theory is grounded on four key assumptions (Burr, 1995),
which form the basis of the difference between postmodernism and traditional
psychological perspectives. First, social constructionist theory invites a critical
stance toward taken-for-granted knowledge. Social constructionists challenge conventional knowledge that has historically guided our understanding of the world,
and they caution us to be suspicious of assumptions of how the world appears to
be. Second, social constructionists believe the language and concepts we use to
generally understand the world are historically and culturally speciﬁc. Knowledge
is time- and culture-bound, and our ways of understanding are not necessarily
better than other ways. Third, social constructionists assert that knowledge is constructed through social processes. What we consider to be “truth” is a product of
daily interactions between people in daily life. Thus, there is not a single or “right”
way to live one’s life. Fourth, negotiated understandings (social constructions) are
considered to be practices that affect social life rather than being abstractions from
it. Therefore, knowledge and social action go together.

Historical Glimpse of Social Constructionism
A mere hundred years ago, Freud, Adler, and Jung were part of a major paradigm shift that transformed psychology as well as philosophy, science, medicine,
and even the arts. In the 21st century, postmodern constructions of alternative
knowledge sources seem to be one of the paradigm shifts most likely to affect the
ﬁeld of psychotherapy. Postmodern thought is having an impact on the development of many psychotherapy theories and is inﬂuencing contemporary psychotherapeutic practice. The creation of the self, which so dominated the modernist
search for human essence and truth, is being replaced with the concept of socially
storied lives. Diversity, multiple frameworks, and integration—collaboration of
the knower with the known—are all part of this new social movement to enlarge
perspectives and options. For some social constructionists, the process of “knowing” includes a distrust of the dominant culture positions that permeate families
and society today (White & Epston, 1990). Change begins by deconstructing the
power of cultural narratives and then proceeds to the co-construction of a new
life of meaning. For an example of this method, see how Dr. Jennifer Andrews
counsels Ruth from a social constructivist perspective (Corey, 2009, chap. 11).
There are a number of postmodern perspectives on therapy practice; among
the best known are the collaborative language systems approach (Anderson &
Goolishian, 1992), solution-focused brief therapy (de Shazer, 1985, 1988, 1991,
1994), solution-oriented therapy (Bertolino & O’Hanlon, 2002; O’Hanlon &
Weiner-Davis, 2003), and narrative therapy (White & Epston, 1990). The next
section examines the collaborative language systems approach, but the heart
of this chapter addresses two of the most signiﬁcant postmodern approaches:
solution-focused brief therapy and narrative therapy.

The Collaborative Language Systems Approach
A relatively unstructured social constructionist dialogue has been suggested
by Harlene Anderson and the late Harold Goolishian (1992) of the Houston
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Galveston Institute. Rejecting the more therapist-controlled and theory-based
interventions of other North American therapeutic approaches, Anderson and
Goolishian developed a therapy of caring and being with the client. Their stance
is similar to the person-centered way of being that originated with Carl Rogers,
but without the theory of self-actualization. Informed by and contributing to the
ﬁeld of social constructionism, they came to believe human life is constructed
in personal and family narratives that maintain both process and meaning in
people’s lives. These narratives are constructed in social interaction over time.
The sociocultural systems in which people live are a product of social interaction,
not the other way around. In this sense, therapy is also a system process created
in the therapeutic conversations of the client and the listener-facilitator.
When people seek therapy, they are often “stuck” in a dialogic system that
has a unique language, meaning, and process related to “the problem.” Therapy
is another conversational system that becomes therapeutic through its “problemorganizing, problem-dissolving” nature (Anderson & Goolishian, 1992, p. 27).
It is therapists’ willingness to enter the therapeutic conversation from a “notknowing” position that facilitates this caring relationship with the client. In the
not-knowing position, therapists still retain all of the knowledge and personal, experiential capacities they have gained over years of living, but they allow
themselves to enter the conversation with curiosity and with an intense interest
in discovery. The aim here is to enter a client’s world as fully as possible. Clients
become the experts who are informing and sharing with the therapist the signiﬁcant narratives of their lives. The not-knowing position is empathic and is most
often characterized by questions that “come from an honest, continuous therapeutic posture of not understanding too quickly” (Anderson, 1993, p. 331).
In this approach the questions the therapist asks are always informed by the
answers the client-expert has provided. The therapist enters the session with
some sense from referral or intake of what the client wishes to address. The client’s
answers provide information that stimulates the interest of the therapist, still in a
posture of inquiry, and another question proceeds from each answer given. The
process is similar to the Socratic method without any preconceived idea about
how or in which direction the development of the stories should go. The intent of
the conversation is not to confront or challenge the narrative of the client but to
facilitate the telling and retelling of the story until opportunities for new meaning and new stories develop: “Telling one’s story is a representation of experience; it is constructing history in the present” (Anderson & Goolishian, 1992,
p. 37). By staying with the story, the therapist–client conversation evolves into
a dialogue of new meaning, constructing new narrative possibilities. The notknowing position of the therapist has been infused as a key concept of both the
solution-focused and the narrative therapeutic approaches.

Solution-Focused Brief Therapy
Introduction
Growing out of the strategic therapy orientation at the Mental Research Institute, solution-focused brief therapy (SFBT) shifts the focus from problem
solving to a complete focus on solutions. Steve de Shazer and Insoo Kim Berg
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initiated this shift at the Brief Therapy Center in Milwaukee in the late 1970s.
Having grown dissatisﬁed with the constraints of the strategic model, in
the 1980s de Shazer collaborated with a number of therapists, including Eve
Lipchik, John Walter, Jane Peller, Michelle Weiner-Davis, and Bill O’Hanlon,
who each wrote extensively about solution-focused therapy and started their
own solution-focused training institutes. Both O’Hanlon and Weiner-Davis
were inﬂuenced by de Shazer and Berg’s original work, yet they expanded
upon this foundation and created what they called solution-oriented therapy. In
this chapter when I discuss solution-focused brief therapy, solution-focused therapy,
and solution-oriented therapy, I am focusing on what these approaches have in
common rather than looking at their differences.

Key Concepts
Solution-focused brief therapy (SFBT) differs from traditional therapies by eschewing the past in favor of both the present and the future. Therapists focus
on what is possible, and they have little or no interest in gaining an understanding of the problem. De Shazer (1988, 1991) suggests that it is not necessary to know the cause of a problem to solve it and that there is no necessary
relationship between the causes of problems and their solutions. Gathering information about a problem is not necessary for change to occur. If knowing and
understanding problems are unimportant, so is searching for “right” solutions.
Any person might consider multiple solutions, and what is right for one person
may not be right for others. In solution-focused brief therapy, clients choose the
goals they wish to accomplish, and little attention is given to diagnosis, history
taking, or exploring the problem (Berg & Miller, 1992; De Shazer & Dolan, 2007;
Gingerich & Eisengart, 2000; O’Hanlon & Weiner-Davis, 2003).

POSITIVE ORIENTATION Solution-focused brief therapy is grounded on the
optimistic assumption that people are healthy and competent and have the ability to construct solutions that can enhance their lives. An underlying assumption
of SFBT is that we have the ability to resolve the challenges life bring us, yet at
times we might lose our sense of direction or awareness of our competencies.
Regardless of what shape clients are in when they enter therapy, Berg believes
clients are competent and that the role of the therapist is to help clients recognize the competencies they possess (as cited in West, Bubenzer, Smith, & Hamm,
1997). The essence of therapy involves building on clients’ hope and optimism by
creating positive expectations that change is possible. SFBT is a nonpathological approach that emphasizes competencies rather than deﬁcits, and strengths
rather than weaknesses (Metcalf, 2001). The solution-focused model requires a
philosophical stance of accepting people where they are and assisting them in
creating solutions. O’Hanlon (1994) describes this positive orientation: “grow the
solution–life enhancing part of people’s lives rather than focus on the pathology–problem parts and amazing changes can happen pretty rapidly” (p. 23).
Because clients often come to therapy in a “problem-oriented” state, even the
few solutions they have considered are wrapped in the power of the problem orientation. Clients often have a story that is rooted in a deterministic view that what
has happened in their past will certainly shape their future. Solution-focused
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therapists counter this client presentation with optimistic conversations that
highlight their belief in achievable, usable goals that are just around the corner.
Therapists can be instrumental in assisting clients in making a shift from a
ﬁ xed problem state to a world with new possibilities. The therapist can encourage and challenge clients to write a different story that can lead to a new ending
(O’Hanlon, cited in Bubenzer & West, 1993).

LOOKING FOR WHAT IS WORKING The emphasis of SFBT is to focus on
what is working in clients’ lives, which stands in stark contrast to the traditional models of therapy that tend to be problem-focused. Individuals bring
stories to therapy. Some are used to justify their belief that life can’t be changed
or, worse, that life is moving them further and further away from their goals.
Solution-focused brief therapists assist clients in paying attention to the exceptions to their problem patterns. They promote hope by helping clients discovering exceptions, times when the problem is less intrusive in their life (Metcalf,
2001). SFBT focuses on ﬁnding out what people are doing that is working and
then helps them apply this knowledge to eliminate problems in the shortest
amount of time possible. As O’Hanlon (1999) states: “It encourages people to
move out of analyzing the nature of the problem and how it arose and instead
to begin to ﬁnd solutions and take action to solve it” (p. 11).
There are various ways to assist clients in thinking about what has worked
for them. De Shazer (1991) prefers to engage clients in conversations that lead
to progressive narratives whereby people create situations in which they can
make steady gains toward their goals. De Shazer might say, “Tell me about
times when you felt a little better and when things were going your way.” It is
in these stories of life worth living that the power of problems is deconstructed
and new solutions are manifest and made possible.

BASIC ASSUMPTIONS GUIDING PR ACTICE Walter and Peller (1992, 2000)
think of solution-focused therapy as a model that explains how people change
and how they can reach their goals. Here are some of their basic assumptions
about solution-focused therapy:
• Individuals who come to therapy do have the capability of behaving
effectively, even though this effectiveness may be temporarily blocked
by negative cognitions. Problem-focused thinking prevents people from
recognizing effective ways they have dealt with problems.
• There are advantages to a positive focus on solutions and on the future.
If clients can reorient themselves in the direction of their strengths using
solution-talk, there is a good chance therapy can be brief.
• There are exceptions to every problem. By talking about these exceptions,
clients can get control over what had seemed to be an insurmountable
problem. The climate of these exceptions allows for the possibility of creating solutions. Rapid changes are possible when clients identify exceptions to their problems.
• Clients often present only one side of themselves. Solution-focused therapists invite clients to examine another side of the story they are presenting.
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• Small changes pave the way for larger changes. Oftentimes, small changes
are all that are needed to resolve problems that clients bring to therapy.
• Clients want to change, have the capacity to change, and are doing their
best to make change happen. Therapists should adopt a cooperative stance
with clients rather than devising strategies to control resistive patterns.
When therapists ﬁnd ways to cooperate with people, resistance does not
occur.
• Clients can be trusted in their intention to solve their problems. There are
no “right” solutions to speciﬁc problems that can be applied to all people.
Each individual is unique and so, too, is each solution.
Walter and Peller (2000) have moved away from the term therapy and refer to
what they do as personal consultation. They facilitate conversations around the
preferences and possibilities of their clients to help them create a positive future.
By avoiding the stance of the expert, Walter and Peller believe they can be interested, curious, and encouraging in jointly exploring the desires of their clients.

The Therapeutic Process
Bertolino and O’Hanlon (2002) stress the importance of creating collaborative
therapeutic relationships and see doing so as necessary for successful therapy.
Acknowledging that therapists have expertise in creating a context for change,
they stress that clients are the experts on their own lives and often have a good
sense of what has or has not worked in the past and, as well, what might work in
the future. Solution-focused counseling assumes a collaborative approach with
clients in contrast to the educative stance that is typically associated with most
traditional models of therapy. If clients are involved in the therapeutic process
from beginning to end, the chances are increased that therapy will be successful. In short, collaborative and cooperative relationships tend to be more effective than hierarchical relationships in therapy.
Walter and Peller (1992) describe four steps that characterize the process
of SFBT: (1) Find out what clients want rather than searching for what they do
not want. (2) Do not look for pathology, and do not attempt to reduce clients by
giving them a diagnostic label. Instead, look for what clients are doing that is
already working and encourage them to continue in that direction. (3) If what
clients are doing is not working, encourage them to experiment with doing
something different. (4) Keep therapy brief by approaching each session as if
it were the last and only session. Although these steps seem fairly obvious, the
collaborative process of the client and therapist constructing solutions is not
merely a matter of mastering a few techniques.
De Shazer (1991) believes clients can generally build solutions to their
problems without any assessment of the nature of their problems. Given this
framework, the structure of solution building differs greatly from traditional
approaches to problem solving as can be seen in this brief description of the
steps involved (De Jong & Berg, 2008):
1. Clients are given an opportunity to describe their problems. The therapist
listens respectfully and carefully as clients answer the therapist’s question,
“How can I be useful to you?”
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2. The therapist works with clients in developing well-formed goals as soon as
possible. The question is posed, “What will be different in your life when
your problems are solved?”
3. The therapist asks clients about those times when their problems were not
present or when the problems were less severe. Clients are assisted in exploring these exceptions, with special emphasis on what they did to make
these events happen.
4. At the end of each solution-building conversation, the therapist offers clients summary feedback, provides encouragement, and suggests what clients
might observe or do before the next session to further solve their problem.
5. The therapist and clients evaluate the progress being made in reaching satisfactory solutions by using a ratings scale. Clients are asked what needs to
be done before they see their problem as being solved and also what their
next step will be.

THER APEUTIC GOALS SFBT reﬂects some basic notions about change, about
interaction, and about reaching goals. The solution-focused therapist believes
people have the ability to deﬁne meaningful personal goals and that they have
the resources required to solve their problems. Goals are unique to each client
and are constructed by the client to create a richer future (Prochaska & Norcross,
2007). A lack of clarity regarding client preferences, goals, and desired outcomes can result in a rift between therapist and client. Thus, it is essential that
the initial stages of therapy address what clients want and what concerns they
are willing to explore (Bertolino & O’Hanlon, 2002). From the ﬁ rst contact with
clients, the therapist strives to create a climate that will facilitate change and
encourage clients to think in terms of a range of possibilities.
Solution-focused therapists concentrate on small, realistic, achievable
changes that can lead to additional positive outcomes. Because success tends
to build upon itself, modest goals are viewed as the beginning of change.
Solution-focused practitioners join with the language of their clients, using
similar words, pacing, and tone. Therapists use questions such as these that
presuppose change, posit multiple answers, and remain goal-directed and
future-oriented: “What did you do, and what has changed since last time?” or
“What did you notice that went better?” (Bubenzer & West, 1993).
Walter and Peller (1992) emphasize the importance of assisting clients in
creating well-deﬁ ned goals that are (1) stated positively in the client’s language, (2) are process- or action-oriented, (3) are structured in the here and
now, (4) are attainable, concrete, and speciﬁc, and (5) are controlled by the client.
However, Walter and Peller (2000) caution against too rigidly imposing an
agenda of getting precise goals before clients have a chance to express their
concerns. Clients must feel that their concerns are heard and understood before they can formulate meaningful personal goals. In a therapist’s zeal to be
solution-focused, it is possible to get lost in the mechanics of therapy and not
attend sufﬁciently to the interpersonal aspects.
Solution-oriented therapy offers several forms of goals: changing the viewing
of a situation or a frame of reference, changing the doing of the problematic situation, and tapping client strengths and resources (O’Hanlon & Weiner-Davis, 2003).
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Clients are encouraged to engage in change- or solution-talk, rather than problem-talk, on the assumption that what we talk about most will be what we
produce. Talking about problems can produce ongoing problems. Talk about
change can produce change. As soon as individuals learn to speak in terms of
what they are able to do competently, what resources and strengths they have,
and what they have already done that has worked, they have accomplished the
main aim of therapy (Nichols, 2006, 2007).

THER APIST ’S FUNCTION AND ROLE Clients are much more likely to fully
participate in the therapeutic process if they perceive themselves as determining the direction and purpose of the conversation (Walter & Peller, 1996).
Much of what the therapeutic process is about involves clients’ thinking about
their future and what they want to be different in their lives. Solution-focused
brief therapists adopt a not-knowing position to put clients in the position of
being the experts about their own lives. Therapists do not assume that by virtue
of their expert frame of reference they know the signiﬁcance of the client’s actions and experiences (Anderson & Goolishian, 1992). This model casts the role
and function of a therapist in quite a different light from traditionally oriented
therapists who view themselves as experts in assessment and treatment. According to Guterman (2006), therapists have expertise in the process of change,
but clients are the experts on what they want changed. The therapist’s task is to
point clients in the direction of change without dictating what to change.
Therapists strive to create collaborative relationships because of their belief that doing so opens up a range of possibilities for present and future change
(Bertolino & O’Hanlon, 2002). Therapists create a climate of mutual respect,
dialogue, inquiry, and afﬁrmation in which clients are free to create, explore,
and co-author their evolving stories (Walter & Peller, 1996). The main therapeutic task consists of helping clients imagine how they would like things to
be different and what it will take to bring about these changes (Gingerich &
Eisengart, 2000). Some of the questions that Walter and Peller (2000, p. 43) ﬁ nd
useful are “What do you want from coming here?” “How would that make a
difference to you?” and “What might be some signs to you that the changes you
want are happening?”

THE THER APEUTIC RELATIONSHIP As with any other therapy orientation,
the quality of the relationship between therapist and client is a determining
factor in the outcomes of SFBT. Thus, relationship building or engagement is a
basic step in SFBT. The attitudes of the therapist are crucial to the effectiveness
of the therapeutic process. It is essential to create a sense of trust so clients will
return for further sessions and will follow through on homework suggestions. If
trust is not established, clients are unlikely to follow through with recommendations (De Jong & Berg, 2008). One way of creating an effective therapeutic
partnership is for the therapist to show clients how they can use the strengths
and resources they already have to construct solutions. Clients are encouraged
to do something different and to be creative in thinking about ways to deal with
their present and future concerns.
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De Shazer (1988) has described three kinds of relationships that may develop between therapists and their clients:
1. Customer: the client and therapist jointly identify a problem and a solution
to work toward. The client realizes that to attain his or her goals, personal
effort will be required.
2. Complainant: the client describes a problem but is not able or willing to assume a role in constructing a solution, believing that a solution is dependent on someone else’s actions. In this situation, the client generally expects the therapist to change the other person to whom the client attributes
the problem.
3. Visitor: the client comes to therapy because someone else (a spouse, parent,
teacher, or probation ofﬁcer) thinks the client has a problem. This client
may not agree that he or she has a problem and may be unable to identify
anything to explore in therapy.
De Jong and Berg (2008) recommend using caution so that therapists do
not box clients into static identities. These three roles are only starting points
for conversation. Rather than categorizing clients, therapists can reﬂect on the
kinds of relationships that are developing between their clients and themselves. For example, clients (complainants) who tend to place the cause of their
problems on another person or persons in their lives may be helped by skilled
intervention to begin to see their own role in their problems and the necessity
for taking active steps in creating solutions. A visitor client may be willing to
work with the therapist to create a customer relationship by exploring what
the client needs to do to satisfy the other person or “get them off their back.”
Initially, some clients will feel powerless and overwhelmed by their problems.
Even clients who are unable to articulate a problem may change as the result
of developing an effective therapeutic alliance. How the therapist responds to
different behaviors of clients has a lot to do with bringing about a shift in the
relationship. In short, both complainants and visitors have the capacity for becoming customers.

Application: Therapeutic Techniques and Procedures
ESTABLISHING A COLLABOR ATIVE RELATIONSHIP Solution-focused
therapists may choose from a number of interventions when assisting clients in
discovering solutions and creating a more satisfying life. However, if these procedures are used in a routine way without developing a working alliance, they
will not lead to effective results. It is important that therapists actually believe
that their clients are the true experts on their own lives. All of the techniques
discussed here must be implemented from the foundation of a collaborative
working relationship.

PRETHER APY CHANGE Simply scheduling an appointment often sets
positive change in motion. During the initial therapy session, it is common
for solution-focused therapists to ask, “What have you done since you called for
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the appointment that has made a difference in your problem?” (de Shazer, 1985,
1988). By asking about such changes, the therapist can elicit, evoke, and amplify what clients have already done by way of making positive change. These
changes cannot be attributed to the therapy process itself, so asking about
them tends to encourage clients to rely less on their therapist and more on their
own resources to accomplish their treatment goals (de Shazer & Dolan, 2007;
McKeel, 1996; Weiner-Davis, de Shazer, & Gingerich, 1987).

EXCEPTION QUESTIONS SFBT is based on the notion that there were times
in clients’ lives when the problems they identify were not problematic. These
times are called exceptions and represent news of difference (Bateson, 1972).
Solution-focused therapists ask exception questions to direct clients to times
when the problem did not exist, or when the problem was not as intense. Exceptions are those past experiences in a client’s life when it would be reasonable to
have expected the problem to occur, but somehow it did not (de Shazer, 1985).
By helping clients identify and examine these exceptions, the chances are increased that they will work toward solutions (Guterman, 2006). This exploration reminds clients that problems are not all-powerful and have not existed
forever; it also provides a ﬁeld of opportunity for evoking resources, engaging
strengths, and positing possible solutions. The therapist asks clients what has
to happen for these exceptions to occur more often. In solution-focused vocabulary, this is called change-talk (Andrews & Clark, 1996).

THE MIR ACLE QUESTION Therapy goals are developed by using what de
Shazer (1988) calls the miracle question, which is a main SFBT technique. The
therapists asks, “If a miracle happened and the problem you have was solved
overnight, how would you know it was solved, and what would be different?”
Clients are then encouraged to enact “what would be different” in spite of perceived problems. If a client asserts that she wants to feel more conﬁdent and
secure, the therapist might say: “Let yourself imagine that you leave the ofﬁce
today and that you are on track to acting more conﬁdently and securely. What
will you be doing differently?” This process of considering hypothetical solutions
reﬂects O’Hanlon and Weiner-Davis’s (2003) belief that changing the doing and
viewing of the perceived problem changes the problem.
De Jong and Berg (2008) identify several reasons the miracle question is a
useful technique. Asking clients to consider that a miracle takes place opens up
a range of future possibilities. Clients are encouraged to allow themselves to
dream as a way of identifying the kinds of changes they most want to see. This
question has a future focus in that clients can begin to consider a different kind
of life that is not dominated by a particular problem. This intervention shifts
the emphasis from both past and current problems toward a more satisfying
life in the future.

SCALING QUESTIONS Solution-focused therapists also use scaling questions
when change in human experiences are not easily observed, such as feelings,
moods, or communication (de Shazer & Berg, 1988). For example, a woman reporting feelings of panic or anxiety might be asked: “On a scale of zero to 10,
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with zero being how you felt when you ﬁ rst came to therapy and 10 being how
you feel the day after your miracle occurs and your problem is gone, how would
you rate your anxiety right now?” Even if the client has only moved away from
zero to one, she has improved. How did she do that? What does she need to do
to move another number up the scale? Scaling questions enable clients to pay
closer attention to what they are doing and how they can take steps that will
lead to the changes they desire.

FORMULA FIRST SESSION TASK The formula ﬁrst session task (FFST) is
a form of homework a therapist might give clients to complete between their
ﬁrst and second sessions. The therapist might say: “Between now and the next
time we meet, I would like you to observe, so that you can describe to me next
time, what happens in your (family, life, marriage, relationship) that you want
to continue to have happen” (de Shazer, 1985, p. 137). At the second session,
clients can be asked what they observed and what they would like to have happen in the future. This kind of assignment offers clients hope that change is
inevitable. It is not a matter of if change will occur, but when it will happen. According to de Shazer, this intervention tends to increase clients’ optimism and
hope about their situation. Clients generally cooperate with the FFST and report
change or improvements since their ﬁrst session (McKeel, 1996; Walter & Peller,
2000). Bertolino and O’Hanlon (2002) suggest that the FFST intervention be
used after clients have had a chance to express their present concerns, views,
and stories. It is important that clients feel understood before they are directed
to make changes.

THER APIST FEEDBACK TO CLIENTS Solution-focused practitioners generally take a break of 5 to 10 minutes toward the end of each session to
compose a summary message for clients. During this break therapists formulate feedback that will be given to clients after the break. De Jong and
Berg (2008) describe three basic parts to the structure of the summary feedback: compliments, a bridge, and suggesting a task. Compliments are genuine afﬁ rmations of what clients are already doing that is leading toward
effective solutions. It is important that complimenting is not done in a routine or mechanical way, but in an encouraging manner that creates hope
and conveys the expectation to clients that they can achieve their goals by
drawing on their strengths and successes. Second, a bridge links the initial
compliments to the suggested tasks that will be given. The bridge provides
the rationale for the suggestions. The third aspect of feedback consists of suggesting tasks to clients, which can be considered as homework. Observational
tasks ask clients to simply pay attention to some aspect of their lives. This
self-monitoring process helps clients note the differences when things are
better, especially what was different about the way they thought, felt, or
behaved. Behavioral tasks require that clients actually do something the
therapist believes would be useful to them in constructing solutions. De
Jong and Berg (2008) stress that a therapist’s feedback to clients addresses
what they need to do more of and do differently in order to increase the
chances of obtaining their goals.
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TERMINATING From the very ﬁrst solution-focused interview, the therapist
is mindful of working toward termination. Once clients are able to construct a
satisfactory solution, the therapeutic relationship can be terminated. The initial
goal-formation question that a therapist often asks is, “What needs to be different in your life as a result of coming here for you to say that meeting with me
was worthwhile?” Another question to get clients thinking is, “When the problem is solved, what will you be doing differently?” Through the use of scaling
questions, therapists can assist clients in monitoring their progress so clients
can determine when they no longer need to come to therapy (De Jong & Berg,
2008). Prior to ending therapy, therapists assist clients in identifying things
they can do to continue the changes they have already made into the future
(Bertolino & O’Hanlon, 2002). Clients can also be helped to identify hurdles or
perceived barriers that could get in the way of maintaining the changes they
have made.
Guterman (2006) maintains that the ultimate goal of solution-focused counseling is to end treatment. He adds: “If counselors are not proactive in making
their treatment brief by design, then in many cases counseling will be brief by
default” (p. 67). Because this model of therapy is brief, present-centered, and
addresses speciﬁc complaints, it is very possible that clients will experience
other developmental concerns at a later time. Clients can ask for additional sessions whenever they feel a need to get their life back on track or to update their
story. Dr. David Clark illustrates assessment and treatment from a solutionfocused brief therapy approach in the case of Ruth in Case Approach to Counseling
and Psychotherapy (Corey, 2009, chap. 11).

APPLICATION TO GROUP COUNSELING The solution-focused group practitioner believes that people are competent, and that given a climate where they
can experience their competency, they are able to solve their own problems,
enabling them to live a richer life. From the beginning, the group facilitator
sets a tone of focusing on solutions (Metcalf, 1998) in which group members
are given an opportunity to describe their problems brieﬂy. A facilitator might
begin a new group by requesting, “I would like each of you to introduce yourself. As you do, give us a brief idea as to why you are here and tell us what you
would like for us to know about you.” Facilitators help members to keep the
problem external in conversations, which tends to be a relief because it gives
members an opportunity to see themselves as less problem-saturated. It is the
facilitator’s role to create opportunities for the members to view themselves
as being resourceful. Because SFBT is designed to be brief, the leader has the
task of keeping group members on a solution track rather than a problem track,
which helps members to move in a positive direction.
The group leader works with members in developing well-formed goals as
soon as possible. Leaders concentrate on small, realistic, achievable changes
that may lead to additional positive outcomes. Because success tends to build
upon itself, modest goals are viewed as the beginning of change. Questions
used to assist members in formulating clear goals might include “What will be
different in your life when your problems are solved?” and “What will be going
on in the future that will tell you and the rest of us in the group that things are
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better for you?” Sometimes members talk about what others will be doing or
not doing and forget to pay attention to their own goals or behavior. At times
such as this they can be asked, “And what about yourself? What will you be doing
differently in that picture?”
The facilitator asks members about times when their problems were not present or when the problems were less severe. The members are assisted in exploring these exceptions, and special emphasis is placed on what they did to make
these events happen. The participants engage in identifying exceptions with each
other. This improves the group process and promotes a solution focus, which
can become quite powerful. Exceptions are real events that take place outside
of the problem context. In individual counseling, only the therapist and the client
are observers of competency. However, an advantage of group counseling is that
the audience widens and more input is possible (Metcalf, 1998).
The art of questioning is a main intervention used in solution-focused groups.
Questions are asked from a position of respect, genuine curiosity, sincere interest, and openness. Group leaders use questions such as these that presuppose
change and remain goal-directed and future-oriented: “What did you do and
what has changed since last time?” or “What did you notice that went better?”
Other group members are encouraged to respond along with the group leader
to promote group interaction. Facilitators may pose questions like these: “Someday, when the problems that brought you to this group are less problematic to
you, what will you be doing?” “As each of you listened to others today, is there
someone in our group who could be a source of encouragement for you to do
something different?” The leader is attempting to help the members identify exceptions and begin to recognize personal resiliency and competency. Creating a
group context in which the members are able to learn more about their personal
abilities is key to members learning to solve their own concerns.
Solution-focused brief group counseling holds a good deal of promise for
counselors who want a practical and time-effective approach in school settings (Sklare, 2005). Rather than being a cookbook of techniques for removing students’ problems, this approach offers school counselors a collaborative
framework aimed at achieving small, concrete changes that enable students to
discover a more productive direction. This model has much to offer to school
counselors who are responsible for serving large caseloads of students in a K–12
school system. For a more detailed treatment of how SFBT can be applied to
group work in the schools, see Sklare (2005). He gives special attention to the
process of goal setting and provides many concrete examples of how counselors
can assists students in identifying well-established goals. For a more detailed
discussion of SFBT in groups, see Corey (2008, chap. 16).

Narrative Therapy
Introduction
Of all the social constructionists, Michael White and David Epston (1990) are best
known for their use of narrative in therapy. According to White (1992), individuals construct the meaning of life in interpretive stories, which are then treated as
“truth.” Because of the power of dominant culture narratives, individuals tend
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to internalize the messages from these dominant discourses, which often work
against the life opportunity of the individual.
Adopting a postmodern, narrative, social constructionist view sheds light
on how power, knowledge, and “truth” are negotiated in families and other
social and cultural contexts (Freedman & Combs, 1996). Therapy is, in part, a
reestablishment of personal agency from the oppression of external problems
and the dominant stories of larger systems.

Key Concepts
The key concepts and therapeutic process sections are adapted from several
different works, but primarily from these sources: Winslade and Monk (2007),
Monk (1997), Winslade, Crocket, and Monk (1997), McKenzie and Monk (1997),
and Freedman and Combs (1996).

FOCUS OF NARR ATIVE THER APY Narrative therapy involves adopting a
shift in focus from most traditional theories. Therapists are encouraged to establish a collaborative approach with a special interest in listening respectfully
to clients’ stories; to search for times in clients’ lives when they were resourceful; to use questions as a way to engage clients and facilitate their exploration;
to avoid diagnosing and labeling clients or accepting a totalizing description
based on a problem; to assist clients in mapping the inﬂuence a problem has
had on their lives; and to assist clients in separating themselves from the dominant stories they have internalized so that space can be opened for the creation
of alternative life stories (Freedman & Combs, 1996).
THE ROLE OF STORIES We live our lives by stories we tell about ourselves
and that others tell about us. These stories actually shape reality in that they
construct and constitute what we see, feel, and do. The stories we live by grow
out of conversations in a social and cultural context. Therapy clients do not assume the role of pathologized victims who are leading hopeless and pathetic
lives; rather, they emerge as courageous victors who have vivid stories to recount. The stories not only change the person telling the story, but also change
the therapist who is privileged to be a part of this unfolding process (Monk,
1997).

LISTENING WITH AN OPEN MIND All social constructionist theories place
an emphasis on listening to clients without judgment or blame, afﬁrming and
valuing them. Lindsley (1994) emphasizes that therapists can encourage their
clients to reconsider absolutist judgments by moving toward seeing both “good”
and “bad” elements in situations. Narrative therapists make efforts to enable
clients to modify painful beliefs, values, and interpretations without imposing
their value systems and interpretations. They want to create meaning and new
possibilities from the stories clients share rather than out of a preconceived and
ultimately imposed theory of importance and value.
Although narrative therapists bring to the therapy venture certain attitudes such as optimism, respectful curiosity and persistence, and a valuing for
the client’s knowledge, they are able to listen to the problem-saturated story
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of the client without getting stuck. As narrative therapists listen to the client’s story, they stay alert for details that give evidence of the client’s competence in taking stands against oppressive problems. Winslade and Monk
(2007) maintain that the therapist believes that clients have abilities, talents,
positive intentions, and life experiences that can be the catalysts for new
possibilities for action. The counselor needs to demonstrate faith that these
strengths and competencies can be identiﬁed, even when the client is having
difﬁculty seeing them.
During the narrative conversation, attention is given to avoiding totalizing
language, which reduces the complexity of the individual by assigning an allembracing, single description to the essence of the person. Therapists begin to
separate the person from the problem in their mind as they listen and respond
(Winslade & Monk, 2007).
The narrative perspective focuses on the capacity of humans for creative
and imaginative thought. Narrative practitioners do not assume that they know
more about the lives of clients than they do. Clients are the primary interpreters of their own experiences. People are viewed as active agents who are able to
derive meaning out of their experiential world. Thus the process of change can
be facilitated, but not directed, by the therapist.

The Therapeutic Process
This brief overview of the steps in the narrative therapeutic process illustrates
the structure of the narrative approach (O’Hanlon, 1994, pp. 25–26):
• Collaborate with the client to come up with a mutually acceptable name
for the problem.
• Personify the problem and attribute oppressive intentions and tactics to it.
• Investigate how the problem has been disrupting, dominating, or discouraging to the client.
• Invite the client to see his or her story from a different perspective by offering alternative meanings for events.
• Discover moments when the client wasn’t dominated or discouraged by
the problem by searching for exceptions to the problem.
• Find historical evidence to bolster a new view of the client as competent
enough to have stood up to, defeated, or escaped from the dominance or
oppression of the problem. (At this phase the person’s identity and life
story begin to get rewritten.)
• Ask the client to speculate about what kind of future could be expected
from the strong, competent person that is emerging. As the client becomes
free of problem-saturated stories of the past, he or she can envision and
plan for a less problematic future.
• Find or create an audience for perceiving and supporting the new story.
It is not enough to recite a new story. The client needs to live the new
story outside of therapy. Because the person’s problem initially developed in a social context, it is essential to involve the social environment
in supporting the new life story that has emerged in the conversations
with the therapist.
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Winslade and Monk (2007) stress that narrative conversations do not follow the linear progression described here; it is better to think of these steps in
terms of cyclical progression containing the following elements:
• Move problem stories toward externalized descriptions of problems
• Map the effects of a problem on the individual
• Listen to signs of strength and competence in an individual’s problemsaturated stories
• Build a new story of competence and document these achievements

THER APY GOALS A general goal of narrative therapy is to invite people to
describe their experience in new and fresh language. In doing this, they open
up new vistas of what is possible. This new language enables clients to develop
new meanings for problematic thoughts, feelings, and behaviors (Freedman &
Combs, 1996). Narrative therapy almost always includes an awareness of the
impact of various aspects of dominant culture on human life. Narrative practitioners seek to enlarge the perspective and focus and facilitate the discovery or
creation of new options that are unique to the people they see.
THER APIST ’S FUNCTION AND ROLE Narrative therapists are active facilitators. The concepts of care, interest, respectful curiosity, openness, empathy, contact, and even fascination are seen as a relational necessity. The
not-knowing position, which allows therapists to follow, afﬁrm, and be guided
by the stories of their clients, creates participant-observer and process-facilitator
roles for the therapist and integrates therapy with a postmodern view of human
inquiry.
A main task of the therapist is to help clients construct a preferred story
line. The narrative therapist adopts a stance characterized by respectful curiosity and works with clients to explore both the impact of the problem on
them and what they are doing to reduce the effects of the problem (Winslade &
Monk, 2007). One of the main functions of the therapist is to ask questions of
clients and, based on the answers, to generate further questions.
White and Epston (1990) start with an exploration of the client in relation
to the presenting problem. It is not uncommon for clients to present initial stories in which they and the problem are fused, as if one and the same. White
uses questions aimed at separating the problem from the people affected by
the problem. This shift in language begins the deconstruction of the original
narrative in which the person and the problem were fused; now the problem is
objectiﬁed as external to the client.
Like the solution-focused therapist, the narrative therapist assumes the client is the expert when it comes to what he or she wants in life. The narrative
therapist tends to avoid using language that embodies diagnosis, assessment,
treatment, and intervention. Functions such as diagnosis and assessment often
grant priority to the practitioner’s “truth” over clients’ knowledge about their
own lives. The narrative approach gives emphasis to understanding clients’
lived experiences and de-emphasizes efforts to predict, interpret, and pathologize. Narrative practitioners are careful not to ascribe the major role of taking
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initiative in another person’s life or usurping the agency (power) of the client in
bringing about change (Winslade et al., 1997).
When it comes to the effective practice of narrative therapy, there are no
set formulas or recipes to follow (Freedman & Combs, 1996; Monk, Winslade,
Crocket, & Epston, 1997; Winslade & Monk, 2007). Monk (1997) emphasizes that
narrative therapy will vary with each client because each person is unique. For
Monk, narrative conversations are based on a way of being, and if narrative counseling “is seen as a formula or used as a recipe, clients will have the experience of
having things done to them and feel left out of the conversation” (p. 24).

THE THER APEUTIC RELATIONSHIP Narrative therapists place great importance on the qualities a therapist brings to the therapy venture. Some of these
attitudes include optimism and respect, curiosity and persistence, valuing the
client’s knowledge, and creating a special kind of relationship characterized by
a real power-sharing dialogue (Winslade & Monk, 2007). Collaboration, compassion, reﬂection, and discovery characterize the therapeutic relationship. If
this relationship is to be truly collaborative, the therapist needs to be aware of
how power manifests itself in his or her professional practice. This does not
mean that the therapist does not have authority as a professional. He or she
uses this authority, however, by treating clients as experts in their own lives.
Winslade, Crocket, and Monk (1997) describe this collaboration as coauthoring or sharing authority. Clients function as authors when they have the
authority to speak on their own behalf. In the narrative approach, the therapist-as-expert is replaced by the client-as-expert. This notion challenges the
stance of the therapist as being an all-wise and all-knowing expert. Winslade
and Monk (2007) state: “The integrity of the counseling relationship is thus
maintained while the client is honored as the senior author in the construction
of an alternative narrative” (pp. 57–58).
Clients are often stuck in a pattern of living a problem-saturated story
that does not work. The therapist enters this dialogue and asks questions in
an effort to elicit the perspectives, resources, and unique experiences of clients.
The past is history, but it sometimes provides a foundation for understanding
and discovering differences or unique outcomes that will make a difference. It
is the present and the future, however, in which life will be lived. The narrative
therapist supplies the optimism and sometimes a process, but the client generates what is possible and contributes the movement that actualizes it.

Application: Therapeutic Techniques and Procedures
The effective application of narrative therapy is more dependent on therapists’
attitudes or perspectives than on techniques. In the practice of narrative therapy, there is no recipe, no set agenda, and no formula that the therapist can
follow to assure positive results (Drewery & Winslade, 1997). When externalizing questions are approached mainly as a technique, the intervention will
be shallow, forced, and unlikely to produce signiﬁcant therapeutic effects
(Freedman & Combs, 1996; O’Hanlon, 1994). If counseling is done using a formula approach, clients are likely to feel that things are being done to them and
feel left out of the conversation (Monk, 1997).
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Narrative therapists are in agreement with Carl Rogers on the notion of
the therapist’s way of being as opposed to being technique driven. A narrative
approach to counseling is more than the application of skills; it is based on the
therapist’s personal characteristics that create a climate that encourages clients
to see their stories from different perspectives. The approach is also an expression of an ethical stance, which is grounded in a philosophical framework. It is
from this conceptual framework that practices are applied to assist clients in
ﬁnding new meanings and new possibilities in their lives (Winslade & Monk,
2007).

QUESTIONS . . . AND MORE QUESTIONS The questions narrative therapists
ask may seem embedded in a unique conversation, part of a dialogue about
earlier dialogues, a discovery of unique events, or an exploration of dominant
culture processes and imperatives. Whatever the purpose, the questions are
often circular, or relational, and they seek to empower clients in new ways. To
use Gregory Bateson’s (1972) famous phrase, they are questions in search of a
difference that will make a difference.
Narrative therapists use questions as a way to generate experience rather
than to gather information. The aim of questioning is to progressively discover
or construct the client’s experience so that the therapist has a sense of what
direction to pursue. Questions are always asked from a position of respect, curiosity, and openness. Therapists ask questions from a not-knowing position,
meaning that they do not pose questions that they think they already know the
answers to. Monk (1997) describes this stance as follows:
In contrast to the normative, knowing stance, a narrative way of working invites the counselor to take up the investigative, exploratory, archaeological position. She demonstrates to the client that being a counselor does not imply
any privileged access to the truth. The counselor is consistently in the role of
seeking understanding of the client’s experience. (p. 25)

Through the process of asking questions, therapists provide clients with an
opportunity to explore various dimensions of their life situations. Doing this
helps bring out the unstated cultural assumptions that contribute to the original construction of the problem. The therapist is interested in ﬁ nding out how
the problems ﬁrst became evident, and how they have affected clients’ views of
themselves (Monk, 1997). Narrative therapists attempt to engage people in deconstructing problem-saturated stories, identifying preferred directions, and
creating alternative stories that support these preferred directions (Freedman &
Combs, 1996).

EXTERNALIZATION AND DECONSTRUCTION Narrative therapists differ
from many traditional therapists in believing it is not the person that is the problem, but the problem that is the problem (White, 1989). Living life means relating to problems, not being fused with them. Problems and problem-saturated
stories have an impact on people and can dominate living in extremely negative ways. Assumptions about a problem that are uncritically accepted restrict
opportunities for both client and therapist to explore new possibilities for change
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(McKenzie & Monk, 1997). Narrative therapists help clients in the deconstruction of problematic stories by disassembling the taken-for-granted assumptions
that are made about an event, which then opens alternative possibilities for living (Winslade & Monk, 2007).
Externalization is one process for deconstructing the power of a narrative.
This process separates the person from identiﬁcation with the problem. When
clients view themselves as “being” the problem, they are limited in the ways
they can effectively deal with the problem. When clients experience the problem as being located outside of themselves, they create a relationship with the
problem. For example, there is quite a difference between labeling someone
an alcoholic and indicating that alcohol has invaded his or her life. Separating
the problem from the individual facilitates hope and enables clients to take
a stand against speciﬁc story lines, such as self-blame. By understanding the
cultural invitations to blame oneself, clients can deconstruct this story line and
generate a more positive, healing story.
The method used to separate the person from the problem is referred to as
externalizing conversations, which opens up space for new stories to emerge.
This method is particularly useful when people have diagnoses and labels that
have not been validating or empowering of the change process (Bertolino &
O’Hanlon, 2002). Externalizing conversations counteract oppressive, problemsaturated stories and empower clients to feel competent to handle the problems
they face. Two stages of structuring externalizing conversations are (1) to map
the inﬂuence of the problem in the person’s life, and (2) to map the inﬂuence of
the person’s life back on the problem (McKenzie & Monk, 1997).
Mapping the inﬂuence of the problem on the person generates a great
deal of useful information and often results in people feeling less shamed
and blamed. People feel listened to and understood when the problem’s inﬂuences are explored in a systematic fashion. A common question is, “When did
this problem ﬁrst appear in your life?” When this mapping is done carefully,
it lays the foundation for co-authoring a new story line for the client. Often
clients feel outraged when they see for the ﬁrst time how much the problem is
affecting them. The job of the therapist is to assist clients in tracing the problem
from when it originated to the present. Therapists may put a future twist on the
problem by asking, “If the problem were to continue for a month (or any time
period), what would this mean for you?” This question can motivate the client to join with the therapist in combating the impact of the problem’s effects.
Other useful questions are “To what extent has this problem inﬂuenced your
life?” and “How deeply has this problem affected you?”
It is important to identify instances when the problem did not completely
dominate a client’s life. This kind of mapping can help the client who is disillusioned by the problem see some hope for a different kind of life. Therapists look
for these “sparkling moments” as they engage in externalizing conversations
with clients (White & Epston, 1990).
The case of Brandon illustrates an externalizing conversation. Brandon says
that he gets angry far too much, especially when he feels that his wife is criticizing him unjustly: “I just ﬂare! I pop off, get upset, ﬁght back. Later, I wish I
hadn’t, but it’s too late. I’ve messed up again.” Although questions about how
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his anger occurs, complete with speciﬁc examples and events, will help chart
the inﬂuence of the problem, it is really questions like these that externalize the
problem: “What is the mission of the anger, and how does it recruit you into
this mission?” “How does the anger get you, and how does it trick you into letting it become so powerful?” “What does the anger require of you, and what
happens to you when you meet its requirements?”

SEARCH FOR UNIQUE OUTCOMES In the narrative approach, externalizing
questions are followed by questions searching for unique outcomes. The therapist talks to the client about moments of choice or success regarding the problem. This is done by selecting for attention any experience that stands apart
from the problem story, regardless of how insigniﬁcant it might seem to the
client. The therapist may ask: “Was there ever a time in which anger wanted
to take you over, and you resisted? What was that like for you? How did you
do it?” These questions are aimed at highlighting moments when the problem
has not occurred or when the problem has been dealt with successfully. Unique
outcomes can often be found in the past or the present, but they can also be
hypothesized for the future: “What form would standing up against your anger
take?” Exploring questions such as these enables clients to see that change is
possible. It is within the account of unique outcomes that a gateway is provided
for alternative versions of a person’s life (White, 1992).
Following the description of a unique outcome, White (1992) suggests posing questions, both direct and indirect, that lead to the elaboration of preferred
identity stories:
• What do you think this tells me about what you have wanted for your life
and about what you have been trying for in your life?
• How do you think knowing this has affected my view of you as a person?
• Of all those people who have known you, who would be least surprised
that you have been able to take this step in addressing your problem’s
inﬂuence in your life?
• What actions might you commit yourself to if you were to more fully embrace this knowledge of who you are? (p. 133)
The development of unique outcome stories into solution stories is facilitated
by what Epston and White (1992) call “circulation questions”:
• Now that you have reached this point in life, who else should know about it?
• I guess there are a number of people who have an outdated view of who
you are as a person. What ideas do you have about updating these views?
• If other people seek therapy for the same reasons you did, can I share with
them any of the important discoveries you have made? (p. 23)
These questions are not asked in a barrage-like manner. Questioning is an
integral part of the context of the narrative conversation, and each question
is sensitively attuned to the responses brought out by the previous question
(White, 1992).
McKenzie and Monk (1997) suggest that therapists seek permission from
the client before asking a series of questions. By letting a client know that they
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do not have answers to the questions they raise, therapists are putting the client in control of the therapeutic process. Asking permission of the client to use
persistent questioning tends to minimize the risk of inadvertently pressuring
the client.

ALTERNATIVE STORIES AND REAUTHORING Constructing new stories
goes hand in hand with deconstruction, and the narrative therapist listens for
openings to new stories. People can continually and actively reauthor their
lives, and narrative therapists invite clients to author alternative stories through
“unique outcomes,” deﬁned as events that are not predicted by the problemsaturated story (Freedman & Combs, 1996). The narrative therapist asks for
openings: “Have you ever been able to escape the inﬂuence of the problem?”
The therapist listens for clues to competence in the midst of a problematic story
and builds a story of competence around it.
A turning point in the narrative interview comes when clients make the
choice of whether to continue to live by a problem-saturated story or create an
alternative story (Winslade & Monk, 2007). Through the use of unique possibility questions, the therapist moves the focus into the future. For example:
“Given what you have learned about yourself, what is the next step you might
take? When you are acting from your preferred identity, what actions will it
lead you to do more of?” Such questions encourage people to reﬂect upon what
they have presently achieved and what their next steps might be.
The therapist works with clients collaboratively by helping them construct
more coherent and comprehensive stories (Neimeyer, 1993). Whether involved
in a free-ﬂowing conversation or engaged in a series of questions in a relatively
consistent process, the narrative therapist seeks to elicit new possibilities and
embed them in the life narratives and processes of the people they serve. White
and Epston’s (1990) inquiry into unique outcomes is similar to the exception
questions of solution-focused therapists. Both seek to build on the competence
already present in the person. The development of alternative stories, or narratives, is an enactment of ultimate hope: Today is the ﬁ rst day of the rest of
your life. Refer to Case Approach to Counseling and Psychotherapy (Corey, 2009,
chap. 11) for a concrete example of a narrative therapist’s way of working as
Dr. Gerald Monk counsels Ruth.

DOCUMENTING THE EVIDENCE Narrative practitioners believe that new
stories take hold only when there is an audience to appreciate and support
them. Gaining an audience for the news that change is taking place needs to
occur if alternative stories are to stay alive (Andrews & Clark, 1996), and an
appreciative audience to new developments is consciously sought.
One technique for consolidating the gains a client makes is by writing
letters. Narrative therapists have pioneered the development of therapeutic
letter writing. These letters that the therapist writes provide a record of the
session and may include an externalizing description of the problem and its
inﬂuence on the client, as well as an account of the client’s strengths and
abilities that are identiﬁed in a session. Letters can be read again at different
times, and the story that they are part of can be reinspired. The letter highlights
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the struggle the client has had with the problem and draws distinctions between the problem-saturated story and the developing new and preferred
story (McKenzie & Monk, 1997).
Epston has developed a special facility for carrying on therapeutic dialogues
between sessions through the use of letters (White & Epston, 1990). His letters
may be long, chronicling the process of the interview and the agreements reached,
or short, highlighting a meaning or understanding reached in the session and asking a question that has occurred to him since the end of the previous therapy visit.
These letters are also used to encourage clients, noting their accomplishments in
relation to handling problems or speculating on the meaning of their accomplishments for others in their community. Winslade and Monk (2007) note that letters
documenting the changes clients have achieved tend to strengthen the signiﬁcance
of the changes, both for the client and for others in the client’s life.
David Nylund, a clinical social worker, uses narrative letters as a basic part
of his practice. Nylund describes a conceptual framework he has found useful
in structuring letters to his clients (Nylund & Thomas, 1994):
• The introductory paragraph reconnects the client to the previous therapy
session.
• Statements summarize the inﬂuence the problem has had and is having
on the client.
• Questions the therapist thought about after the session that pertain to the
alternative story that is developing may be posed to the client.
• The letter documents unique outcomes or exceptions to the problematic
story that emerged during the session. Where possible, the client’s words
are quoted verbatim.
Nylund and Thomas (1994) contend that narrative letters reinforce the importance of carrying what is being learned in the therapy ofﬁce into everyday
life. The message conveyed is that participating fully in the world is more important than being in the therapy ofﬁce. In an informal survey of the perceptions of the value of narrative letters by past clients, the average worth of a letter was equal to more than three individual sessions. This ﬁ nding is consistent
with McKenzie and Monk’s (1997) statement: “Some narrative counselors have
suggested that a well-composed letter following a therapy session or preceding
another can be equal to about ﬁve regular sessions” (p. 113).

GROUP WORK Many of the techniques described in this chapter can be applied to group counseling. Winslade and Monk (2007) claim that the narrative emphasis on creating an appreciative audience for new developments in
an individual’s life lends itself to group work. They state: “Groups provide a
ready-made community of concern and many opportunities for the kind of interaction that opens possibilities for new ways of living. New identities can be
rehearsed and tried out into a wider world” (p. 135). They give several examples
of working in a narrative way with groups in schools: getting back on track in
schoolwork; an adventure-based program; an anger management group; and a
grief counseling group. For a detailed description of these narrative groups, see
Winslade and Monk (2007, chap. 5).
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Postmodern Approaches From a Multicultural
Perspective
Strengths From a Diversity Perspective
Social constructionism is congruent with the philosophy of multiculturalism.
One of the problems that culturally diverse clients often experience is the expectation that they should conform their lives to the truths and reality of the dominant society of which they are a part. With the emphasis on multiple realities and
the assumption that what is perceived to be a truth is the product of social construction, the postmodern approaches are a good ﬁt with diverse worldviews.
The social constructionist approach to therapy provides clients with a
framework to think about their thinking and to determine the impact stories
have on what they do. Clients are encouraged to explore how their realities
are being constructed and the consequences that follow from such constructions. Within the framework of their cultural values and worldview, clients can
explore their beliefs and provide their own reinterpretations of signiﬁcant life
events. The practitioner with a social constructionist perspective can guide clients in a manner that respects their underlying values. This dimension is especially important in those cases where counselors are from a different cultural
background or do not share the same worldview as their clients.
Narrative therapy is grounded in a sociocultural context, which makes this
approach especially relevant for counseling culturally diverse clients. Many of
the modern approaches that have been discussed in this book are based on the
assumption that problems exist within individuals. Some of these traditional
models deﬁne mental health in terms of dominant cultural values. In contrast,
narrative therapists operate on the premise that problems are identiﬁed within
social, cultural, political, and relational contexts rather than existing within individuals. They are very much concerned with considering the speciﬁcations of
gender, ethnicity, race, disability, sexual orientation, social class, and spirituality and religion as therapeutic issues. Furthermore, therapy becomes a place to
reauthor the social constructions and identity narratives that clients are ﬁnding
problematic.
Narrative therapists concentrate on problem stories that dominate and subjugate at the personal, social, and cultural levels. The sociopolitical conceptualization of problems sheds light on those cultural notions and practices that
produce dominant and oppressive narratives. From this orientation, practitioners take apart the cultural assumptions that are a part of a client’s problem
situation. People are able to come to an understanding of how oppressive social
practices have affected them. This awareness can lead to a new perspective
on dominant themes of oppression that have been such an integral part of a
client’s story, and with this cultural awareness new stories can be generated.
In their discussion of the multicultural inﬂuences on clients, Bertolino and
O’Hanlon (2002) make the point that they do not approach clients with a preconceived notion about their experience. Instead, they learn from their clients about
their experiential world. Bertolino and O’Hanlon practice multicultural curiosity by listening respectfully to their clients, who become their best teachers.
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Postmodern Approaches Applied to the Case of Stan

k

This therapist operates from an integrative
perspective by combining concepts and techniques from the solution-focused and narrative approaches. She is philosophically opposed to assessment and diagnosis using the DSM-IV-TR model, and
she does not begin therapy with a formal assessment.
Instead, she engages Stan in collaborative conversations
centered around change, competence, preferences, possibilities, and ideas for making changes in the future.
The therapist begins her work with Stan by inviting
him to tell her about the concerns that brought him to
therapy and what he expects to accomplish in his sessions. She also provides Stan with a brief orientation of
some of the basic ideas that guide her practice and describes her view of counseling as a collaborative partnership in which he is the senior partner. Stan is somewhat
surprised by this because he expected that she was the
person with the experience and expertise. He informs her
that he has very little confidence in knowing how to proceed with his life, especially since he has “messed up” so
often. The therapist notes that he has self-doubts when
it comes to assuming the role of senior partner. However, she works to demystify the therapeutic process and
establish a collaborative relationship, conveying to Stan
that he is in charge of the direction his therapy will take.
Soon after this orientation to how therapy works,
the therapist inquires about some specific goals that
Stan would like to reach through the therapy sessions.
Stan gives clear signs that he is willing and eager to
change. However, he adds that he suffers from low
self-esteem. The therapist begins to focus Stan on
looking for exceptions to the problem of low selfesteem. She poses an exception question (solutionfocused therapy): “What is different about the contexts
or times when you have not experienced low selfesteem?” Stan is able to identify some positive characteristics: his courage, determination, and willingness to
try new things in spite of his self-doubts, and his gift
for working with children. Stan knows what he wants
out of therapy and has clear goals: to achieve his educational goals, to enhance his belief in himself, to relate
to women without fear, and to feel more joy instead of
sadness and anxiety. The therapist invites Stan to talk

more about how he has managed to make the gains
he has in spite of struggling with the problem of selfdoubt and low self-esteem.
The therapist allows Stan to share his problemsaturated story, but she does not get stuck in this narrative. She invites Stan to think of his problems as external to the core of his selfhood. Even during the early
sessions, the therapist encourages Stan to separate his
being from his problems by posing questions that externalize his problem.
Stan presents several problem areas that are of concern to him. The therapist gets him to focus on one particular problem. Stan says he is depressed a great deal of
the time, and he worries that his depression might someday overwhelm him. After listening to Stan’s fears and
concerns, the therapist asks Stan the miracle question
(solution-focused technique): “Let’s suppose that a miracle
were to happen while you are asleep tonight. When you
wake up tomorrow, the problems you are mentioning are
gone. What would be the signs to you that this miracle
actually occurred and that your problems were solved?
How would your life be different?” With this intervention, the therapist is shifting the focus from talking about
problems to talking about solutions. She explains to Stan
that much of his therapy will deal with finding both present and future solutions rather than dwelling on past
problems. Together they engage in a conversation that
features change-talk rather than problem-talk.
To a great extent, Stan has linked his identity with
his problems, especially depression. He doesn’t think
of his problems as being separate from himself. The
therapist wants Stan to realize that he personally is not
his problem, but instead that the problem is the problem. When the therapist asks Stan to give a name to his
problem, he eventually comes up with “Disabling depression!” He then relates how his depression has kept
him from functioning the way he would like in many
areas of his life. She then uses externalizing questions
(narrative technique) as a way to separate Stan from his
problem: “How long has depression gotten the best of
you?” “What has depression cost you?” “Have there been
times when you stood up to depression and did not
let it win?” Of course, Stan’s therapist briefly explains to
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him what she is doing by using externalizing language,
lest he think this is a strange way to counsel. She talks
more about the advantages of engaging in externalizing conversations. She also talks with Stan about the
importance of mapping the effects of the problem on
his life. This process involves exploring how long the
problem has been around, the extent to which the
problem has influenced various aspects of his life, and
how deeply the problem continues to affect him.
As the sessions progress, there is a collaborative effort aimed at investigating how the problem has been a
disrupting, dominating, and discouraging influence. Stan
is invited to see his story from a different perspective. The
therapist continues talking with Stan about those moments when he has not been dominated or discouraged
by depression and anxiety and continues to search for exceptions to these problematic experiences. Stan and his
therapist participate in conversations about unique outcomes, or occasions when he has demonstrated courage
and persistence in the face of discouraging events. Some
of these “sparkling moments” include Stan’s accomplishments in college, volunteer work with children, progress
in curbing his tendencies to abuse alcohol, willingness to
challenge his fears and make new acquaintances, talking
back to self-defeating internal messages, accomplishments in securing employment, and his willingness to
create a vision of a productive future.
With his therapist’s help, Stan accumulates evidence from his past to bolster a new view of himself
as competent enough to have escaped from the
dominance of problematic stories. At this phase in his
therapy, Stan makes a decision to create an alternative
narrative. Several sessions are devoted to reauthoring
Stan’s story in ways that are lively, creative, and colorful. Along with the process of creating an alternative
story, the therapist explores with Stan the possibilities
of recruiting an audience who will reinforce his positive changes. His therapist asks, “Who do you know
who would be least surprised to hear of your recent
changes, and what would this person know about you
that would lead to him or her not being so surprised?”
Stan identifies one of his early teachers who served as
a mentor to him and who believed in him when Stan
had little belief in himself. Some therapy time is devoted to discussing how new stories take root only when
there is an audience to appreciate them.
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After five sessions with his therapist, Stan brings
up the matter of termination. At the sixth and final
session, the therapist introduces scaling questions,
asking Stan to rate his degree of improvement on a
range of problems they explored in the past weeks.
On a scale of zero to 10, Stan ranks how he saw
himself prior to his first session and how he sees himself today on various specific dimensions. They also
talked about Stan’s goals for his future and what kinds
of improvements he will need to make to attain what
he wants. The therapist then gives Stan a letter she
wrote summarizing what she believes to be some of
the positive attributes Stan has demonstrated. In her
narrative letter, the therapist describes Stan’s determination and cooperation in his own words and encourages him to circulate the news of the differences
he has brought about in his life. She also asks some
questions that invite him to develop the new story of
identity more fully.

Follow-Up: You Continue as Stan’s
Postmodern Therapist
Use these questions to help you think about how to
counsel Stan from a postmodernist approach:

• Stan’s therapist borrowed key concepts and
techniques common to both solution-focused
and narrative orientations. In your work with Stan,
what specific concepts would you borrow from
each of these approaches? What techniques
would you draw from each of the approaches?
What possible advantages do you see, if any, in
applying an integration of solution-focused and
narrative models in your work with Stan?
• What unique values, if any, do you see in working
with Stan from a postmodern perspective as
opposed to working with Stan from the other
therapeutic approaches you’ve studied thus far?
• The therapist asked many questions of Stan.
List some additional questions you would be
particularly interested in pursuing with Stan.
• In what ways could you integrate SFBT and narrative therapy with feminist therapy in Stan’s case?
What other therapies might you combine with
the postmodern approaches?
(continues)
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Postmodern Approaches Applied
to the Case of Stan (continued)
• At this point, you are very familiar with the themes
in Stan’s life. If you were to write a narrative letter
that you would then give to Stan, what would you
most want to include? What would you want to
talk to him about regarding his future?

See the online and DVD program, Theory
in Practice: The Case of Stan (Session 11 on
SFBT and Session 12 on narrative therapy) for a
demonstration of my approach to counseling Stan
from this perspective. Session 11 illustrates techniques such as identifying exceptions, the miracle
question, and scaling. Session 12 focuses on Stan’s
creating a new story of his life.

Here are some questions these authors suggest as a way to more fully understand multicultural inﬂuences on a client:
• Tell me more about the inﬂuence that [some aspect of your culture] has
played in your life.
• What can you share with me about your background that will enable me
to more fully understand you?
• What challenges have you faced growing up in your culture?
• What, if anything, about your background has been difﬁcult for you?
• How have you been able to draw on strengths and resources from your
culture? What resources can you draw from in times of need?
Questions such as these can shed light on speciﬁc cultural inﬂuences that have
been sources of support or that contributed to a client’s problem.

Shortcomings From a Diversity Perspective
A potential shortcoming of the postmodern approaches pertains to the notknowing stance the therapist assumes, along with the assumption of the clientas-expert. Individuals from many different cultural groups tend to elevate the
professional as the expert who will offer direction and solutions for the person
seeking help. If the therapist is telling the client, “I am not really an expert;
you are the expert; I trust in your resources for you to ﬁnd solutions to your
problems,” then this may engender lack of conﬁdence in the therapist. To avoid
this situation, the therapist using a solution-focused or a narrative orientation
needs to convey to clients that he or she has expertise in the process of therapy
but clients are the experts in knowing what they want in their lives.

Summary and Evaluation
In social constructionist theory the therapist-as-expert is replaced by the client-asexpert. Although clients are viewed as experts on their own lives, they are often
stuck in patterns that are not working well for them. Both solution-focused and
narrative therapists enter into dialogues in an effort to elicit the perspectives,
resources, and unique experiences of their clients. The therapeutic endeavor is
a highly collaborative relationship in which the client is the senior partner. The
qualities of the therapeutic relationship are at the heart of the effectiveness of
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both SFBT and narrative therapy. This has resulted in many therapists giving
increased attention to creating a collaborative relationship with clients.
The not-knowing position of the therapist has been infused as a key concept of both the solution-focused and narrative therapeutic approaches. The
not-knowing position, which allows therapists to follow, afﬁrm, and be guided
by the stories of their clients, creates participant-observer and process-facilitator
roles for the therapist and integrates therapy with a postmodern perspective of
human inquiry.
Both solution-focused brief therapy and narrative therapy are based on the
optimistic assumption that people are healthy, competent, resourceful, and possess the ability to construct solutions and alternative stories that can enhance
their lives. In SFBT the therapeutic process provides a context whereby individuals focus on creating solutions rather than talking about their problems. Some
common techniques include the use of miracle questions, exception questions,
and scaling questions. In narrative therapy the therapeutic process attends to the
sociocultural context wherein clients are assisted in separating themselves from
their problems and are afforded the opportunity of authoring new stories.
Practitioners with solution-focused or narrative orientations tend to engage
clients in conversations that lead to progressive narratives that help clients
make steady gains toward their goals. Therapists often ask clients: “Tell me
about times when your life was going the way you wanted it to.” These conversations illustrate stories of life worth living. On the basis of these conversations, the power of problems is taken apart (deconstructed) and new directions
and solutions are manifest and made possible.

Contributions of Postmodern Approaches
Social constructionism, SFBT, and narrative therapy are making many contributions to the ﬁeld of psychotherapy. I especially value the optimistic orientation of these postmodern approaches that rest on the assumptions that people
are competent and can be trusted to use their resources in creating better solutions and more life-afﬁ rming stories. Many postmodern practitioners and writers have found that clients are able to make signiﬁcant moves toward building
more satisfying lives in a relatively short period of time (Bertolino & O’Hanlon,
2002; de Shazer, 1991; de Shazer & Dolan, 2007; De Jong & Berg, 2008; Freedman & Combs, 1996; Miller, Hubble, & Duncan, 1996; O’Hanlon & WeinerDavis, 2003; Walter & Peller, 1992, 2000; Winslade & Monk, 2007).
I think the nonpathologizing stance characteristic of practitioners with a social constructionist, solution-focused, or narrative orientation is a major contribution to the counseling profession. Rather than dwelling on what is wrong with
a person, these approaches view the client as being competent and resourceful.
The key question underlying consultative conversations is this: “How can we
create a space for dialogue and wonder, where purpose, preferences, and
possibilities can emerge and evolve?” (Walter & Peller, 2000, p. xii).
To its credit, solution-focused therapy is a brief approach, of about ﬁve sessions, that seems to show promising results (de Shazer, 1991). In de Shazer’s
summary of two outcome studies at the Brief Family Therapy Center, he reports
that 91% of the clients who attended four or more sessions were successful
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in achieving their treatment goals. SFBT tends to be very brief, even among
the time-limited therapies. In one study, Rothwell (2005) reports the average
number of solution-focused sessions to be two, in comparison to ﬁve sessions
for cognitive therapy. Brevity is a main appeal of SFBT in an era of managed
care, which places a premium on short-term therapy. The narrative approach to
counseling is also based on brief methods.
Research from an “empirical generalizable” perspective is somewhat antithetical to the social constructionist approach, but how effective is solutionfocused brief therapy? Regardless of the speciﬁc theoretical orientation of the
therapist, brief therapy has been shown to be effective for a wide range of clinical problems. Studies that have compared brief therapies with long-term therapies have generally found no difference in outcomes (McKeel, 1996). In a review
of research of SFBT, McKeel (1996) concludes that when SFBT techniques have
been tested, the results are generally favorable. Although only a few studies of
SFBT exist, outcome studies generally show that most clients receiving SFBT
report accomplishing their treatment goals.
One particular area where the solution-focused approach shows promise is in group treatment with domestic violence offenders. Lee, Sebold, and
Uken (2003) describe a cutting-edge treatment approach that seems to create
effective, positive change in domestic violence offenders. This approach is
dramatically different from traditional approaches in that there is virtually
no emphasis on the presenting problem of domestic violence. The approach
focuses on holding offenders accountable and responsible for building solutions rather than emphasizing their problems and deﬁcits. The process described by Lee and colleagues is brief when measured against traditional program standards, lasting only eight sessions over a 10- to 12-week period. Lee,
Sebold, and Uken report research that indicates a recidivism rate of 16.7%
and completion rates of 92.9%. In contrast, more traditional approaches typically generate recidivism rates between 40% and 60% and completion rates of
less than 50%.
In their review of 15 outcome studies of SFBT, Gingerich and Eisengart (2000)
found that 5 studies were well controlled, and all showed positive outcomes. The
other 10 studies, which were only moderately controlled, supported a hypothesis
of the effectiveness of SFBT. The review of these studies provided preliminary
support for the idea that SFBT may be beneﬁcial to clients, but methodological
ﬂaws did not permit a deﬁnitive conclusion. For a more detailed review of early
research and outcome measurement of SFBT, see De Jong and Berg (2008, chap.
11); for the current status of SFBT, see de Shazer & Dolan (2007).
A major strength of both solution-focused and narrative therapies is the
use of questioning, which is the centerpiece of both approaches. Open-ended
questions about the client’s attitudes, thoughts, feeling, behaviors, and perceptions are one of the main interventions. Especially useful are future-oriented
questions that challenge clients to think about how they are likely to solve potential problems in the future. Winslade and Monk (2007) note that a therapist’s careful questioning about clients’ early experiences of their capabilities
and resources tends to strengthen the foundation for clients in building a new
sense of direction.

CHAPTER THIRTEEN k Postmodern Approaches

403

Limitation and Criticisms of Postmodern Approaches
To effectively practice solution-focused brief therapy, it is essential that therapists are skilled in brief interventions. In a relative short time practitioners must
be able to make assessments, assist clients in formulating speciﬁc goals, and effectively use appropriate interventions. Some inexperienced or untrained therapists may be enamored by any number of techniques: the miracle question,
scaling questions, the exception question, and externalizing questions. But effective therapy is not simply a matter of relying on any of these interventions.
The attitudes of the therapist and his or her ability to use questions that are
reﬂective of genuine respectful interest are crucial to the therapeutic process.
McKenzie and Monk (1997) express their concerns over those counselors
who attempt to employ narrative ideas in a mechanistic fashion. They caution
that a risk in describing a map of a narrative orientation lies in the fact that
some beginners will pay more attention to following the map than they will
to following the lead of the client. In such situations, McKenzie and Monk are
convinced that mechanically using techniques will not be effective. They add
that although narrative therapy is based on some simple ideas, it is a mistake to
assume that the practice is simple.
McKeel (1996) observes that recent research on the importance of the therapeutic relationship is consistent with the SFBT view that positive treatment
outcomes are linked to therapists developing effective and collaborative working relationships with clients. He cautions practitioners that losing sight of the
potency of the therapeutic relationship “will only doom SFBT to be remembered
as a disembodied set of clever techniques” (p. 265). Some solution-focused
practitioners now acknowledge the problem of relying too much on a few
techniques, and they are placing increased importance on the therapeutic relationship and the overall philosophy of the approach (Lipchik, 2002;
Nichols, 2006).
Despite these limitations, the postmodern approaches have much to offer
practitioners, regardless of their theoretical orientation. Many of the basic
concepts and techniques of both solution-focused brief therapy and narrative
therapy can be integrated into the other therapeutic orientations discussed in
this book.

Where to Go From Here
Drs. Jennifer Andrews and David Clark have created a number of videotapes
that present solution-focused, narrative, and collaborative language systems
therapies. For information about postmodern theory and clinical practice on
videotape, go to their website:
Website: www.masterswork.com
If you are interested in keeping up to date with the developments in brief
therapy, the Journal of Brief Therapy is a useful resource. It is devoted to developments, innovations, and research related to brief therapy with individuals,
couples, families, and groups. The articles deal with brief therapy related to
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all theoretical approaches, but especially to social constructionism, solution-focused therapy, and narrative therapy. For subscription information,
contact:
Springer Publishing Company
11 West 42nd Street, 15th Floor
New York, NY 10036
Toll-Free Telephone: (877) 687-7476
Website: www.springerpub.com
Another useful journal is the International Journal of Narrative Therapy and
Community Work. For more information, contact:
Dulwich Centre
345 Carrington Street
Adelaide, South Australia 5000
Website: www.dulwichcentre.com.au/

Training in Solution-Focused Therapy Approaches
The Brief Family Therapy Center
P. O. Box 13736
Milwaukee, WI 53213
Telephone: (414) 302-0650
Fax: (414) 302-0753
E-mail: Briefftc@aol.com
Website: www.brief-therapy.org
Center for Solution-Focused Brief Therapy
John Walter and Jane Peller
2320 Thayer Street
Evanston, IL 60201
Telephone: (847) 475-2691
E-mail: John Walter@aol.com
O’Hanlon and O’Hanlon Inc.
223 N. Guadalupe #278
Santa Fe, NM 87501
Telephone: (505) 983-2843
Fax: (505) 983-2761
E-mail: PossiBill@brieftherapy.com
Website: www.brieftherapy.com

Training in Narrative Therapy
Evanston Family Therapy Institute
Jill Freedman and Gene Combs
820 Davis Street, Suite 504
Evanston, Illinois 60201
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Dulwich Centre
Michael White
345 Carrington Street
Adelaide, South Australia 5000
http://www.dulwichcentre.com.au/
Counsellor Education Programme
University of Waikato
Private Bag 3105
Hamilton, New Zealand
Website: http://edlinked.soe.waikato.ac.nz/departments/index.php?
dept_id=3&page_id=4681%20
Bay Area Family Therapy Training Associates
Jeffrey L. Zimmerman and Marie-Nathalie Beaudoin
21760 Stevens Creek Blvd., Suite 102
Cupertino, CA 95015
Telephone: (408) 257-6881
Fax: (408) 257-0689
E-mail: baftta@aol.com
Website: www.baftta.com
The Houston-Galveston Institute
3316 Mount Vernon
Houston, TX 77006
Telephone: (713) 526-8390
Fax: (713) 528-2618
E-mail: admin@talkhgi.com
Website: www.talkhgi.com

R ECOMMENDED S UPPLEMEN TA RY R EA DINGS
Becoming Solution-Focused in Brief Therapy (Walter
& Peller, 1992) and Recreating Brief Therapy:
Preferences and Possibilities (Walter & Peller,
2000) are clearly written books that contain
a great deal of useful information on basic
ideas of brief therapy and ways of implementing solution-focused brief therapy.
Interviewing for Solutions (De Jong & Berg,
2008) is a practical text aimed at teaching
and learning solution-focused skills. It is
written in a conversational and informal
style and contains many examples to solidify learning of skills.

Narrative Counseling in Schools (Winslade &
Monk, 2007) is a basic and easy-to-read
guide to applying concepts and techniques
of narrative therapy to school settings.
Narrative Therapy in Practice: The Archaeology
of Hope (Monk, Winslade, Crocket, &
Epston, 1997) clariﬁes and translates
many of the ideas of Michael White and
David Epston. This edited text contains
some excellent discourse on how narrative therapy works, the therapeutic relationship, and learning and teaching narrative ideas.
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Collaborative, Competency-based Counseling and
Therapy (Bertolino & O’Hanlon, 2002) is a
blend of various postmodern approaches
that emphasizes ways therapists can create collaborative relationships with clients
that will result in opening new possibilities for living. This book is an update of
solution-oriented and possibility therapies.

Narrative Therapy: The Social Construction of
Preferred Realities (Freedman & Combs,
1996) is an exceptionally clear explanation of the basic ideas of narrative therapy.
The authors emphasize key concepts and
the application of speciﬁc clinical practices.
This is one of the best sources on the theory
and practice of narrative therapy.
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Contributors to Family Systems Theory
Family systems therapy is represented by a variety of the-

most closely associated with the origins of these systemic

ories and approaches, all of which focus on the relational

approaches are featured here.

Courtesy, University of Wisconsin Madison
Archives

Courtesy, The Virginia Satir Global Network

Courtesy, The Bowen Center for the Study of
the Family; photo by Andrea Schara

©Hulton Archive/Getty Images

aspects of human problems. Some of the individuals
ALFRED ADLER was the first psychologist of the modern era to do family therapy using
a systemic approach. He set up more than 30 child guidance clinics in Vienna after World War I,
and later Rudolf Dreikurs brought this concept to the United States in the form of family
education centers. Adler conducted family counseling sessions in an open public forum to
educate parents in greater numbers; he believed the problems of any one family were common to all others in the community (Christensen, 2004).

MURRAY BOWEN (1978) was one of the original developers of mainstream family therapy.
Much of his theory and practice grew out of his work with schizophrenic individuals in families.
He believed families could best be understood when analyzed from a three-generation
perspective because patterns of interpersonal relationships connect family members across
generations. His major contributions include the core concepts of differentiation of the self
and triangulation.

VIRGINIA SATIR (1983) developed conjoint family therapy, a human validation process
model that emphasizes communication and emotional experiencing. Like Bowen, she used
an intergenerational model, but she worked to bring family patterns to life in the present
through sculpting and family reconstructions. Claiming that techniques were secondary to
relationship, she concentrated on the personal relationship between therapist and family to
achieve change.

CARL WHITAKER (1976) is the creator of symbolic-experiential family therapy, a freewheeling, intuitive approach to helping families open channels of interaction. His goal was
to facilitate individual autonomy while retaining a sense of belonging in the family. He saw
the therapist as an active participant and coach who enters the family process with creativity, putting enough pressure on this process to produce change in the status quo.
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Courtesy, The Minuchin Center for the Family

SALVADOR MINUCHIN (1974) began to develop structural family therapy in the 1960s
through his work with delinquent boys from poor families at the Wiltwyck School in New
York. Working with colleagues at the Philadelphia Child Guidance Clinic in the 1970s,
Minuchin refined the theory and practice of structural family therapy. Focusing on the
structure, or organization, of the family, the therapist helps the family modify its stereotyped patterns and redefine relationships among family members. He believed structural
changes in families must occur before individual members’ symptoms could be reduced or
eliminated.

Courtesy of Madeline Richport Haley, PhD,
LaJolla, CA

JAY HALEY had a significant impact on the development of strategic family therapy
(Haley, 1963). He blended structural family therapy with the concepts of hierarchy, power,
and strategic interventions. Strategic family therapy is a pragmatic approach that focuses
on solving problems in the present; understanding and insight are neither required nor
sought. In his last book, Directive Family Therapy (2007), Haley elaborates even further on the
importance of carefully formulating productive creative directives within the social situation
for therapeutic change.

Courtesy, Cloe Madanes

CLOÉ MADANES (1981), with Jay Haley, established the Family Institute in Washington,
D.C. in the 1970s. Through their combined therapy practice, writings, and training of family
therapists, strategic family therapy became the most popular family therapy approach by
the 1980s. This is a brief, problem-solving therapy approach. The problem brought by the
family to therapy is treated as “real”—not a symptom of underlying issues—and is solved.
Her emphasis is on the caring and emotional aspects of family patterns.

Introduction
Although the seeds of a North American family therapy movement were planted in the 1940s, it was during the 1950s that systemic family therapy began to
take root (Becvar & Becvar, 2006). During the early years of its evolution, working with families was considered to be a revolutionary approach to treatment.
In the 1960s and 1970s, psychodynamic, behavioral, and humanistic approaches
(called the ﬁrst, second, and third force, respectively) dominated counseling
and psychotherapy. Today, the various approaches to family systems represent
a paradigm shift that we might even call the “fourth force.”

The Family Systems Perspective
Perhaps the most difﬁcult adjustment for counselors and therapists from Western
cultures is the adoption of a “systems” perspective. Our personal experience and
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Western culture often tell us that we are autonomous individuals, capable of
free and independent choice. And yet we are born into families—and most of
us live our entire lives attached to one form of family or another. Within these
families, we discover who we are; we develop and change; and we give and
receive the support we need for survival. We create, maintain, and live by often
unspoken rules and routines that we hope will keep the family (and each of its
members) functional.
In this sense, a family systems perspective holds that individuals are best
understood through assessing the interactions between and among family
members. The development and behavior of one family member is inextricably
interconnected with others in the family. Symptoms are often viewed as an
expression of a set of habits and patterns within a family. It is revolutionary
to conclude that the identiﬁed client’s problem might be a symptom of how
the system functions, not just a symptom of the individual’s maladjustment,
history, and psychosocial development. This perspective is grounded on the
assumptions that a client’s problematic behavior may (1) serve a function or
purpose for the family, (2) be unintentionally maintained by family processes,
(3) be a function of the family’s inability to operate productively, especially during developmental transitions, or (4) be a symptom of dysfunctional patterns
handed down across generations. All these assumptions challenge the more
traditional intrapsychic frameworks for conceptualizing human problems and
their formation.
The one central principle agreed upon by family therapy practitioners, regardless of their particular approach, is that the client is connected to living
systems. Attempts at change are best facilitated by working with and considering the family or relationship as a whole. Therefore, a treatment approach
that comprehensively addresses the family as well as the “identiﬁed patient” is
required. Because a family is an interactional unit, it has its own set of unique
traits. It is not possible to accurately assess an individual’s concern without observing the interaction of the other family members, as well as the broader
contexts in which the person and the family live. Because the focus is on interpersonal relationships, Becvar and Becvar (2006) maintain that family therapy
is a misnomer and that relationship therapy is a more appropriate label.
Family therapy perspectives call for a conceptual shift because the family
is viewed as a functioning unit that is more than the sum of the roles of its various members. Actions by any individual family member will inﬂuence all the
others in the family, and their reactions will have a reciprocal effect on the individual. Goldenberg and Goldenberg (2008) point to the need for therapists to
view all behavior, including all symptoms expressed by the individual, within
the context of the family and society. They add that a systems orientation does
not preclude dealing with the dynamics within the individual, but that this approach broadens the traditional emphasis on individual internal dynamics.

Differences Between Systemic and Individual Approaches
There are signiﬁcant differences between individual therapeutic approaches
and systemic approaches. A case may help to illustrate these differences. Ann,
age 22, sees a counselor because she is suffering from a depression that has
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lasted for more than 2 years and has impaired her ability to maintain friendships and work productively. She wants to feel better, but she is pessimistic
about her chances. How will a therapist choose to help her?
Both the individual therapist and the systemic therapist are interested in
Ann’s current living situation and life experiences. Both discover that she is
still living at home with her parents, who are in their 60s. They note that she
has a very successful older sister, who is a prominent lawyer in the small town
in which the two live. The therapists are impressed by Ann’s loss of friends who
have married and left town over the years while she stayed behind, often lonely
and isolated. Finally, both therapists note that Ann’s depression affects others
as well as herself. It is here, however, that the similarities tend to end:
The individual therapist may:
Focus on obtaining an accurate
diagnosis, perhaps using the
DSM-IV-TR (American Psychiatric Association, 2000)
Begin therapy with Ann immediately
Focus on the causes, purposes,
and cognitive, emotional, and
behavioral processes involved
in Ann’s depression and coping
Be concerned with Ann’s individual
experiences and perspectives

Intervene in ways designed to help
Ann cope

The systemic therapist may:
Explore the system for family
process and rules, perhaps using
a genogram
Invite Ann’s mother, father, and
sister into therapy with her
Focus on the family relationships
within which the continuation of
Ann’s depression “makes sense”
Be concerned with transgenerational
meanings, rules, cultural, and
gender perspectives within the
system, and even the community
and larger systems affecting the
family
Intervene in ways designed to help
change Ann’s context

Systemic therapists do not deny the importance of the individual in the family
system, but they believe an individual’s systemic afﬁliations and interactions
have more power in the person’s life than a single therapist could ever hope
to have. By working with the whole family—or even community—system, the
therapist has a chance to observe how individuals act within the system and
participate in maintaining the status quo; how the system inﬂuences (and is
inﬂuenced by) the individual; and what interventions might lead to changes
that help the couple, family, or larger system as well as the individual expressing pain.
In Ann’s case, her depression may have organic, genetic, or hormonal components. It may also involve cognitive, experiential, or behavioral patterns that
interfere with effective coping. Even if her depression can be explained in this
manner, however, the systemic therapist is very interested in how her depression
affects others in the family and how it inﬂuences family process. Her depression
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may signal both her own pain and the unexpressed pain of the family. Indeed,
many family systems approaches would investigate how the depression serves
other family members; distracts from problems in the intimate relationships
of others; or reﬂects her need to adjust to family rules, to cultural injunctions,
or to processes inﬂuenced by gender or family life-cycle development. Rather
than losing sight of the individual, family therapists understand the person as
speciﬁcally embedded in larger systems.

The Development of Family Systems Therapy
Family systems theory has evolved throughout the past 100 years, and today
therapists creatively employ various perspectives when tailoring therapy to a
particular family. This section presents a brief historical overview of some of
the key ﬁgures associated with the development of family systems therapy.

Adlerian Family Therapy
Alfred Adler was the ﬁrst psychologist of the modern era to do family therapy
(Christensen, 2004). His approach was systemic long before systems theory had
been applied to psychotherapy. Adler’s original conceptualizations can still be
found within the principles and practice of other models.
Adler (1927) was the ﬁrst to notice that the development of children within
the family constellation (his phrase for family system) was heavily inﬂuenced
by birth order. Adler was a phenomenologist, and even though birth order appeared to have some constancy to each position, he believed it was the interpretations children assigned to their birth positions that counted. Adler also
noted that all behavior was purposeful—and that children often acted in patterns motivated by a desire to belong, even when these patterns were useless
or mistaken.
It was Rudolf Dreikurs (1950, 1973), however, who reﬁ ned Adler’s concepts into a typology of mistaken goals and created an organized approach
to family therapy. A basic assumption of modern Adlerian family therapy
is that both parents and children often become locked in repetitive, negative interactions based on mistaken goals that motivate all parties involved.
Although much of Adlerian family therapy is conducted in private sessions,
Adlerians also use an educational model to counsel families in open forums
in schools, community agencies, and specially designated family education
centers.

Multigenerational Family Therapy
Murray Bowen (1978) was one of the developers of mainstream family therapy. His family systems theory, which is a theoretical and clinical model that
evolved from psychoanalytic principles and practices, is sometimes referred
to as multigenerational family therapy. Bowen and his associates implemented
an innovative approach to schizophrenia at the National Institute of Mental
Health where Bowen actually hospitalized entire families so that the family
system could be the focus of therapy.
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Bowen’s observations led to his interest in patterns across multiple generations. He contended that problems manifested in one’s current family will not
signiﬁcantly change until relationship patterns in one’s family of origin are understood and directly challenged. His approach operates on the premise that a
predictable pattern of interpersonal relationships connects the functioning of
family members across generations. According to Kerr and Bowen (1988), the
cause of an individual’s problems can be understood only by viewing the role of
the family as an emotional unit. Within the family unit, unresolved emotional
fusion to one’s family must be addressed if one hopes to achieve a mature and
unique personality. Emotional problems will be transmitted from generation to
generation until unresolved emotional attachments are dealt with effectively.
Change must occur with other family members and cannot be done by an individual in a counseling room.
One of Bowen’s key concepts is triangulation, a process in which triads
result in a two-against-one experience. Bowen assumed that triangulation could
easily happen between family members and the therapist, which is why Bowen
placed so much emphasis on his trainees becoming aware of their own familyof-origin issues (Kerr & Bowen, 1988).
A major contribution of Bowen’s theory is the notion of differentiation of
the self. Differentiation of the self involves both the psychological separation of
intellect and emotion and independence of the self from others. In the process
of individuation, individuals acquire a sense of self-identity. This differentiation from the family of origin enables them to accept personal responsibility for
their thoughts, feelings, perceptions, and actions.

Human Validation Process Model
At about the same time that Bowen was developing his approach, Virginia Satir
(1983) began emphasizing family connection. Her therapeutic work had already
led her to believe in the value of a strong, nurturing relationship based on interest and fascination with those in her care. She thought of herself as a detective who sought out and listened for the reﬂections of self-esteem in the communication of her clients. It was while working with an adolescent girl that it
occurred to her to ask about her mother. She was surprised by how her client’s
communication and behavior changed when the mother was present. As she
worked out their relationship, it again occurred to her to ask about a father.
When he came in, the communication and behavior of both the mother and
daughter changed. It was in working through this process that Satir discovered
the power of family therapy, the importance of communication and metacommunication in family interaction, and the value of therapeutic validation in the
process of change (Satir & Bitter, 2000).
Over her lifetime as a family therapist, Satir gained international fame and
developed many innovative interventions. She was highly intuitive and believed
spontaneity, creativity, humor, self-disclosure, risk-taking, and personal touch
were central to family therapy. In her view, techniques were secondary to the relationship the therapist develops with the family. Her experiential and humanistic
approach came to be called the human validation process model, but her early
work with families was best known as conjoint family therapy (Satir, 1983).
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Experiential Family Therapy
Carl Whitaker (1976) was a pioneer in experiential family therapy, sometimes
known as the experiential-symbolic approach. Clearly an application of existential therapy to family systems, Whitaker stressed choice, freedom, selfdetermination, growth, and actualization (Whitaker & Bumberry, 1988). Like
Satir and other existential approaches, Whitaker stressed the importance of
the relationship between the family and the therapist. Whitaker was clearly
more confrontive in his “realness” than was Satir, who was more nurturing.
Whitaker’s interventions were almost always enacted with co-therapists. Toward the end of his life, he would only see families, and he even tried to get
community and work associates of the family to come in.
Whitaker’s freewheeling, intuitive approach sought to unmask pretense
and create new meaning while liberating family members to be themselves.
Whitaker did not propose a set of methods; rather, it is the personal involvement of the therapist with a family that makes a difference. When techniques
are employed, they arise from the therapist’s intuitive and spontaneous reactions to the present situation and are designed to increase clients’ awareness of
their inner potential and to open channels of family interaction.
For Whitaker, family therapy was a way for therapists to be actively engaged in their own personal development. Indeed, therapy might actually help
the therapist as much as the family. Whitaker saw his role as creating with the
family a context in which change can occur through a process of reorganization
and reintegration (Becvar & Becvar, 2006).

Structural-Strategic Family Therapy
The origins of structural family therapy can be traced to the early 1960s when
Salvador Minuchin was conducting therapy, training, and research with delinquent boys from poor families at the Wiltwyck School in New York. Minuchin’s
(1974) central idea was that an individual’s symptoms are best understood from
the vantage point of interactional patterns within a family and that structural
changes must occur in a family before an individual’s symptoms can be reduced or eliminated. The goals of structural family therapy are twofold: (1) reduce
symptoms of dysfunction and (2) bring about structural change within the
system by modifying the family’s transactional rules and developing more
appropriate boundaries.
In the late 1960s Jay Haley joined Minuchin at the Philadelphia Child Guidance Clinic. The work of Haley and Minuchin shared so many similarities in
goals and process that many clinicians in the 1980s and 1990s would question
whether the two models were distinct schools of thought. Indeed, by the late
1970s, structural-strategic approaches were the most used models in family
systems therapy. Both models seek to reorganize dysfunctional or problematic
structures in the families; boundary setting, unbalancing, reframing, ordeals,
and enactments all became part of the family therapeutic process. Neither approach deals much with exploration or interpretation of the past. Rather, it is
the job of structural-strategic therapists to join with the family, to block stereotyped interactional patterns, to reorganize family hierarchies or subsystems,
and to facilitate the development of more ﬂexible or useful transactions.
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The structural and strategic models differ somewhat in how each view family problems: Minuchin (1974) tends to see individual and family difﬁculties as
symptomatic whereas Haley (1976) sees them as “real” problems that need real
answers. Both models are directive in nature, and both expect therapists to
have a certain level of expertise to bring to the family therapy process.
In 1974, Haley and Cloé Madanes started the Family Therapy Institute of
Washington, D.C. For more than 15 years they wrote, developed therapeutic
practice, and provided intensive training in strategic family therapy. Their strategic approach views presenting problems as both real and as metaphors for
system functioning. Considerable emphasis is given to power, control, and hierarchies in families and in the therapy sessions. Haley’s more recent work has also
emphasized the importance of cultural embeddedness (Haley & Richeport-Haley,
2003).
Haley (1984) and Madanes (1981) have been more interested in the practical
applications of strategic interventions to ameliorate a family’s problems than
in formulating a theory of therapy distinct from the structural model. This is
especially evident in Madanes’s (1990) model for working with families that
include a sex offender. Madanes brought a humanistic perspective to strategic
therapy by addressing the need to be loved and by emphasizing the nurturing
aspects of therapy.

Recent Innovations
In the last decade, feminism, multiculturalism, and postmodern social constructionism have all entered the family therapy ﬁeld. These models are more
collaborative, treating clients—individuals, couples, or families—as experts in
their own lives. The therapeutic conversations start with the counselor in a “decentered” or “not-knowing” position in which the client is approached with
curiosity and interest. The therapist is socially active and aids clients in taking a stand against the dominant culture that oppresses them. Therapy often
incorporates “reﬂecting teams” or “deﬁnitional ceremonies” to bring multiple
perspectives to the work (see West, Bubenzer, & Bitter, 1998).
This brief discussion of the various systemic viewpoints in family therapy
provides a context for understanding the development of family therapy. Table
14.1 outlines the differences in these historical perspectives. For an in-depth
treatment of the schools of family therapy, see Bitter’s (2009) Theory and Practice
of Family Therapy and Counseling. See also the recommended readings at the end
of the chapter.

Eight Lenses In Family Systems Therapy
To think and practice within the multiple perspectives that family systems
therapy requires is no easy task. In 1992, Breunlin, Schwartz, and MacKuneKarrer (1997) introduced the concept of metaframeworks as a means for transcending the various approaches to family therapy, and they identiﬁ ed six core
metaframeworks that function as therapeutic lenses. Taken together, these
lenses provide six different perspectives from which a family system might be
assessed and a “blueprint for therapy” (p. 281) developed.

TABLE 14.1 A Comparison of Six Systemic Viewpoints in Family Therapy
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Adlerian
Family
Therapy

MultiGenerational
Family
Therapy

Human
Validation
Process
Model

Experiential/
Symbolic
Family
Therapy

Structural
Family
Therapy

Strategic
Family
Therap

Key ﬁgures

Afred Adler
Rudolf Dreikurs
Oscar Christensen & Manford
Sonstegard

Murray Bowen

Virginia Satir

Carl Whitaker

Salvador
Minuchin

Jay Haley &
Cloé Madanes

Time focus

Present with
some reference
to the past

Present and past:
family of orign;
three generations

Here and now

Present

Present
and past

Present and
Future

Therapy goals

Enable parents
as leaders; unlock mistaken
goals and interactional patterns
in family; promotion of effective
parenting

Differentiate the
self; change the
individual within
the context of the
system; decrease
anxiety

Promote growth,
self-esteem, and
connection; help
family reach
congruent communication and
interaction

Promote spontaneity, creativity,
autonomy, and
ability to play

Restructure
family organization; change
dysfunctional
transactional
patterns

Eliminate presenting problem;
change dysfunctional patterns;
interrupt
sequence
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Role and
function of
the therapist

Educator;
motivational
investigator;
collaborator

Guide, objective
researcher,
teacher; monitor
of own reactivity

Active facilitator; resource
detective; model
for congruence

Family coach;
challenger;
model for
change through
play

“Friendly
Active director
uncle”; stage
of change;
manager;
problem solver
promoter of
change in family
structure

Process of
change

Formation of
relationship
based on mutual
respect; investigation of birth
order and mistaken goals, reeducation

Questions and
cognitive processes lead to
differentiation
and understanding of family of
origin

Family is helped
to move from status quo through
chaos to new
possibilities and
new integrations

Awareness and
seeds of change
are planted in
therapy confrontations

Therapist joins
the family in a
leadershipe role;
changes structure; sets
boundaries

Change occurs
through actionoriented directives and
paradoxical
interventions

Techniques
and
innovations

Family constellation; typical
day; goal
disclosure;
natural/logical
consequences

Genograms; dealing with familyof-origin issues;
detriangulating
relationships

Empathy; touch,
communication;
sculpting; role
playing; familylife chronology

Co-therapy; selfdisclosure; confrontation; use
of self as change
agent

Joining & accommodating;
unbalancing;
tracking; boundary making;
enactments

Reframing; directives and
paradox; amplifying; pretending; enactments
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The original six metaframeworks are internal family systems (or individual),
sequences (or patterns of interaction), organization (of the system), developmental, multicultural, and gender. Two recent additions are teleological (or
goal-orientation) and process lenses. Any or all of these eight lenses may have
meaningful applications with a given couple or family. Furthermore, each inﬂuences and is inﬂuenced by the other seven perspectives, a feature common to
all systems theories. Using this approach, therapists can draw on multiple perspectives rather than being locked into a single viewpoint. The lenses can be
used for assessment as well as to tailor therapeutic interventions to the speciﬁc
needs of the family (Carlson, Sperry, & Lewis, 2005; Goldenberg & Goldenberg,
2008). These eight lenses provide a foundation for integrating the various models of family systems therapy.

The Individual’s Internal Family System
Although Richard Schwartz (1995) is credited with the development of internal
family systems, he is not the only therapist to have noticed that there are parts
to an individual’s personality. Virginia Satir used several avenues to gain access to various parts of the self, including a phenomenological family mapping
process, a wheel of inﬂuence, and a self-mandala (Satir, Banman, Gerber, &
Gamori, 1991). Her most ingenious process was called “the parts party”
(p. 175), which involves a psychodramatic integration and transformation of
extreme parts. The parts party was especially effective when working with a
couple in conﬂ ict (Bitter, 1993b). But perhaps the most complete approach to
working with parts was developed by Erving Polster (1995), a key ﬁgure in
Gestalt therapy.
Each of these theorists and practitioners has made contributions to a lens
that views the individual as an organismic system, complete with structure,
organization, and subsystems. An individual has many parts, or dimensions,
to his or her personality. Some of these facets of personality are self-enhancing,
and some are self-destructive. Some of these aspects may be physical, cognitive, emotional, social, or spiritual. Some are used more than others. These
parts emanate from our social interactions and developmental experiences.
They are often evaluative in nature, declaring something about who we are
and what has meaning to us: “all parts, in their nonextreme, natural state,
want something positive for the person and desire to play a valuable role in
the internal system” (Breunlin et al., 1997, p. 66). It is when parts become
polarized and extreme—or needed parts seem inaccessible—that individuals
experience internal conﬂ ict.
Stan’s problems with alcohol are causing him to experience such a conﬂ ict,
and a therapist might explore with Stan the different parts of himself that draw
him toward alcohol and those that help him refrain from drinking. Every
theorist-practitioner who works with the concepts of internal parts posits a
super-entity that integrates, governs, organizes, and selects essential parts. That
entity, known as the self or the person, is the “whole” of the individual system—
that which operates the rest of the parts. Stan is currently struggling with such
a reorganization of his internal parts.

CHAPTER FOURTEEN k Family Systems Therapy

421

The Teleological Lens
Teleology refers to the study of ﬁnal causes, goals, endpoints, and purposes.
The teleological lens enables the family therapist to develop an understanding
of what motivates individual behavior, the systemic purposes of symptoms, the
goals of triangulation, and the uses of patterned interactions and routines.
Purposeful actions promote growth and development when they are characterized by reasonable risk, courage, conﬁdence, self-esteem, energy, optimism, hope, and sequences of experience that open even wider possibilities
for experience. Alternatively, actions and interactions characterized by retreat,
fear, and protection tend to constrain growth and development. Both individuals and families-as-a-whole act purposively.
The teleological lens is associated with the Adlerian, Bowenian, structural,
and strategic approaches to family therapy. Adlerian family therapists make
particular use of this lens. Purposive action and life goals are central to an
Adlerian understanding of individual, internal family systems, called lifestyle
assessments (see Chapter 5). Adlerians also use Keﬁ r’s (1981) personality priorities (signiﬁcance, pleasing, control, and comfort) to understand impasses and
goals during couples counseling. Personality priorities are closely related to
Satir’s (1988) communication stances (blaming, placating, super reasonable,
and irrelevant, respectively) and can be understood as the goals of dysfunctional
communication (Bitter, 1993a).
In Adlerian family therapy, goal orientation and recognition are central
for understanding motivations of parents and children—and for unlocking mistaken interactions (Bitter, Roberts, & Sonstegard, 2002; Christensen,
2004). Dreikurs ﬁ rst delineated four goals of children’s misbehavior as a motivational typology for the everyday behaviors of children. These goals are attention getting, power struggle, revenge, and a demonstration of inadequacy
(also called an assumed disability). They act as “shorthand [explanations of]
consistent patterns of misbehavior in children” (Bitter, 1991, p. 210). Dreikurs
(1950; Dreikurs & Soltz, 1964) developed a systematic approach to goal recognition based on (a) descriptions of the child’s misbehavior, (b) the parents’
reactions to the misbehavior, and (c) the child’s reaction to the parents’ attempts at discipline.
The teleological lens is central to Adlerian family therapy, but it can be used
in any model that includes assessment and the generation of meaning as well
as for interventions such as reframing, or putting what is known into a new,
more useful perspective. Family therapists often reframe difﬁcult behaviors by
noting the motivation or personal intentions behind the behaviors. Reframing
begins by asking these kinds of questions:
• What purpose does this symptom, interaction, or process serve?
• How does the individual’s behavior protect the self and the family system?
• What are the social consequences of an action or interaction?
• Do the goals of family members appear to be at cross-purposes, but still
serve to maintain the system?
• Are the goals of the family at odds with the goals of therapy?
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Sequences: Tracking Patterns of Interaction
One of the deﬁning aspects of family life is that it is ordered, and family members tend to interact in sequences that, over time, are repeated in multiple forms.
Breunlin and his colleagues (1997) refer to these patterns as embedded sequences,
and they occur at multiple levels within the sequencing metaframework.
Level 1 sequences occur between two or more family members who are face
to face. The face-to-face sequence can be diagramed as follows:
Father confronts → Daughter enacts hurt → Mother rescues
daughter.
and helplessness.
daughter.
Level 2 sequences support the functioning of the family and become accepted as routines. These sequences support processes that are typical of the family
and tend to be enacted almost daily. Adlerians initiated the idea of asking family
members to describe a “typical day” (Bitter et al., 2002), and this information has
become increasingly important for family therapists working with many different models. Here is an example of the morning routine for one family:
Father gets up ﬁrst and wakes oldest daughter.
↓
Oldest daughter gets up, gets dressed, and feeds dog.
↓
Mother gets up and wakes 3-year-old daughter.
↓
Father ﬁ xes breakfast for children while mother dresses 3-year-old.
↓
Children eat. Oldest daughter ﬁ xes lunches while mother and father
dress.
↓
Parents grab bagels. Everyone leaves for school and work.
In this sequence, individual roles support a smooth process for the whole
system. If any part of this routine stops or breaks down, the whole system must
adjust.
Level 3 sequences have to do with the ebbs and ﬂows of life. These much longer sequences often account for family adjustments to outside forces or developmental changes. The classic leaving home sequence is an example for strategic therapists (Haley, 1980):
1. The child, who has distracted the spousal couple from their relational problems for many years, gets ready to leave for college.
2. Anxiety goes up, and when the young person actually leaves, open conﬂ ict,
threatening divorce, breaks out.
3. The young person becomes symptomatic at school, requiring a return
home, and parental conﬂict seems to disappear.
When Level 1 and 2 sequences effectively resolve difﬁculties, the ebbs and
ﬂows that constitute the processes of family change at Level 3 also tend to ﬁnd
a functional balance.
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Level 4 sequences are transgenerational. They include sequences that reﬂect
larger system values and rules about culture or gender roles. These sequences
are passed from one generation to the next and are intended to provide a sense
of continuity to life. In our discussion of the case of Stan later in the chapter,
you will see how the use of alcohol has affected the family over at least three
generations and has become part of the family culture.
Adaptive sequences require leadership that is balanced, fair, and cooperative. Maladaptive sequences occur when rules are rigid and inﬂexible,
when parts are polarized, and when change is resisted. Family therapy is
often about developing more useful sequences at any or all of these four
levels.

The Organization Lens
Individuals and families have some organizing process that holds everything
together and provides a sense of unity. In family systems, organization is
manifest in family rules, routines, rituals, and expected roles (that is, the living structure of the family). In the early years of family therapy, emphasis was
given to the concept of the hierarchical structure of the family system, and strategic interventions were designed to establish a more functional hierarchy and
to redistribute the power in the system toward more productive ends.
Breunlin and his colleagues (1997) take a more collaborative approach
with families and have replaced the idea of hierarchy with the idea of leadership. Collaboration is found in mutual or egalitarian relationships between
couples, and the function of leadership in the family is to organize the system
in clear, useful ways. For each of the parts to grow and develop as well as contribute to the family as a whole, there must be room for involving members
in the decision-making processes; reasonable access to family resources; and
appropriate responsibility for self and the system as a whole. In general, the
leadership of families works best in the hands of adults—people with some
maturity and life experience who parent out of choice and a desire to raise the
next generation.
To this concept of leadership, Breunlin and his colleagues (1997) add the
concept of balance:
In balanced systems, [the members] cooperate, are willing to sacriﬁce some of
their individual interests for the greater good, care about one another and feel
valued by the larger system, and have clear boundaries that allow a balance
between belonging and separateness. (p. 136)

Balanced family leadership requires the ability to be ﬁrm, but friendly, and to
set developmentally appropriate limits while remaining fair, ﬂexible, and encouraging. In balanced families, individuality and connection to the family are
both signiﬁcant: both ﬁt generational, cultural, and developmental needs. As
children get older, balanced leadership shifts to more egalitarian, collaborative
stances, and family processes tend to be cooperative, consistent, and caring. In
effectively led families, children have a sense of safety, room to grow, and the
belief that they are valued.

424

PART TWO k Theories and Techniques of Counseling

The Developmental Lens
Though the concept of development took hold in psychology in the 1940s, it
did not enter the world of family systems therapy until the 1970s. Even then,
many family therapists tended to eschew all that they had learned about individual development in favor of a developmental framework that focused on the
nuclear family, a model called the family life cycle. Unlike individual development models that map the stages of life from birth onward, the family life cycle
focuses on six signiﬁcant transitions (Carter & McGoldrick, 2005):
1.
2.
3.
4.
5.

A single, young adult leaves home to live a more or less independent life.
Individuals marry or become a couple to build a life together.
The couple has children and starts a family.
The children become adolescents.
The parents launch their children into the world and prepare to live a life
without children.
6. The family reaches its later years where children may have to care for parents as well as their own children, and the parents prepare for the end of
their lives.

Consider the case of Stan as an example of these transitional stages. Stan is
currently in Stage 1 of the family life cycle. He is a young man struggling with
the transition from living at home to an independent life. His parents are at
Stage 5, struggling with issues related to launching Stan into the world. A
complicating factor may be worries they have about living together without
children.
The family life cycle perspective was an innovation in developmental literature that widened the conceptualization of development and gave it a decidedly
systemic focus. It also depathologized many of the family life experiences that
brought couples and families into therapy. The ﬁrst presentations of the family life cycle were focused almost entirely on a two-parent, Caucasian, nuclear
family, but today there are developmental models for single-parent families;
remarried, blended, or stepfamilies; cross-generational, extended families; lesbian, gay, and bisexual families; families from diverse cultures; poverty and
the family life cycle; and the effects of gender (and roles) in the family life cycle
(Carter & McGoldrick, 2005).
Breunlin and his associates (1997) propose a developmental lens (metaframework) that reintegrates individual development with developmental perspectives on the family and society. Their model includes “ﬁve levels: biological,
individual, subsystemic (relational), familial, and societal” (p. 159). Each level
affects the other with no requirement of a speciﬁc order for growth and development. The focus of therapy is on whether individuals and families are
achieving necessary levels of competence to facilitate growth and development.
At the societal level, individuals and families often incorporate the values
and beliefs of the dominant culture in which they live (White & Epston, 1990).
In the past, values and mores were passed along through contact with the extended family, and to some extent, this may still happen in some communities.
We are, however, a global community now, and multiple forms of media have
a tremendous inﬂuence on individual and familial experience (Gergen, 1991).
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The power of the dominant culture on families is similar to the powerful inﬂuence parents have on young children. This power cannot be ignored. The
value of examining the family life cycle can be both remedial (explain behavior
viewed as dysfunction) and preventative (prepare the system for change), but it
is important to remember that every family is also in the process of individual,
relational, and societal development. Family therapy serves a valuable function
in challenging patriarchy and other forms of dominant culture privilege, bias,
or discrimination.
Change is inevitable and, indeed, it is life (Satir et al., 1991). In family therapy, growth and development are desired processes. Our belief in development
and evolution is optimistic and hopeful. Family therapists address the needs of
individuals while simultaneously considering the needs of relationships, the
family, and larger systems. In assessing different levels, family therapists look
for constraints and seek to remove them so that natural growth and transitions
become possible once again (Breunlin et al., 1997).

The Multicultural Lens
Discrimination and oppression shape experiences and symptoms, and these
factors are found in all cultures. The dominant culture organizes around two
immediate goals, both related to power: (a) it reinforces itself and its values and
(b) minimizes the power and inﬂuence of alternative positions and the people
who hold them (Foucault, 1970, 1980). It is from this power base that all discrimination and oppression ﬂow.
In the United States, the dominant power base is male, heterosexual, Caucasian, English-speaking, Eurocentric, Christian, 35–50 years of age, rich, and
educated. Historical narratives are ﬁlled with phrases like “the divine right of
kings,” “manifest destiny,” or “in the name of progress.” They all have to do
with privilege, which includes the assumption that those who have it are both
“normal” and “the norm.” Everything else is a deviation from normal. In every
culture we can ﬁnd those with vast amounts of privilege, and those who experience discrimination—who are marginalized, oppressed, or left out.
A multicultural lens challenges the privilege of the dominant culture and
introduces diversity and complexity into our understanding of the human condition. By reframing the dominant culture as simply one of many, an appreciation and valuing of diversity is fostered. McGoldrick, Giordano, and GarciaPreto (2005) describe the multiple cultures that comprise Europe and that have
“blended” into the dominant culture we call “American.” This multiplicity
challenges the notion that there is a single Western norm to which all people
should aspire. As therapists, we do well to consider that our perspective might
be biased and only one of many useful perspectives in understanding reality.
Breunlin and his colleagues (1997) describe both intracultural and intercultural experiences. Intracultural experiences and sequences happen within
a cultural system. They serve as cultural deﬁ nitions, give a sense of continuity
to community life, and reinforce values and convictions speciﬁc to that culture.
Intercultural experiences and sequences happen between (or even among) cultural systems. They are based on commonalities of experience that may exist
across several cultures.
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Ten areas of assessment assist family therapists in bringing a multicultural
perspective to their work (Breunlin et al., 1997):
•
•
•
•
•
•
•
•
•
•

Membership as an immigrant in a dominant society
Level of economic privilege or poverty
Level of education and process of learning
Ethnicity
Religion
Gender
Age
Race, discrimination, and oppression
Minority versus majority status
Regional background

These assessment areas produce phenomenological meaning that may be different for each member of a family as well as for the therapist. Acknowledging
areas of “ﬁt” and areas of difference is foundational for most therapeutic processes. In Stan’s family, the multigenerational relationships with alcohol may
be based in particular cultural expectations about the use and abuse of this
substance. An Irish family’s values on this issue may differ signiﬁcantly from
those of an Arab family, for example. Family therapists must view each family
through the appropriate multicultural lens in their work.

The Gender Lens
The oldest and most pervasive discrimination and oppression in the world is
against women in all cultures, and with few exceptions, across the human life
span. Feminists have challenged not only the fundamental precepts of family
therapy (Luepnitz, 1988) but also the idea that the family, itself, is good for women
(Hare-Mustin, 1978). Women still bear the largest responsibility for and most
of the work related to child rearing, kin-keeping, homemaking, and community
involvement. Financially, women tend to earn less than men in comparable positions. Even when women earn signiﬁcant wages, they may not have much say in
how the family ﬁnances are spent. Between a man and a woman, the woman is
more likely to be expected to sacriﬁce herself for the good of the whole.
As you will recall from Chapter 12 on feminist therapy, the feminist impact on family therapy has led to a reconsideration of many central tenets
(Silverstein & Goodrich, 2003). Family therapists have increasingly accepted
an advocacy stance as part of their therapy. Therapists can no longer ignore
their personal inﬂuence and their responsibility to challenge unequal status
and treatment of women. Power positions, like hierarchy, enmeshment, and
unbalancing—catchwords that have been associated with structural-strategic
approaches to families for years—are slowly being replaced with ideas about
leadership, connection, conversation, and collaboration.
In Stan’s case, a consideration of gender might lead the therapist to examine stereotyped roles that Stan has experienced and stills feels he must follow.
We might also consider the ways in which masculine expectations regarding
power and control, emotional restriction, achievement and success, and general dominance have affected his relationship with women.
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The Process Lens
What is happening between people—the process of communication—is essential to experiential models of family therapy. The meaning of any communication is contained within the metacommunication: How we communicate contextualizes what we have to say. Process is also about our movement through
signiﬁcant events in life. Clarity of process tells us where we are and delineates
where we are likely to go. It allows the therapist and the family to examine
where they are in the ﬂow of life, the process of change, and the experience of
therapy.
To function effectively, couples and families create routines that enable
them to meet the needs and demands of everyday life (Satir & Bitter, 2000).
As long as these routines generally help and enable people within their living
systems, they are maintained as the status quo. When essential routines are
interfered with, the result is a disruption that throws a system out of balance. In
the face of disruption, families may initially seek to retreat, but they generally
fall into a state of chaos. Because chaos is experienced as crisis, family members often want to make huge decisions even though everything seems out of
balance. Therapists immediately become one of the family’s external resources
with a primary responsibility to help individuals reconnect with their internal
resources and strengths, which are often not recognized.
Somewhat paradoxically, change is facilitated by staying present and by not
trying to change anything at all. Staying with feelings and present experience,
ﬁnding ways to become grounded and rebalanced, and reconnecting with useful internal parts and external resources help people to develop new possibilities. With support and practice, new possibilities become a new integration—a
new routine and, therefore, a new status quo.
When sources of disruption are extreme, such as an affair in a relationship, a divorce, or a death, therapists often are challenged to deal with family
members in chaos. For example, when Stan’s wife left him, Stan initially felt
devastated and totally blamed himself for another failure. Using a process lens,
a family therapist would acknowledge Stan’s hurt and fear but be open to exploring other feelings Stan may have, such as betrayal, disappointment, and
hopelessness. The most direct route to get to these additional concerns is to
simply stay focused on what Stan is feeling in the present.
The process of therapy is intimately connected to the process of change.
Carl Whitaker (1976, 1989) used to play with both family process and the process of therapy. He did so with a co-therapist present during many years of
therapy experience. Like most family therapists, he recognized that systems
were more powerful than individuals—and that the family counselor can easily
become triangulated or incorporated into the systemic processes of the family.
In a sense, Whitaker became a source of disruption that initiated the family
into a new change process. In one session, he suggested that if the woman was
depressed someone in the family must want her dead (Whitaker & Bumberry,
1988). This systems intervention goes beyond what the family is initially willing to consider and invites them into a shared responsibility for the welfare of
the woman. At the heart of Whitaker’s therapy are these very important process
questions.
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• What is the family doing with its time in therapy?
• What are the family members experiencing, and what am I experiencing
with each family member?
• What place does my informed and educated intuition have in this therapeutic process?
• What is my best use of self with this family?
• What is happening right now?
The eight lenses described here are multidimensional and were developed
across several models of family therapy. They serve as a basic structure for assessment. To use them effectively, however, the lenses must be integrated into
a coherent therapeutic process. The next section clariﬁes how this might be
done.

A Multilensed Process of Family Therapy
The eight lenses described in the previous section presuppose certain assumptions about families, the therapist, and family therapy. Families are multilayered
systems that both affect and are affected by the larger systems in which they
are embedded. Families can be described in terms of their individual members and the various roles they play, the relationships between the members,
and the sequential patterns of the interactions. In addition, nuclear families
in a global community are often part of extended, if distant, families; multiple
families make up a community; multiple communities make up both regions
and cultures, which in turn constitute nations (or society). The power of these
macrosystems to inﬂuence family life—especially in the areas of gender and
culture—is signiﬁcant. Given our presuppositions about families and the larger systems in which families are embedded, a multilensed approach to family
therapy is essential.
Several forms and structures have been proposed for integrative models
of family counseling and therapy (e.g., Carlson, Sperry, & Lewis, 2005; Gladding,
2007; Hanna, 2007; Nichols, 2006, 2007; Worden, 2003). The integrative model
we have chosen to present here is similar to the “blueprint for therapy” proposed
by Breunlin and colleagues (1997, pp. 281–316), but it allows for an enlarged
integration of ideas from multiple models of family therapy. Similar to a piece
of classical music, the process of family therapy, it seems to us, has movements.
These movements can be described as separate experiences embedded in the
larger ﬂow of therapy. In this section we describe four general movements,
each with different tasks: forming a relationship, conducting an assessment,
hypothesizing and sharing meaning, and facilitating change. In rare instances,
these four movements might occur within a single session; in most cases, however, each movement requires multiple sessions.

Forming a Relationship
Over the years, family systems therapists have used a wide range of metaphors
to describe the role of the therapist and the therapeutic relationship. As you
have seen in the two previous chapters, in the last decade, the emergence of
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feminist and postmodern models in therapy has moved the ﬁeld of family therapy toward more egalitarian, collaborative, cooperative, co-constructing relationships (see Andersen, 1987, 1991; Anderson, 1993; Anderson & Goolishian,
1992; Epston & White, 1992; Luepnitz, 1988).
The debate Carl Rogers (1980) ﬁ rst introduced to individual therapy in the
1940s has reemerged within family therapy in the form of these questions:
• What expertise does the therapist have in relation to the family, and how
should that expertise be used?
• How directive should therapists be in relation to families, and what does
that say about uses of power in therapy?
We believe a multilensed approach to family therapy is best supported by a collaborative therapist–client relationship in which mutual respect, caring, empathy, and a genuine interest in others is primary. In addition, we believe directed
actions and enactments are most useful when they are a joint venture of both
the therapist and the family.
Therapists begin to form a relationship with clients from the moment of ﬁrst
contact. In most cases, we believe therapists should make their own appointments, answer initial questions clients may have, and give clients a sense of what
to expect when they come. This is also a time when counselors can let families
know their position on whether all members should be present. Some family
therapists will work with any of those members of the family who wish to come;
others will only see the family if everyone is a part of the therapy session.
From the moment of ﬁrst face-to-face contact, good therapeutic relationships start with efforts at making contact with each person present (Satir & Bitter,
2000). Whether it is called joining, engagement, or simple care and concern, it
is the therapist’s responsibility to meet each person with openness and warmth.
Generally, a focused interest on each family member helps to reduce the anxiety
the family may be feeling.
Therapeutic process and structure are part of the therapist’s job description. It is important for family members to introduce themselves and to express
their concerns, but the therapist should not focus too tightly on content issues.
Understanding family process is almost always facilitated by how questions.
Questions that begin with what, why, where, or when tend to overemphasize content details (Gladding, 2007).

Conducting an Assessment
The eight lenses we have proposed provide structure for conducting family assessments, but other assessment procedures, such as genograms (McGoldrick,
Gerson, & Shellenberger, 1999), circular questioning, or even formal tests and
rating scales (see, for example, Gottman, 1999), may also be useful.
As the therapist listens to family members describe their hopes for the family, it is often difﬁcult to keep all eight perspectives going at once. Focusing on
the meta-issues presented in content is one way to begin to select lenses that
will provide meaning for the therapist and the family. For example, suppose
Tammy is upsetting the family system by ignoring the curfew her parents have
set for her. The therapist might ask: “What will happen if Tammy stays out past
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curfew and is picked up by the police? Who will be most upset by this?” Here
is her father’s reply:
I will probably be the most upset on the outside. I tend to go off before I think,
and then I regret it later. On the other hand, her mother may not show it immediately, but her hurt will stay with her longer, and then she will get mad at
me for “letting Tammy off the hook.” She will say that Tammy is manipulating
me, but I just don’t see why we should keep ﬁghting about things. It doesn’t do
any good. We ﬁght, and Tammy disappears. She wants to run with the big kids,
some of whom are in college, over 18, and have no curfew.

The therapist might chose to select any one of these lenses for further inquiry:
Internal Family Systems: Work with anger and guilt parts.
Sequences: Work related to the sequential patterns for resolving conﬂ ict and
handling problems.
Gender Lens: Work related to the roles of men, women, and female children in
families.
Developmental Lens: Work around issues related to Tammy wanting to be older
than she is.
In the assessment process, it is helpful to inquire about family perspectives
on issues inherent in each of the lenses. We have already noted some questions
related to a few of the lenses. Here are some starting questions for each lens
that may be useful in a more detailed assessment.
Internal Family Systems
• What does each family member bring to the session?
• How does each person describe who he or she is?
• At times the various parts of an individual are polarized. Which parts
cause internal conﬂ icts for each member of the family?
• Are certain parts of the family members being ignored?
The Teleological Lens
• What are the feelings and behaviors of various family members revealing
about the situation?
• What purpose is being served when the children interact with their parents in the way they do?
• What are the goals of each family member? What goals does each family
member have for the other people in the family?
Sequences
•
•
•
•
•

What routines support the daily living of each member of the family?
Who makes decisions? How are conﬂ icts resolved or problems handled?
What parts are involved in the most common sequences in the family?
What is a typical day like?
What processes, patterns, or sequences characterize current or past transitions for the family?
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The Organization Lens
•
•
•
•
•

Are the parents effective leaders of the family?
How do the children respond to parental leadership?
Is the process of leadership balanced or imbalanced?
Does it lead to harmony or conﬂict?
Does the family need further education about effective leadership, or are
there internal parts that constrain such leadership?
The Developmental Lens

• Where is each person in the family in relation to personal biological, cognitive, emotional, and social development?
• Where is the family in the family life cycle, and how are they handling
transitions?
• What relational processes have developed over time, and how have they
changed or developed through transitional periods?
• What developments in larger systems (especially society or the world) are
affecting the family?
The Multicultural Lens
• What cultures are in the family backgrounds of each of the family members?
• In what culture or region is the family currently living?
• Is immigration or migration a recent family experience?
• How do economics, education, ethnicity, religion, race, regional background, gender, and age affect family processes?
• How is the ﬁt between the therapist and the family with regard to economics, education, ethnicity, religion, gender, age, race, majority/minority
status, and regional background?
The Gender Lens
• What gender role is each member of the family assuming?
• What effects has patriarchy had on this family and its members?
• Where are family members in terms of gender development: traditional,
gender-aware, polarized, transitional, or balanced?
• What ideas in relation to gender need to be afﬁrmed or challenged?
• What effect would role reversals have on the personal parts and relational
activities of the family members?
• What is the impact of the community’s beliefs about men and women on
the members of this family?
The Process Lens
• Are there family members who lack a clear sense of purpose, function out
of awareness, have poor contact with others, or lack experiences to support a productive life?
• Where is this family in the process of change?
• What resources (internal or external) need to be accessed?
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• What am I, as the therapist, experiencing, and what does it tell me about
the relationship and process of therapy?
• Which communication patterns do family members use under stress?

Hypothesizing and Sharing Meaning
To hypothesize is to form a set of ideas about people, systems, and situations
that focus meaning in a useful way. In multilensed family therapy, hypothesizing ﬂows from understandings generated by work through the eight lenses discussed previously. Two questions are germane to the form of hypothesizing
one chooses to do: (1) How much faith do the therapist and the family have in
the ideas they generate? (2) How much of an inﬂuence is the therapist willing
to be in the lives of people and families?
Family counselors, like individual therapists, cannot avoid inﬂuencing
the family and its members. The question is: What kind of inﬂuence will the
therapist bring to the session? Satir and Bitter (2000) suggest that family therapists cannot be in charge of the people but that they need to be in charge of
the process; that is, they own the responsibility for how therapy is conducted.
Feminists and social constructionists are, perhaps, the most expressive of their
concerns about the misuse of power in therapy. They are joined by multiculturalists, person-centered therapists, Adlerians, and existentialists, to name a few,
who have also witnessed the often unconscious imposition of “dominant culture” in therapy. In the early days of family therapy, the mostly male therapists
often ignored the effects on family life of patriarchy, poverty, racism, cultural
discrimination and marginalization, homo-prejudice, and other societal problems. At the strategic-structural end of the continuum, therapists were more
likely to claim a certain expertise in systems work that allowed them to make
direct interventions in the enactment of “needed” changes in the family. To
counteract therapeutic abuses and what some perceived to be an ongoing
misuse of power in therapy, some narrative therapists adopted a decentered
position in relation to the family (White, 1997). Like person-centered therapists
before them, de-centered therapists seek to keep families and family members
at the center of the therapeutic process.
It is important for families to be invited into respectful, essentially collaborative dialogues in therapeutic work. The different perspectives discovered
in this work tend to coalesce into working hypotheses, and sharing these ideas
provides the family with a window into the heart and mind of the therapist
as well as themselves. Sharing hypotheses almost immediately invites and invokes feedback from various family members. And it is this feedback that allows the therapist and the family to develop a good ﬁt with each other, which in
turn tends to cement a working relationship.
The tentative hypothesizing and sharing process that Dreikurs (1950, 1997)
developed is well designed for the kind of collaborative work envisioned here.
Dreikurs would use a passionate interest and curiosity to ask questions and
gather together the subjective perspectives of family members. And he would
honor ideas that individuals brought to their joint understanding. When he
had an idea that he wanted to share, he would often seek permission for his
disclosure:
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1. I have an idea I would like to share with you. Would you be willing to hear
it?
2. Could it be that . . .
The value of this way of presenting hypotheses is that it invites families and
family members to consider and to engage without giving up their right to discard anything that does not ﬁt. When a suggested idea does not ﬁt, the therapist
is then clear about letting it go and letting the family redirect the conversation
toward more useful conceptualizations.

Facilitating Change
Facilitating change is what happens when family therapy is viewed as a joint
or collaborative process. Techniques are more important to models that see the
therapist-as-expert and in charge of making change happen. Collaborative approaches require planning. “Planning can still include what family therapy has
called techniques or interventions, but with the family’s participation” (Breunlin
et al., 1997, p. 292). Two of the most common forms for facilitation of change are
enactments and assignment of tasks. Both of these processes work best when
the family co-constructs them with the therapist—or at least accepts the rationale
for their use.
Even within the change process, the ﬁ rst seven lenses can be used as a
guide for preferred or desired outcomes. In general, internal parts function
best when they are balanced (not polarized) and when the individual experiences personal parts as resources. Being able to think is usually more useful
than emotional reactivity; being able to feel is better than not feeling; good contact with others is more rewarding than isolation or self-absorption; and taking
reasonable risks in the service of growth and development is more beneﬁcial
than stagnation or a retreat into fear.
Further, knowing the goals and purposes for our behaviors, feelings, and
interactions tends to give us choices about their use. Similarly, understanding
the patterns we enact in face-to-face relationships, the ebbs and ﬂows of life, or
across generations provide multiple avenues for challenging patterns and the
enactment of new possibilities.

Family Systems Therapy From a Multicultural
Perspective
Strengths From a Diversity Perspective
One of the strengths of the systemic perspective in working from a multicultural framework is that many ethnic and cultural groups place great value on
the extended family. If therapists are working with an individual from a cultural background that gives special value to including grandparents, aunts, and
uncles in the treatment, it is easy to see that family approaches have a distinct
advantage over individual therapy. Family therapists can do some excellent
networking with members of the extended family.
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In many ways, family therapists are like systems anthropologists. They approach each family as a unique culture whose particular characteristics must
be understood. Like larger cultural systems, families have a unique language
that governs behavior, communication, and even how to feel about and experience life. Families have celebrations and rituals that mark transitions, protect
them against outside interference, and connect them to their past as well as a
projected future.
Just as differentiation means coming to understand our family well enough
to be a part of it—to belong—and also to be separate and our own person, understanding cultures allow therapists and families to appreciate diversity and
to contextualize family experiences in relation to the larger cultures. Today,
family therapists explore the individual culture of the family, the larger cultures to which the family members belong, and the host culture that dominates
the family’s life. They look for ways in which culture can both inform and modify family work. Interventions are no longer applied universally, regardless of
the cultures involved: rather, they are adapted and even designed to join with
the cultural systems.

Shortcomings From a Diversity Perspective
Given the multicultural lens and collaborative approach of family systems
therapy, it is difﬁcult to ﬁ nd shortcomings from a diversity perspective. This
model of family therapy embraces attitudes, knowledge, and skills that are
essential to a multicultural perspective. Perhaps the major concern for nonWestern cultures would be with regard to the balance that this model advocates for the individual versus the collective. The process of differentiation occurs in most cultures, but it takes on a different shape due to cultural
norms. For instance, a young person may become separate from her parents
yet not move out of the house. When ethnic-minority families immigrate to
North America, their children often adapt to a Western concept of differentiation. In such cases, the intergenerational process of therapy is appropriate
if the therapist is sensitive to the family-of-origin’s cultural roots. Although
a multilensed approach addresses the notion of togetherness and individuality from a balanced perspective, many non-Western cultures would not embrace a theory that valued individuality above loyalty to family in any form.
Nor would non-Western cultures have the same conceptualizations of time
or even emotions. Therapists, regardless of their model of therapy, must ﬁnd
ways to enter the family’s world and honor the traditions that support the
family.
A possible shortcoming of the practice of family therapy involves practitioners who assume Western models of family are universal. Indeed, there are
many cultural variations to family structure, processes, and communication.
Family therapists are challenged to broaden their views of individuation, appropriate gender roles, family life cycles, and extended families. Some family
therapists focus primarily on the nuclear family, which is based on Western
notions, and this could clearly be a shortcoming in working with clients in extended families.
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Family Therapy Applied to the Case of Stan

k

In our work with Stan in this modality, we
include examples of forming a relationship
and joining, reading Stan’s genogram, a
multilensed assessment, reframing, boundary setting
in therapy, and facilitating change. In the field of family therapy there are many useful models and ways to
work with families. The processes described here do
not represent the right way to do family systems therapy; rather, they represent some possible ways to work
from a multilensed approach.
At an intake interview, a family therapist meets
with Stan to explore his issues and concerns and to
learn more about him and his life situation. As they
talk, the therapist brings an intense interest and curiosity to the interview and wonders out loud about the
familial roots of some of Stan’s problems. It does not
take much of an inquiry to learn that Stan is still very
much engaged with his parents and siblings, no matter how difficult these relationships have been for him.
This initial conversation involves the development of
a genogram of Stan’s family of origin (see Figure 14.1).
This map will serve both Stan and the therapist as a
guide to the people and the processes that influence
Stan’s life.
Stan’s genogram is really a family picture, or map,
of his family-of-origin system. In this genogram, we
learn that Stan’s grandparents tend to have lived fairly
long lives. Stan’s maternal grandparents are both alive.
The shaded lower half of their square and circle indicates that each had some problem with alcohol. In the
case of Tom, Stan reports that he was an admitted alcoholic who recommitted himself to Christ and found
help through Alcoholics Anonymous. Stan’s maternal
grandmother always drank a little socially and with her
husband, but she never considered herself to have a
problem. In her later years, however, she seems to secretly use alcohol more and more, and it is a source of
distress in her marriage. Stan also knows that Margie
drinks a lot, because he has been drinking with his aunt
for years. She is the one who gave him his first drink.
Angie, Stan’s mother, married Frank Sr. after he
had stopped drinking, also with the help of AA. He

still goes to meetings. Angie is suspicious of all men
around alcohol. She is especially upset with Stan and
with Judy’s husband, Matt, who “also drinks too much.”
The genogram makes it easy to see the pattern of alcohol problems in this family.
The jagged lines /\/\/\/\ between Frank Sr. and
Angie indicate conflict in the relationship. The three
solid lines === between Frank Sr. and Frank Jr., and
between Angie and Karl, indicate a very close or even
fused relationship. The double lines ==== between
Karl and Stan are used to note a close relationship only.
As we will see, Karl actually looks up to Stan in this family. The dotted lines . . . . . between Frank Sr. and Stan
and between Frank Jr. and Stan indicate a distant or
even disengaged relationship.
Since the family therapist believes that the whole
family is involved in Stan’s use of alcohol, she spends
a good part of the first session exploring with Stan
processes for asking his other family members to join
him in therapy. Stan may have many difficulties, but at
the moment his difficulty with alcohol is the primary
focus. Alcohol is a negative part of his life, and as such
it has systemic meaning. It may have started out as a
symptom of other problems, but now the alcohol is
a problem in itself. From a systemic perspective, the
questions are “How does this problem affect the family?”
and “Is the family using this problem to serve some
other purpose?”
In the first therapy session with the family, the
therapist’s main focus is in forming a relationship with
each of the family members, but even here, a variety of
approaches present themselves.
THERAPIST [to Frank Sr.]: I know coming here was an inconvenience for you, but I want you to know how
appreciative I am that you came. Can you tell me
what it’s like for you to be here? [forming a relationship through joining]
FRANK SR.: Well, I have to tell you that I don’t like it much.
[pause] Things are a lot different today than they
used to be. We didn’t have counseling 20 years
ago. I had a problem with drinking at one point,
(continues)
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= Problem with alcohol

FIGURE 14.1 Three Generation Genogram of Stan’s Family

Family Therapy Applied
to the Case of Stan (continued)
but I got over it. I just quit—on my own. That’s
what Stan needs to do. He just needs to stop.
THERAPIST: So I’m hearing that life is better for you
without alcohol, and you would like Stan’s life to
be better too. [reframing]

FRANK SR.: Yeah. I’d like his life to be better in a lot of
different ways.
THERAPIST: Angie, what about you? What is it like for you
to be here? [forming a relationship with each member]
ANGIE: It’s heartbreaking. It’s always heartbreaking. He
[referring to Frank Sr.] makes it sound as if he just summoned up his own personal power and quit drinking through his own strength of character. That’s a
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laugh. I threatened to leave him. That’s what really
happened. I was ready to get a divorce! And we’re
Catholics. They don’t get divorced. [possible face-toface sequence around family stress and coping]
THERAPIST: So you’ve been through this before.
ANGIE: Oh my, yes. My father and mother drank. Dad
still does. My sister won’t admit it, but she drinks
too much. She goes crazy with it. Judy’s husband
has a problem. I’m surrounded by alcoholics. I get
so angry. I wish they would all just die or go away.
[possible trangenerational family sequence: an avenue for exploring values, beliefs, and rules]
THERAPIST: So this is something the whole family has
been dealing with for a long time.
ANGIE: Not everyone. I don’t drink. Frankie and Judy don’t
drink. And Karl doesn’t seem to have a problem.
THERAPIST: Is that how the family gets divided: into
those who drink and those who don’t? [possible
organization lens application]
JUDY: Drinking isn’t the only problem we have. It’s
probably not even the most important.
THERAPIST: Say more about that.
JUDY: Stan has always had it hard. I feel sorry for him.
Frankie is clearly Dad’s favorite [Frank Sr. protests, saying he doesn’t have favorites], and things have always
come easily for me. And Karl, he gets whatever he
wants. He’s Mom’s favorite. Mom and Dad have
fought a lot over the years. None of us have been that
happy, but Stan seems to have the worst of it. [again,
possible sequence and organization lens applications]
FRANK JR.: As I remember it, Stan gave Dad and Mom
a lot to fight about. He was always messing up in
one way or another.
THERAPIST: Frankie, when your father was talking earlier, I sensed he had some disappointment about
Stan too, but he also wanted to see things work out
better for him. Is that true for you too? [reframing
Frankie’s comment, maintaining a focus on new possibilities and new relations that might be developed]
FRANK JR.: Yes. I would like his life to be better.
The initial part of this counseling session has
been devoted to meeting family members, listening
intently to the multiple perspectives they present, and
reframing Stan’s problem into a family desire for a positive outcome. Although there is a long way to go, the
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seeds of change have already been planted. There is
evidence in these early interactions that Stan’s problem has a multigenerational context. If this context is
explored, family sequences that support and maintain
alcohol as a problem may be identified. It is possible to
track these interactions and to work toward more congruent communications. Evolving relational, organizational, developmental sequences might be explored
as a means of freeing family members for new possibilities in their life together. Among other possibilities
still to be explored are perspectives related to gender and culture. If the therapist were just listening to
Stan, only one point of view would be evident. In this
family session, multiple perspectives and the entire
interactive process become clear in a very short time.
As the family interview proceeds, a number of
possibilities are presented for consideration. The therapist considers and may structure therapy around any
or all of the following possibilities:
1. Stan’s parents have not been a well-functioning
leadership team for a long time, and both their
spousal relationship and their parenting have
suffered.
2. The adult siblings need a new opportunity to
function together without the influence and
distractions continually imposed by the parents.
3. Stan has been reduced to a single part (his alcoholic part), and his description and experience of
himself needs to be enlarged—both for his own
perspective and in the eyes of others.
A new place for Stan in the family, a better way of
relating, and an ability to access “lost” parts of his internal system are all critical to winning his battle with alcohol. As therapy continues, it becomes clear that two
separate relational–organization hypotheses must be
explored. One is that the spousal relationship has been
defined by the problem of alcohol too, and it has not
evolved or developed in any kind of positive way over
the years. Two, the transgenerational sequences have
targeted Stan and assigned him to a fixed role that he
has been expected to play that has blocked development past his middle to late adolescence, which was
the period in which he started drinking.
(continues)
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Follow-Up: You Continue as Stan’s
Family Therapist (continued)
Use these questions to help you think about how you
would counsel Stan from a family systems perspective:

• What unique values do you see in working with
Stan from a multilensed, systemic perspective as
opposed to an individual therapy approach?
• What internal parts might Stan reaccess as he
continues in therapy? What parts of him might
be polarized?

• Assuming that Stan was successful in getting
at least some of his family members to another
session, where would you begin? Would you
get everyone involved in the sessions? If so, how
would you do that?
• What are some specific ways to explore other
lenses with this family?
• What hypotheses are you developing, and how
would you share them with the family?
• Are there systemic interventions that you would
find hopeful in terms of facilitating change?

Summary and Evaluation
Let’s ﬁrst review the themes that unite the many approaches to family therapy,
with particular emphasis on the multilensed approach.

BASIC ASSUMPTION If we hope to work therapeutically with an individual,
it is critical to consider him or her within the family system. An individual’s
problematic behavior grows out of the interactional unit of the family as well as
the larger community and societal systems.

FOCUS OF FAMILY THERAPY Most of the family therapies tend to be brief because families who seek professional help typically want resolution of some
problematic symptom. Changing the system can stimulate change quickly.
In addition to being short-term, solution-focused, and action-oriented, family
therapy tends to deal with present interactions. The main focus of family therapy is on here-and-now interactions in the family system. One way in which
family therapy differs from many individual therapies is its emphasis on how
current family relationships contribute to the development and maintenance
of symptoms.
ROLE OF GOALS AND VALUES Speciﬁc goals are determined by the practitioner’s orientation or by a collaborative process between family and therapist.
Global goals include using interventions that enable individuals and the family
to change in ways that will reduce their distress. Tied to the question of what
goals should guide a therapist’s interventions is the question of the therapist’s
values. Family therapy is grounded on a set of values and theoretical assumptions. Ultimately, every intervention a therapist makes is an expression of a
value judgment. It is critical for therapists, regardless of their theoretical orientation, to be aware of their values and monitor how these values inﬂuence their
practice with families.
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HOW FAMILIES CHANGE An integrative approach to the practice of family
therapy includes guiding principles that help the therapist organize goals, interactions, observations, and ways to promote change. Some perspectives of
family systems therapy focus on perceptual and cognitive change, others deal
mainly with changing feelings, and still other theories emphasize behavioral
change. Regardless of the lens that a family therapist operates from, change
needs to happen in relationships, not just within the individual.
TECHNIQUES OF FAMILY THERAPY The intervention strategies therapists
employ are best considered in conjunction with their personal characteristics.
Goldenberg and Goldenberg (2008) and Nichols (2006, 2007) emphasize that
techniques are tools for achieving therapeutic goals but that these intervention strategies do not make a family therapist. Personal characteristics such as
respect for clients, compassion, empathy, and sensitivity are human qualities
that inﬂuence the manner in which techniques are delivered. It is also essential to have a rationale for the techniques that are used, with some sense of the
expected outcomes. Faced with meeting the demands of clinical practice, practitioners will need to be ﬂexible in selecting intervention strategies. The central
consideration is what is in the best interests of the family.
A multilensed approach to family therapy is more complex than models
with a singular focus. At least initially, some of the conﬁdence and clarity that
might be gained from a single approach may be lost, but in time the ﬂexibility
to change directions is an asset. We have presented a structure for therapy
that is useful across models. We have integrated a substructure for the use of
multiple perspectives (lenses) in assessment, hypothesizing, and facilitating
change. And we have described a collaborative process for therapy in which
both the family and the therapist share inﬂuence according to the needs of the
situation. It is our hope that this chapter gives you enough of an introduction
to the diverse ﬁeld of family therapy that you will want to learn more through
reading as well as watching the many videotapes currently available.

Contributions of Family Systems Approaches
One of the key contributions of most systemic approaches is that neither the
individual nor the family is blamed for a particular dysfunction. The family is
empowered through the process of identifying and exploring internal, developmental, and purposeful interactional patterns. At the same time, a systems
perspective recognizes that individuals and families are affected by external
forces and systems, among them illness, shifting gender patterns, culture, and
socioeconomic considerations. If change is to occur in families or with individuals, therapists must be aware of as many systems of inﬂuence as possible.
Most of the individual therapies considered in this textbook fail to give a
primary focus to the systemic factors inﬂuencing the individual. Family therapy redeﬁnes the individual as a system embedded within many other systems,
which brings an entirely different perspective to assessment and treatment.
An advantage to this viewpoint is that an individual is not scapegoated as the
“bad person” in the family. Rather than blaming either the “identiﬁed patient”

440

PART TWO k Theories and Techniques of Counseling
or a family, the entire family has an opportunity (a) to examine the multiple
perspectives and interactional patterns that characterize the unit and (b) to
participate in ﬁnding solutions.

Limitations and Criticisms of Family Systems Approaches
In the early days of family therapy, therapists all too often got lost in their
consideration of the “system.” In adopting the language of systems, therapists began to describe and think of families as being made up of “dyads” and
“triads”; as being “functional” or “dysfunctional,” “stuck” or “unstuck,” and
“enmeshed” or “disengaged”; and as displaying “positive” and “negative” outcomes and “feedback loops.” It was as if the family was a well-oiled machine
or perhaps a computer that occasionally broke down. Just as it was easy to ﬁ x a
machine without an emotional consideration of the parts involved, some therapists approached family systems work with little concern for the individuals as
long as the “whole” of the family “functioned” better. Enactments, ordeals, and
paradoxical interventions were often “done to” clients—sometimes even without their knowledge (see Haley, 1963, 1976, 1984; Minuchin & Fishman, 1981;
Selvini Palazzolli, Boscolo, Cecchin, & Prata, 1978).
Feminists were perhaps the ﬁrst, but not the only, group to lament the loss
of a personal perspective within a systemic framework. As the ﬁeld moves now
toward an integration of individual and systemic frameworks, it is important
to reinvest the language of therapy with human emotional terminology that
honors the place real people have always held in families.

Where to Go From Here
To learn more about family systems approaches to therapy, join the International
Association of Marriage and Family Counselors (IAMFC), a division of the
ACA. The Family Journal is the ofﬁcial journal of IAMFC, and it aims to advance
the theory, research, and practice of counseling with couples and families from
a family systems perspective. In addition to other membership beneﬁts, IAMFC
members receive a subscription to The Family Journal. For more information
about this association, contact:
International Association of Marriage and Family Counselors
Website: www.iamfc.com.
Another option is to join the American Association for Marriage and Family
Therapy, which has a student membership category. You must obtain an ofﬁcial
application, including the names of at least two Clinical Members from whom
the association can request ofﬁcial endorsements. You also need a statement
signed by the coordinator or director of a graduate program in marital and
family therapy in a regionally accredited educational institution, verifying your
current enrollment. Student membership may be held until receipt of a qualifying
graduate degree or for a maximum of 5 years. Members receive the Journal of Marital and Family Therapy, which is published four times a year, and a subscription to
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six issues yearly of The Family Therapy Magazine. For a copy of the AAMFT Code
of Ethics, membership applications, and further information, contact:
American Association for Marriage and Family Therapy
112 South Alfred Street
Alexandria, VA 22314-3061
Telephone: (703) 838-9808
Fax: (703) 838-9805
Website: www.aamft.org
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Introduction
This chapter will help you think about areas of convergence and divergence among
the 11 therapeutic systems covered in this book. Although these approaches all
have some goals in common, they have many differences when it comes to the
best route to achieve these goals. Some therapies call for an active and directive
stance on the therapist’s part, and others place value on clients being the active
agent. Some therapies focus on bringing out feelings, others stress identifying cognitive patterns, and still others concentrate on actual behavior. The key challenge is
to ﬁnd ways to integrate certain features of each of these approaches so that you
can work with clients on all three levels of human experience.
The ﬁeld of psychotherapy is characterized by a diverse range of specialized
models. With all this diversity, is there any hope that a practitioner can develop
skills in all of the existing techniques? How does a student decide which theories
are most relevant to practice? And what is the basis for deciding which methods
are most effective for a given client? According to John Norcross (personal communication, February 15, 2007), it seems customary today to combine the best techniques and commonalities from the major theories of counseling and psychotherapy. Yet looking for commonalities is relatively new. Practitioners have been battling
over the “best” way to bring about personality change dating back to the work of
Freud. For decades, counselors were resistant to integration, often to the point of
denying the validity of alternative theories and of ignoring effective methods from
other theoretical schools. The early history of counseling is full of theoretical wars.
Only recently have most practitioners seriously considered integrating the best
ideas from the various schools rather than searching for the best theory.
Since the early 1980s, psychotherapy integration has developed into a clearly
delineated ﬁeld. It is now an established and respected movement that is based
on combining the best of differing orientations so that more complete theoretical models can be articulated and more efﬁcient treatments developed (Goldfried, Pachankis, & Bell, 2005). The Society for the Exploration of Psychotherapy
Integration, formed in 1983, is an international organization whose members
are professionals working toward development of therapeutic approaches that
transcend single theoretical orientations.
In this chapter I consider the advantages of developing an integrative perspective for counseling practice. I also present a framework to help you begin to
integrate concepts and techniques from various approaches. As you read, start
to formulate your own personal perspective for counseling. Rather than merely
reviewing the material in this chapter, look for ways to synthesize diverse elements from different theoretical perspectives. As much as possible, be alert to
how these systems can function in harmony.

The Movement Toward Psychotherapy Integration
A large number of therapists identify themselves as “eclectic,” and this category covers a broad range of practice. At its worst, eclectic practice consists of
haphazardly picking techniques without any overall theoretical rationale. This
is known as syncretism, wherein the practitioner, lacking in knowledge and
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skill in selecting interventions, grabs for anything that seems to work, often
making no attempt to determine whether the therapeutic procedures are indeed effective. Such an uncritical and unsystematic combination of techniques
is no better than a narrow and dogmatic orthodoxy. This pulling of techniques
from many sources without a sound rationale results in syncretistic confusion
(Lazarus, 1986, 1996b; Lazarus, Beutler, & Norcross, 1992; Norcross & Beutler,
2008).
Corsini (2008) believes “that all good therapists adopt an eclectic stance”
(p. 10). However, he is not implying that therapists lack a particular theory
as a framework, nor does he mean that the speciﬁc techniques used are not
associated with a particular theory. Instead, Corsini believes “that technique
and method are always secondary to the clinician’s sense of what is the right
thing to do with a given client at a given moment in time, irrespective of
theory” (p. 10).
Psychotherapy integration is best characterized by attempts to look beyond
and across the conﬁnes of single-school approaches to see what can be learned
from other perspectives. The majority of psychotherapists do not claim allegiance to a particular therapeutic school but prefer, instead, some form of integration (Norcross, 2005; Norcross & Beutler, 2008). In a survey conducted by the
Psychotherapy Networker (2007), only 4.2% of respondents identiﬁed themselves
as being aligned with one therapy model exclusively. The rest, 95.8%, claimed
to be integrative, meaning they combined a variety of methods or approaches in
their counseling practice.
The integrative approach is characterized by openness to various ways
of integrating diverse theories and techniques, and there is a decided preference for the term integrative over eclectic (Norcross, Karpiak, & Lister, 2005).
Although different terms are sometimes used—eclecticism, integration, convergence, and rapprochement—the goals are very similar. The ultimate goal
of integration is to enhance the efﬁciency and applicability of psychotherapy
(Norcross & Beutler, 2008). Dattilio and Norcross (2006) and Norcross and Beutler (2008) describe four of the most common pathways toward the integration
of psychotherapies: technical eclecticism, theoretical integration, common factors approach, and assimilative integration. Although all of these approaches
to integration look beyond the restrictions of single approaches, they all do so
in distinctive ways.
Technical eclecticism aims at selecting the best treatment techniques for
the individual and the problem. It tends to focus on differences, chooses from
many approaches, and is a collection of techniques. This path calls for using
techniques from different schools without necessarily subscribing to the theoretical positions that spawned them. For technical eclectics, there is no necessary connection between conceptual foundations and techniques.
In contrast, theoretical integration refers to a conceptual or theoretical creation beyond a mere blending of techniques. This route has the goal of producing a conceptual framework that synthesizes the best aspects of two or more
theoretical approaches under the assumption that the outcome will be richer
than either theory alone. This approach emphasizes integrating the underlying
theories of therapy along with techniques from each.
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The common factors approach searches for common elements across different theoretical systems. Despite many differences among the theories, a recognizable core of counseling practice is composed of nonspeciﬁc variables common to all therapies. Some of these common factors include development of a
therapeutic alliance, opportunity for catharsis, practicing new behaviors, and
client positive expectations (Norcross & Beutler, 2008). These common factors
are thought to be at least as important in accounting for therapeutic outcomes
as the unique factors that differentiate one theory from another. Of all of the
approaches to integration, this perspective has the strongest empirical support
(Hubble, Duncan, & Miller, 1999).
The assimilative integration approach is grounded in a particular school
of psychotherapy, along with an openness to selectively incorporate practices
from other therapeutic approaches. Assimilative integration combines the advantages of a single coherent theoretical system with the ﬂexibility of a variety
of interventions from multiple systems.
One reason for the movement toward psychotherapy integration is the recognition that no single theory is comprehensive enough to account for the complexities of human behavior, especially when the range of client types and their
speciﬁc problems are taken into consideration. Because no one theory contains
all the truth, and because no single set of counseling techniques is always
effective in working with diverse client populations, integrative approaches
hold promise for counseling practice. Norcross and Beutler (2008) maintain
that effective clinical practice requires a ﬂexible and integrative perspective:
“Psychotherapy should be ﬂexibly tailored to the unique needs and contexts of
the individual client, not universally applied as one-size-ﬁts-all” (p. 485).
Practitioners who are open to an integrative perspective will ﬁnd that several theories play a crucial role in their personal counseling approach. Each
theory has its unique contributions and its own domain of expertise. By accepting that each theory has strengths and weaknesses and is, by deﬁ nition, “different” from the others, practitioners have some basis to begin developing a
theory that ﬁts for them. Let me caution that because it takes considerable time
to learn the various theories in depth, it is not realistic for any of us to expect
that we can integrate all the theories. Instead, integration of some aspects of
some of the theories is a more realistic goal. Developing an integrative perspective is a lifelong endeavor that is reﬁned with clinical experience, reﬂection,
reading, and discourse with colleagues.

The Future of Psychotherapy Orientations: Some Predictions
The 11 systems discussed in this book have evolved in the direction of broadening their theoretical and practical bases, becoming less restrictive in their focus.
Many practitioners who claim allegiance to a particular system of therapy are
expanding their theoretical outlook and developing a wider range of therapeutic techniques to ﬁt a more diverse population of clients.
Norcross, Hedges, and Prochaska (2002) developed the Delphi poll to forecast the future of theories of psychotherapy over the next 10 years. The participants in the poll, who were considered experts in the ﬁeld of psychotherapy,
predicted that these theoretical orientations would increase the most: cognitive
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behavior therapy (CBT), multicultural counseling, cognitive therapy (Beck),
interpersonal therapy, technical eclecticism, theoretical integration, behavior therapy, family systems therapy, exposure therapies, and solution-focused
therapy. Therapeutic approaches that were predicted to decrease the most included classical psychoanalysis, implosive therapy, Jungian therapy, transactional analysis, Adlerian therapy, and the humanistic therapies. Prochaska and
Norcross (2007) state the poll revealed that methods and modalities of therapy
are changing:
[T]he consensus is that psychotherapy will become more directive, psychoeducational, technological, problem-focused, and briefer in the next decade.
Concomitantly, relatively unstructured, historically oriented, and long-term
approaches are predicted to decrease. . . . Short term is in, and long term on its
way out. (p. 543)

In the survey reported in the Psychotherapy Networker (2007), 68.7% of respondents stated that they use cognitive behavior therapy at least part of the time,
and CBT was used most often in combination with other methods. In addition,
over the next decade short-term therapy, psychoeducational groups for speciﬁc
disorders, crisis intervention, group therapy, and couples/marital therapy are
expected to increase (Norcross et al., 2002).

Integration of Multicultural Issues in Counseling
Multiculturalism is a reality that cannot be ignored by practitioners if they hope
to meet the needs of their diverse client groups. There is a growing movement
toward creating a separate multicultural theory of counseling and therapy (Sue,
Ivey, & Pedersen, 1996; Sue & Sue, 2008). However, I believe current theories,
to varying degrees, can and should be expanded to incorporate a multicultural
component. As I have consistently pointed out in this book, if contemporary
theories do not account for the cultural dimension, they will have limited applicability in working with culturally diverse client populations. For some theories, this transition is easier than for others.
Harm can come to clients who are expected to ﬁt all the speciﬁcations of
a given theory, whether or not the values espoused by the theory are consistent
with their own cultural values. Rather than stretching the client to ﬁt the dimensions of a single theory, practitioners must tailor their theory and practice to ﬁ t
the unique needs of the client. This calls for counselors to possess knowledge
of various cultures, be aware of their own cultural heritage, and have skills to
assist a wide spectrum of clients in dealing with the realities of their culture.
(This would be a good time to review the discussion of the culturally skilled
counselor in Chapter 2 and to consult Tables 15.7 and 15.8, which appear later
in this chapter.)
In your role as a counselor, you need to be able to assess the special needs
of clients. Depending on the client’s ethnicity and culture and on the concerns
that bring this person to counseling, you are challenged to develop ﬂexibility in
utilizing an array of therapeutic strategies. Some clients will need more direction, and even advice. Others will be very hesitant in talking about themselves
in personal ways, especially during the early phase of the counseling process.

452

PART THREE k Integration and Application
What may appear to be resistance is very likely to be the client’s response to
years of cultural conditioning and respect for certain values and traditions.
What the matter comes down to is your familiarity with a variety of theoretical
approaches and the ability to employ and adapt your techniques to ﬁt the personin-the-environment. It is not enough to merely assist your clients in gaining
insight, expressing suppressed emotions, or making certain behavioral changes.
The challenge is to ﬁnd practical strategies for adapting the techniques you
have developed to enable clients to question the impact their culture continues
to have on their lives and to make decisions about what they want to change.
Being an effective counselor involves reﬂecting on how your own culture inﬂuences you and your interventions in your counseling practice. This awareness
is critical in becoming more sensitive to the cultural backgrounds of the clients
who seek your help. Using an integrative perspective, therapists can encompass
social, cultural, spiritual, and political dimensions in their work with clients.

Integration of Spiritual/Religious Issues in Counseling
Contrary to past history, there is a growing awareness and willingness to explore spiritual and religious matters in the counseling ﬁeld (Hagedorn, 2005;
Polanski, 2003; Yarhouse & Burkett, 2002), as is reﬂected by the prominence of
these topics in the counseling literature (Hall, Dixon, & Mauzey, 2004; Sperry &
Shafranske, 2005). There is now widespread interest in the topic of spiritual and
religious beliefs—both the counselor’s and the client’s—and how such beliefs
might be incorporated in therapeutic relationships (Frame, 2003). Spirituality
and spiritual/religious issues that clients bring to psychotherapy can be basic
therapeutic considerations of all therapists (Sperry, 2007; Sperry & Shafranske,
2005). There is growing empirical evidence that our spiritual values and behaviors can promote physical and psychological well-being (Benson & Stark,
1996; Richards & Bergin, 1997; Richards, Rector, & Tjeltveit, 1999). It is clear
that spirituality is an important component for mental health, and its inclusion
in counseling practice can enhance the therapeutic process.
Spirituality has been described as that which “connects us to other people,
nature, and the source of life. The experience of spirituality is greater than ourselves and helps us transcend and embrace life situations” (Faiver, Ingersoll,
O’Brien, & McNally, 2001, p. 2). For some clients spirituality entails embracing
a religion, which can have many different meanings. Other clients value spirituality, yet do not have any ties to a formal religion. Whatever one’s particular
view of spirituality, it is a force that can help the individual make sense of the
universe and ﬁnd a purpose (or purposes) for living.
The U.S. population is highly religious: approximately 92% of the population is afﬁliated with a religion, and 96% profess a belief in God or a universal
spirit (Gallup, 1995). Spirituality and religion are critical sources of strength for
many clients—the bedrock for ﬁnding meaning in life—and can be a key factor
in promoting healing and well-being. Some clients cannot be understood without appreciating the central role of religious or spiritual beliefs and practices. I
believe spirituality should be addressed if it is a concern of the client.
There are many paths toward fulﬁlling spiritual needs, and it is not your task
as a counselor to prescribe any particular pathway. If clients give an indication
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that they are concerned about any of their beliefs or practices, this is a useful
focal point for exploration. The key here is that you remain ﬁ nely tuned to clients’
stories and to the purpose for which they sought therapy.

COMMON GOALS In some ways spirituality and counseling have similar goals.
Both emphasize learning to accept oneself, forgiving others and oneself, admitting one’s shortcomings, accepting personal responsibility, letting go of hurts
and resentments, dealing with guilt, and learning to let go of self-destructive
patterns of thinking, feeling, and acting.
Spiritual/religious values have a major part to play in human life and
struggles, which means that exploring these values has a great deal to do with
providing solutions for clients’ struggles. Because spiritual and therapeutic
paths converge in some ways, integration is possible, and dealing with a client’s
spirituality will often enhance the therapy process. Themes that have healing
inﬂuences include loving, caring, learning to listen with compassion, challenging clients’ basic life assumptions, accepting human imperfection, and going
outside of self-oriented interests (social interest). Both religion and counseling
help people ponder questions of “Who am I?” and “What is the meaning of
my life?” At their best, both counseling and religion are able to foster healing through an exploration of the role of shame and guilt in human behavior,
understanding the differences between blame and responsibility, healthy and
unhealthy guilt, and the power of sharing deeply human concerns.
IMPLICATIONS FOR ASSESSMENT AND TREATMENT Traditionally, when
clients come to a therapist with a problem, the therapist explores all the factors
that contributed to the development of the problem. Even though clients may
no longer consider themselves to be religious or spiritual, a background of involvement in religion can be explored as part of clients’ history. Because these
beliefs may have been factors in the development of the problem, they can be
explored in the counseling sessions.
Some practitioners believe it is essential to understand and respect clients’
religious beliefs and to include such beliefs in their assessment and treatment
practice (Faiver & O’Brien, 1993; Frame, 2003; Kelly, 1995). Frame (2003) presents
many reasons for including spirituality in assessments: understanding clients’
worldviews and the contexts in which they live, assisting clients in grappling
with questions regarding the purpose of their lives and what they most value,
exploring religion and spirituality as client resources, and uncovering religious
and spiritual problems. This information will assist the therapist in choosing
appropriate interventions.
Faiver and O’Brien (1993) believe the assessment process should include
questions pertaining to spiritual and religious issues as they are relevant to
clients’ presenting problems, questions about the roles religion and spirituality
have played or currently play in clients’ lives, and questions about how religious and spiritual beliefs might be related to clients’ cognitive, affective, and
behavioral processes. For example, is guilt an issue? What is the source of guilt,
and does it serve any functional purpose? And Kelly (1995) endorses the notion
of including items pertaining to general information about clients’ spirituality
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and religion that serve the purposes of (a) obtaining a preliminary indication
about the relevance of spirituality and religion for clients, (b) gathering information that the helper might refer to at a later point in the helping process, and
(c) indicating to clients that it is acceptable to talk about religious and spiritual
concerns.

YOUR ROLE AS A COUNSELOR As a counselor, it is your role to assist clients in clarifying their own values and in making their own decisions. Monitor
yourself to be sure you are separating your values from the values of your clients. If you are to effectively serve diverse client populations, it is essential that
you pay attention to your training and competence in addressing spiritual and
religious concerns your clients bring to therapy. In your work as a counselor,
it is essential that you understand your own spiritual/religious beliefs if you
hope to understand and respect the beliefs of your clients (Faiver et al., 2001).
For many clients in crisis, the spiritual domain offers solace, comfort, and is a
major sustaining power that keeps them going when all else seems to fail. The
guilt, anger, and sadness that clients experience often results from a misinterpretation of the spiritual and religious realm, which can lead to depression and
a sense of worthlessness. If you are adequately prepared to deal with these concerns, you can assist your clients in clearing up their misinterpretations. From
my vantage point, the emphasis on spirituality will continue to be important
in counseling practice, which makes it imperative that you prepare yourself to
work effectively with the spiritual and religious concerns of your clients.

The Challenge of Developing an Integrative Perspective
A survey of approaches to counseling and psychotherapy reveals that no common philosophy uniﬁes them. Many of the theories have different basic philosophies and views of human nature (Table 15.1). As the postmodern therapists
remind us, our philosophical assumptions are important because they inﬂuence which “reality” we perceive, and they direct our attention to the variables
that we are “set” to see. A word of caution, then: Beware of subscribing exclusively to any one view of human nature; remain open and selectively incorporate a framework for counseling that is consistent with your own personality
and your belief system.
Despite the divergences in the various theories, creative syntheses among
some models are possible. For example, an existential orientation does not necessarily preclude using techniques drawn from behavior therapy or from some
of the cognitive theories. Each point of view offers a perspective for helping
clients in their search for self. I encourage you to study all the major theories, to
resist being converted to any single point of view, and to remain open to what
you might take from the various orientations as a basis for an integrative perspective that will guide your practice.
In developing a personal integrative perspective, it is important to be alert
to the problem of attempting to mix theories with incompatible underlying assumptions. Lazarus (1995) asks, “How is it possible to blend two systems that
rest on totally different assumptions about the meaning, origins, development,
maintenance, signiﬁcance, and management of problems?” (p. 156). An advocate
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TABLE 15.1 The Basic Philosophies
Psychoanalytic therapy

Human beings are basically determined by psychic energy and by
early experiences. Unconscious motives and conﬂ icts are central
in present behavior. Irrational forces are strong; the person is
driven by sexual and aggressive impulses. Early development is
of critical importance because later personality problems have
their roots in repressed childhood conﬂ icts.

Adlerian therapy

Humans are motivated by social interest, by striving toward goals,
by inferiority and superiority, and by dealing with the tasks of life.
Emphasis is on the individual’s positive capacities to live in society
cooperatively. People have the capacity to interpret, inﬂuence, and
create events. Each person at an early age creates a unique style of
life, which tends to remain relatively constant throughout life.

Existential therapy

The central focus is on the nature of the human condition, which
includes a capacity for self-awareness, freedom of choice to decide
one’s fate, responsibility, anxiety, the search for meaning, being
alone and being in relation with others, striving for authenticity,
and facing living and dying.

Person-centered therapy

The view of humans is positive; we have an inclination toward
becoming fully functioning. In the context of the therapeutic
relationship, the client experiences feelings that were previously
denied to awareness. The client moves toward increased awareness, spontaneity, trust in self, and inner-directedness.

Gestalt therapy

The person strives for wholeness and integration of thinking, feeling, and behaving. Some key concepts include contact with self and
others, contact boundaries, and awareness. The view is nondeterministic in that the person is viewed as having the capacity to
recognize how earlier inﬂuences are related to present difﬁculties.
As an experiential approach, it is grounded in the here and now
and emphasizes awareness, personal choice, and responsibility.

Behavior therapy

Behavior is the product of learning. We are both the product and
the producer of the environment. No set of unifying assumptions
about behavior can incorporate all the existing procedures in the
behavioral ﬁeld. Traditional behavior therapy is based on classical and operant principles. Contemporary behavior therapy has
branched out in many directions.

Cognitive behavior therapy

Individuals tend to incorporate faulty thinking, which leads
to emotional and behavioral disturbances. Cognitions are the
major determinants of how we feel and act. Therapy is primarily
oriented toward cognition and behavior, and it stresses the role of
thinking, deciding, questioning, doing, and re-deciding. This is a
psychoeducational model, which emphasizes therapy as a learning process, including acquiring and practicing new skills, learning new ways of thinking, and acquiring more effective ways of
coping with problems.
(continues)
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TABLE 15.1 The Basic Philosophies

(continued)

Reality therapy

Based on choice theory, this approach assumes that we need
quality relationships to be happy. Psychological problems are
the result of our resisting the control by others or of our attempt
to control others. Choice theory is an explanation of human nature and how to best achieve satisfying interpersonal relationships.

Feminist therapy

Feminists criticize many traditional theories to the degree that
they are based on gender-biased concepts, such as being androcentric, gendercentric, ethnocentric, heterosexist, and intrapsychic. The constructs of feminist therapy include being gender-fair,
ﬂexible, interactionist, and life-span-oriented. Gender and power
are at the heart of feminist therapy. This is a systems approach
that recognizes the cultural, social, and political factors that
contribute to an individual’s problems.

Postmodern approaches

Based on the premise that there are multiple realities and multiple truths, postmodern therapies reject the idea that reality is
external and can be grasped. People create meaning in their lives
through conversations with others. The postmodern approaches
avoid pathologizing clients, take a dim view of diagnosis, avoid
searching for underlying causes of problems, and place a high
value on discovering clients’ strengths and resources. Rather than
talking about problems, the focus of therapy is on creating solutions in the present and the future.

Family systems therapy

The family is viewed from an interactive and systemic perspective. Clients are connected to a living system; a change in one part
of the system will result in a change in other parts. The family
provides the context for understanding how individuals function
in relationship to others and how they behave. Treatment deals
with the family unit. An individual’s dysfunctional behavior
grows out of the interactional unit of the family and out of larger
systems as well.

of technical eclecticism, Lazarus has consistently emphasized that a blend of
different theories is likely to result in confusion. He argues against the notion
of theoretical integration. He adds that basic concepts that may seem compatible often are, upon closer scrutiny, quite irreconcilable (see Table 15.2). Lazarus
stresses that psychotherapy integration does not have to rely on a theoretical
amalgamation. Clinicians can be technically eclectic in that they can select methods from any discipline without necessarily endorsing any of the theories that
spawned them.
By remaining theoretically consistent, but technically eclectic, practitioners
can spell out precisely the interventions they will employ with various clients,
as well as the means by which they will select these procedures. Lazarus (1997a,
1997b) contends that therapists who hope to be effective with a wide range of
problems and with different client populations must be ﬂexible and versatile.
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TABLE 15.2 Key Concepts
Psychoanalytic therapy

Normal personality development is based on successful resolution and integration of psychosexual stages of development.
Faulty personality development is the result of inadequate resolution of some specific stage. Anxiety is a result of repression of
basic conflicts. Unconscious processes are centrally related to
current behavior.

Adlerian therapy

Key concepts of this model include the unity of personality, the
need to view people from their subjective perspective, and the
importance of life goals that give direction to behavior. People
are motivated by social interest and by ﬁ nding goals to give
life meaning. Other key concepts are striving for signiﬁcance
and superiority, developing a unique lifestyle, and understanding the family constellation. Therapy is a matter of providing
encouragement and assisting clients in changing their cognitive
perspective and behavior.

Existential therapy

Essentially an experiential approach to counseling rather than a
ﬁ rm theoretical model, it stresses core human conditions. Normally, personality development is based on the uniqueness of each
individual. Sense of self develops from infancy. Interest is on the
present and on what one is becoming. The approach has a future
orientation and stresses self-awareness before action.

Person-centered therapy

The client has the potential to become aware of problems and
the means to resolve them. Faith is placed in the client’s capacity
for self-direction. Mental health is a congruence of ideal self and
real self. Maladjustment is the result of a discrepancy between
what one wants to be and what one is. In therapy attention is
given to the present moment and on experiencing and expressing
feelings.

Gestalt therapy

Emphasis is on the “what” and “how” of experiencing in the here
and now to help clients accept all aspects of themselves. Key
concepts include holism, ﬁgure-formation process, awareness,
unﬁ nished business and avoidance, contact, and energy.

Behavior therapy

Focus is on overt behavior, precision in specifying goals of
treatment, development of speciﬁc treatment plans, and objective evaluation of therapy outcomes. Present behavior is given
attention. Therapy is based on the principles of learning theory.
Normal behavior is learned through reinforcement and imitation.
Abnormal behavior is the result of faulty learning.

Cognitive behavior therapy

Although psychological problems may be rooted in childhood,
they are reinforced by present ways of thinking. A person’s belief
system is the primary cause of disorders. Internal dialogue plays
a central role in one’s behavior. Clients focus on examining
faulty assumptions and misconceptions and on replacing these
with effective beliefs.
(continues)
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TABLE 15.2 Key Concepts

(continued)

Reality therapy

The basic focus is on what clients are doing and how to get them
to evaluate whether their present actions are working for them.
People are mainly motivated to satisfy their needs, especially
the need for signiﬁcant relationships. The approach rejects the
medical model, the notion of transference, the unconscious, and
dwelling on one’s past.

Feminist therapy

Core principles that form the foundation for practice of feminist therapy are that the personal is political, a commitment to
social change, women’s voices and ways of knowing are valued
and women’s experiences are honored, the counseling relationship is egalitarian, a focus on strengths and a reformulated
definition of psychological distress, and all types of oppression
are recognized.

Postmodern approaches

Therapy tends to be brief and addresses the present and the future. The person is not the problem; the problem is the problem.
The emphasis is on externalizing the problem and looking for
exceptions to the problem. Therapy consists of a collaborative
dialogue in which the therapist and the client co-create solutions. By identifying instances when the problem did not exist,
clients can create new meanings for themselves and fashion a
new life story.

Family systems therapy

Focus is on communication patterns within a family, both verbal
and nonverbal. Problems in relationships are likely to be passed
on from generation to generation. Symptoms are viewed as ways
of communicating with the aim of controlling other family members. Key concepts vary depending on speciﬁc orientation but include differentiation, triangles, power coalitions, family-of-origin
dynamics, functional versus dysfunctional interaction patterns,
and dealing with here-and-now interactions. The present is more
important than exploring past experiences.

Therapists should ask these basic questions when devising a treatment program: “What works for whom under which particular circumstances?” “Why
are some procedures helpful and others unhelpful?” “What can be done to ensure long-term success and positive follow-ups?” Lazarus believes some clients
respond to warm, informal counselors but that others want more formal counselors. Some clients work well with therapists who are quiet and nonforceful,
whereas others work best with directive and outgoing therapists. Furthermore,
the same client may respond favorably to various therapeutic techniques and
styles at different times.
Lazarus (1996a) mentions the value of a therapist assuming an active role in
blending a ﬂexible repertoire of relationship styles with a wide range of techniques as a way to enhance therapeutic outcomes. He maintains that a skilled
therapist is able to determine when and when not to be confrontational, when
to be directive and when to allow the client to struggle, when to be formal or
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informal, when to self-disclose or remain anonymous, and when to be gentle or
tough. Lazarus asserts that relationships of choice are at least as important as
techniques of choice. (For a review of multimodal procedures and their rationale, see Chapter 9.)
One of the challenges you will face as a counselor is to deliver therapeutic services in a brief, comprehensive, effective, and ﬂexible way. Many of the
theoretical orientations addressed in this book can be applied to brief forms
of therapy. The clinical realities associated with brief therapy imply a ﬂexible,
eclectic orientation. Most forms of short-term psychotherapy are active in nature, collaborative in relationship, and integrative in orientation (Preston, 1998;
Prochaska & Norcross, 2007). One of the driving forces of the psychotherapy
integration movement has been the increase of brief therapies and the pressures to do more for a variety of client populations within the limitations of 6
to 20 sessions. Prochaska and Norcross make an excellent point in stating that
effective brief therapy depends less on the hours counselors put in than on
what they put into those hours. The challenge is for integrative practitioners to
learn how to rapidly and systematically identify problems, create a collaborative relationship with clients, and intervene with a range of speciﬁc methods.
In his book Brief but Comprehensive Psychotherapy: The Multimodal Way (1997a),
Lazarus shows how to provide short-term comprehensive psychotherapy.
An integrative perspective at its best entails a systematic integration of underlying principles and methods common to a range of therapeutic approaches.
The strengths of systematic integration are based on its ability to be taught,
replicated, and evaluated (Norcross & Beutler, 2008). To develop this kind of
integration, you will eventually need to be thoroughly conversant with a number of theories, be open to the idea that these theories can be connected in some
ways, and be willing to continually test your hypotheses to determine how well
they are working. Developing a systematic integrative perspective is the product of a great deal of study, clinical practice, research, and theorizing.

Issues Related to the Therapeutic Process
Therapeutic Goals
The goals of counseling are almost as diverse as are the theoretical approaches.
Some goals include restructuring the personality, uncovering the unconscious,
creating social interest, ﬁnding meaning in life, curing an emotional disturbance, examining old decisions and making new ones, developing trust in oneself, becoming more self-actualizing, reducing anxiety, reducing maladaptive
behavior and learning adaptive patterns, gaining more effective control of one’s
life, and re-authoring the story of one’s life (Table 15.3). Is there a common denominator in this range of goals?
This diversity can be simpliﬁed by considering the degree of generality or
speciﬁcity of goals. Goals exist on a continuum from speciﬁc, concrete, and short
term on one end, to general, global, and long term on the other. The cognitive
behavioral approaches stress the former; the relationship-oriented therapies
tend to stress the latter. The goals at opposite ends of the continuum are not
necessarily contradictory; it is a matter of how speciﬁcally they are deﬁned.
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TABLE 15.3 Goals of Therapy
Psychoanalytic therapy

To make the unconscious conscious. To reconstruct the basic
personality. To assist clients in reliving earlier experiences and
working through repressed conflicts. To achieve intellectual
and emotional awareness.

Adlerian therapy

To challenge clients’ basic premises and life goals. To offer
encouragement so individuals can develop socially useful goals
and increase social interest. To develop the client’s sense of
belonging.

Existential therapy

To help people see that they are free and to become aware of their
possibilities. To challenge them to recognize that they are responsible for events that they formerly thought were happening to them.
To identify factors that block freedom.

Person-centered therapy

To provide a safe climate conducive to clients’ self-exploration,
so that they can recognize blocks to growth and can experience
aspects of self that were formerly denied or distorted. To enable
them to move toward openness, greater trust in self, willingness
to be a process, and increased spontaneity and aliveness. To ﬁ nd
meaning in life and to experience life fully. To become more
self-directed.

Gestalt therapy

To assist clients in gaining awareness of moment-to-moment
experiencing and to expand the capacity to make choices. To
foster integration of the self.

Behavior therapy

To eliminate maladaptive behaviors and learn more effective
behaviors. To identify factors that influence behavior and find
out what can be done about problematic behavior. To encourage clients to take an active and collaborative role in clearly
setting treatment goals and evaluating how well these goals are
being met.

Cognitive behavior therapy

To challenge clients to confront faulty beliefs with contradictory
evidence that they gather and evaluate. To help clients seek out
their faulty beliefs and minimize them. To become aware of automatic thoughts and to change them.

Reality therapy

To help people become more effective in meeting all of their
psychological needs. To enable clients to get reconnected with
the people they have chosen to put into their quality worlds and
teach clients choice theory.

Feminist therapy

To bring about transformation both in the individual client and
in society. To assist clients in recognizing, claiming, and using
their personal power to free themselves from the limitations of
gender-role socialization. To confront all forms of institutional
policies that discriminate or oppress on any basis.

Postmodern approaches

To change the way clients view problems and what they can do
about these concerns. To collaboratively establish specific, clear,
concrete, realistic, and observable goals leading to increased
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positive change. To help clients create a self-identity grounded
on competence and resourcefulness so they can resolve present
and future concerns. To assist clients in viewing their lives in
positive ways, rather than being problem saturated.
Family systems therapy

To help family members gain awareness of patterns of relationships that are not working well and to create new ways of
interacting.

Therapist’s Function and Role
In working toward an integrative perspective, ask yourself these questions:
• How do the counselor’s functions change depending on the stage of the
counseling process?
• Does the therapist maintain a basic role, or does this role vary in accordance with the characteristics of the client?
• How does the counselor determine how active and directive to be?
• How is structuring handled as the course of therapy progresses?
• What is the optimum balance of responsibility in the client–therapist relationship?
• When and how much does the counselor self-disclose?
As you saw through your study of the 11 therapeutic approaches, a central issue of each system is the degree to which the therapist exercises control over
clients’ behavior both during and outside the session. Cognitive behavior therapists and reality therapists, for example, operate within a present-centered,
directive, didactic, structured, and psychoeducational context. They frequently
suggest homework assignments that are designed to get clients to practice new
behavior outside therapy sessions. In contrast, person-centered therapists operate with a much looser and less deﬁned structure. Solution-focused and narrative therapists view the client as the expert on his or her own life, but often
they are directive and active with their questioning.
Structuring depends on the particular client and the speciﬁc circumstances
he or she brings to the therapy situation. From my perspective, clear structure is
most essential during the early phase of counseling because it encourages the client to talk about the problems that led to seeking therapy. In a collaborative way,
it is useful for both counselor and client to make some initial assessment that can
provide a focus for the therapy process. As soon as possible, the client should be
given a signiﬁcant share of the responsibility for deciding on the content of the
sessions. From early in the therapy process the client can be empowered if the
counselor expects the client to become an active participant in the process.

Client’s Experience in Therapy
Most clients share some degree of suffering, pain, or at least discontent. There is
a discrepancy between how they would like to be and how they are. Some initiate therapy because they hope to cure a speciﬁc symptom or set of symptoms:
They want to get rid of migraine headaches, free themselves of chronic anxiety
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attacks, lose weight, or get relief from depression. They may have conﬂ icting
feelings and reactions, may struggle with low self-esteem, or may have limited
information and skills. Many seek to resolve conﬂicts with an intimate partner. Increasingly, people are entering therapy with existential problems; their
complaints are less deﬁned but relate to the experiences of emptiness, meaninglessness in life, boredom, unfulﬁlling personal relationships, anxiety over
uncertainty, a lack of intense feelings, and a loss of their sense of self.
The initial expectations of many clients are expert help and a fast result.
They often have great hope for major changes in their lives with little effort on
their part. As therapy progresses, clients discover that they must be active in the
process, selecting their own goals and working toward them, both in the sessions
and in daily living. Some clients can beneﬁt from recognizing and expressing
pent-up feelings, others will need to examine their beliefs and thoughts, others
will most need to begin behaving in different ways, and others will beneﬁt from
talking with you about their relationships with the signiﬁcant people in their
lives. Most clients will need to do some work in all three dimensions—feelings,
thoughts, and behaviors—because these dimensions are interrelated.
In deciding what interventions are most likely to be helpful, take into account the client’s cultural, ethnic, and socioeconomic background. Moreover, the
focus of counseling may change as clients enter different phases in the counseling process. Although some clients initially feel a need to be listened to and allowed to express deep feelings, they can proﬁt later from examining the thought
patterns that are contributing to their psychological pain. And certainly at some
point in therapy it is essential that clients translate what they are learning about
themselves into concrete action. The client’s given situation in the environment
provides a framework for selecting interventions that are most appropriate.
Listening to client feedback about the therapy process is of the utmost importance. One of the best ways to improve the effectiveness of psychotherapy is
through client-directed, outcome-informed therapy (Duncan, Miller, & Sparks,
2004). Therapists need to take direction from their clients. If therapists learn
to listen to clients’ feedback throughout the therapeutic process, clients can
become full and equal participants in all aspects of their therapy. In their book,
The Heroic Client, Duncan and his colleagues (2004) emphasize that “it is time to
recast the client as not only the hero or heroine of the therapy drama but also
the director of the change endeavor” (p. 12). Client strengths and perceptions
are the foundation of therapy work, and these authors advocate for systematic
and consistent assessment of the client’s perceptions of progress, which allows
the therapist to tailor the therapy to the individual needs and characteristics
of each client. Using client feedback, therapists can adjust their techniques to
maximize beneﬁcial outcomes. In essence, Duncan and colleagues are arguing
for practice-based evidence rather than evidence-based practice: “Becoming outcome informed not only ampliﬁes the client’s voice but offers the most viable,
research-tested method to improve clinical effectiveness” (p. 16).

Relationship Between Therapist and Client
Most approaches share common ground in accepting the importance of the therapeutic relationship. The existential, person-centered, Gestalt, and postmodern
views emphasize the personal relationship as the crucial determinant of treatment
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outcomes. Rational emotive behavior therapy, cognitive behavior therapy, and behavior therapy certainly do not ignore the relationship factor, yet they place less emphasis on the relationship and more on the effective use of techniques (Table 15.4).
Counseling is a personal matter that involves a personal relationship, and
evidence indicates that honesty, sincerity, acceptance, understanding, and
spontaneity are basic ingredients for successful outcomes. Therapists’ degree of
caring, their interest and ability in helping their clients, and their genuineness
inﬂuence the relationship. According to Lambert and Barley (2002), a great deal
of research indicates that the quality of the therapeutic relationship is of vital
importance in contributing to client progress: “Research shows that speciﬁc
techniques contribute much less to outcome than do important interpersonal
factors, common to all therapies” (p. 21). Norcross (2002a) states that empirical
evidence indicates that both the client–therapist relationship and the methods
a therapist uses are directly related to treatment outcome: “The research shows
that an effective psychotherapist is one who employs speciﬁc methods, who
offers strong relationships, and who customizes both discrete methods and relationship stances to the individual person and condition” (p. 13).
As you think about developing your personal counseling perspective,
give consideration to the issue of the match between client and counselor. I
certainly do not advocate changing your personality to ﬁ t your perception of
what each client is expecting; it is important that you be yourself as you meet
clients. You also need to consider the reality that you will probably not be able
to work effectively with every client. Some clients will work better with counselors who have another type of personal and therapeutic style than yours.
Thus, I recommend sensitivity in assessing what your client needs, along with
good judgment about the appropriateness of the match between you and a
potential client.
Although you do not have to be like your clients or have experienced
the same problems to be effective with them, it is critical that you be able to
understand their world and respect them. Ask yourself how well prepared
you are to counsel clients from a different cultural background. To what degree do you think you can successfully establish a therapeutic relationship
with a client of a different race? Ethnic group? Gender? Age? Sexual orientation? Spiritual/religious orientation? Socioeconomic group? Do you see
any potential barriers that would make it difﬁcult for you to form a working
relationship with certain clients? It is also important to consider the client’s
diagnosis, resistance level, treatment preferences, and stages of change.
Different types of clients respond better to different types of treatments
and relationships (Norcross, 2002a). Practitioners need to select therapeutic
techniques and styles that ﬁt the client’s personal characteristics. Norcross
and Beutler (2008) advocate tailoring treatments to ﬁ t both the client and the
counselor. They write:
The purpose of integrative psychotherapy is not to create a single or unitary
treatment, but to select different treatments according to the responses of
the patient and the goals of the treatment, following an established set of
integrative principles. The result is a more efﬁcient and efﬁcacious therapy
than a single-theory approach—and one that ﬁts both the client and the
clinician. (p. 484)
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TABLE 15.4 The Therapeutic Relationship
Psychoanalytic therapy

The classical analyst remains anonymous, and clients develop
projections toward him or her. Focus is on reducing the resistances
that develop in working with transference and on establishing
more rational control. Clients undergo long-term analysis, engage
in free association to uncover conﬂicts, and gain insight by talking.
The analyst makes interpretations to teach clients the meaning of
current behavior as it relates to the past. In contemporary relational
psychoanalytic therapy, the relationship is central and emphasis is
given to here-and-now dimensions of this relationship.

Adlerian therapy

The emphasis is on joint responsibility, on mutually determining goals, on mutual trust and respect, and on equality. Focus
is on identifying, exploring, and disclosing mistaken goals and
faulty assumptions within the person’s lifestyle.

Existential therapy

The therapist’s main tasks are to accurately grasp clients’ being
in the world and to establish a personal and authentic encounter
with them. The immediacy of the client–therapist relationship
and the authenticity of the here-and-now encounter are stressed.
Both client and therapist can be changed by the encounter.

Person-centered therapy

The relationship is of primary importance. The qualities of the
therapist, including genuineness, warmth, accurate empathy,
respect, and nonjudgmentalness—and communication of these
attitudes to clients—are stressed. Clients use this genuine relationship with the therapist to help them transfer what they learn
to other relationships.

Gestalt therapy

Central importance is given to the I/Thou relationship and the quality of the therapist’s presence. The therapist’s attitudes and behavior
count more than the techniques used. The therapist does not interpret for clients but assists them in developing the means to make
their own interpretations. Clients identify and work on unﬁnished
business from the past that interferes with current functioning.

Behavior therapy

The therapist is active and directive and functions as a teacher or
mentor in helping clients learn more effective behavior. Clients
must be active in the process and experiment with new behaviors.
Although a quality client–therapist relationship is not viewed
as sufﬁcient to bring about change, it is considered essential for
implementing behavioral procedures.

Cognitive behavior therapy

In REBT the therapist functions as a teacher and the client as
a student. The therapist is highly directive and teaches clients
an A-B-C model of changing their cognitions. In CT the focus
is on a collaborative relationship. Using a Socratic dialogue, the
therapist assists clients in identifying dysfunctional beliefs and
discovering alternative rules for living. The therapist promotes
corrective experiences that lead to learning new skills. Clients
gain insight into their problems and then must actively practice
changing self-defeating thinking and acting.
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Reality therapy

A therapist’s main function is to create a good relationship
with the client. Therapists are then able to engage clients in
an evaluation of all their relationships with respect to what they
want and how effective they are in getting this. Therapists ﬁ nd
out what clients want, ask what they are choosing to do, invite
them to evaluate present behavior, help them make plans for
change, and get them to make a commitment. The therapist is
a client’s advocate, as long as the client is willing to attempt to
behave responsibly.

Feminist therapy

The therapeutic relationship is based on empowerment and
egalitarianism. Therapists actively break down the hierarchy of
power and reduce artiﬁcial barriers by engaging in appropriate
self-disclosure and teaching clients about the therapy process.
Therapists strive to create a collaborative relationship in which
clients can become their own expert.

Postmodern approaches

Therapy is a collaborative partnership. Clients are viewed as the
experts on their own life. Therapists use questioning dialogue
to help clients free themselves from their problem-saturated
stories and create new life-afﬁ rming stories. Solution-focused
therapists assume an active role in guiding the client away from
problem-talk and toward solution-talk. Clients are encouraged to
explore their strengths and to create solutions that will lead to a
richer future. Narrative therapists assist clients in externalizing
problems and guide them in challenging self-limiting stories and
creating new and more liberating stories.

Family systems therapy

The family therapist functions as a teacher, coach, model, and consultant. The family learns ways to detect and solve problems that
are keeping members stuck, and it learns about patterns that have
been transmitted from generation to generation. Some approaches
focus on the role of therapist as expert; others concentrate on intensifying what is going on in the here and now of the family session.
All family therapists are concerned with the process of family
interaction and teaching patterns of communication.

The Place of Techniques and Evaluation in Counseling
Drawing on Techniques From Various Approaches
Effective therapists incorporate a wide range of procedures into their therapeutic style. Much depends on the purpose of therapy, the setting, the personality
and style of the therapist, the qualities of the particular client, and the problems selected for intervention. Regardless of the therapeutic model you may be
working with, you must decide what techniques, procedures, or intervention
methods to use, when to use them, and with which clients. Take time to review
Tables 15.5 and 15.6 on therapeutic techniques and applications of techniques.
Pay careful attention to the focus of each type of therapy and how that focus
might be useful in your practice.
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TABLE 15.5 Techniques of Therapy
Psychoanalytic therapy

The key techniques are interpretation, dream analysis, free
association, analysis of resistance, analysis of transference, and
understanding countertransference. Techniques are designed to
help clients gain access to their unconscious conﬂ icts, which leads
to insight and eventual assimilation of new material by the ego.

Adlerian therapy

Adlerians pay more attention to the subjective experiences
of clients than to using techniques. Some techniques include
gathering life-history data (family constellation, early recollections, personal priorities), sharing interpretations with clients,
offering encouragement, and assisting clients in searching for
new possibilities.

Existential therapy

Few techniques ﬂow from this approach because it stresses
understanding ﬁ rst and technique second. The therapist can
borrow techniques from other approaches and incorporate them
in an existential framework. Diagnosis, testing, and external
measurements are not deemed important. Issues addressed are
freedom and responsibility, isolation and relationships, meaning
and meaninglessness, living and dying.

Person-centered therapy

This approach uses few techniques but stresses the attitudes of
the therapist and a “way of being.” Therapists strive for active
listening, reﬂection of feelings, clariﬁcation, and “being there”
for the client. This model does not include diagnostic testing,
interpretation, taking a case history, or questioning or probing
for information.

Gestalt therapy

A wide range of experiments are designed to intensify experiencing
and to integrate conﬂicting feelings. Experiments are co-created by
therapist and client through an I/Thou dialogue. Therapists have
latitude to creatively invent their own experiments. Formal diagnosis and testing are not a required part of therapy.

Behavior therapy

The main techniques are reinforcement, shaping, modeling,
systematic desensitization, relaxation methods, flooding, eye
movement and desensitization reprocessing, cognitive restructuring, assertion and social skills training, self-management
programs, mindfulness and acceptance methods, behavioral rehearsal, coaching, and various multimodal therapy
techniques. Diagnosis or assessment is done at the outset to
determine a treatment plan. Questions concentrate on “what,”
“how,” and “when” (but not “why”). Contracts and homework
assignments are also typically used.

Cognitive behavior therapy

Therapists use a variety of cognitive, emotive, and behavioral
techniques; diverse methods are tailored to suit individual
clients. This is an active, directive, time-limited, presentcentered, psychoeducational, structured therapy. Some
techniques include engaging in Socratic dialogue, collaborative
empiricism, debating irrational beliefs, carrying out homework
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assignments, gathering data on assumptions one has made,
keeping a record of activities, forming alternative interpretations, learning new coping skills, changing one’s language and
thinking patterns, role playing, imagery, confronting faulty
beliefs, self-instructional training, and stress inoculation
training.
Reality therapy

This is an active, directive, and didactic therapy. Various
techniques may be used to get clients to evaluate what they
are presently doing to see if they are willing to change. If
clients decide that their present behavior is not effective, they
develop a specific plan for change and make a commitment to
follow through.

Feminist therapy

Although techniques from traditional approaches are used,
feminist practitioners tend to employ consciousness-raising
techniques aimed at helping clients recognize the impact of
gender-role socialization on their lives. Other techniques
frequently used include gender-role analysis and intervention, power analysis and intervention, demystifying therapy,
bibliotherapy, journal writing, therapist self-disclosure,
assertiveness training, reframing and relabeling, cognitive
restructuring, identifying and challenging untested beliefs,
role playing, psychodramatic methods, group work, and social
action.

Postmodern approaches

In solution-focused therapy the main technique involves
change-talk, with emphasis on times in a client’s life when
the problem was not a problem. Other techniques include
creative use of questioning, the miracle question, and scaling questions, which assist clients in developing alternative
stories. In narrative therapy, specific techniques include
listening to a client’s problem-saturated story without getting
stuck, externalizing and naming the problem, externalizing
conversations, and discovering clues to competence. Narrative therapists often write letters to clients and assist them in
finding an audience that will support their changes and new
stories.

Family systems therapy

A variety of techniques may be used, depending on the particular theoretical orientation of the therapist. Techniques include
genograms, teaching, asking questions, joining the family,
tracking sequences, issuing directives, use of countertransference, family mapping, reframing, restructuring, enactments, and
setting boundaries. Techniques may be experiential, cognitive, or
behavioral in nature. Most are designed to bring about change in
a short time.
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TABLE 15.6 Applications of the Approaches
Psychoanalytic therapy

Candidates for analytic therapy include professionals who want
to become therapists, people who have had intensive therapy
and want to go further, and those who are in psychological pain.
Analytic therapy is not recommended for self-centered and
impulsive individuals or for people with psychotic disorders.
Techniques can be applied to individual and group therapy.

Adlerian therapy

Because the approach is based on a growth model, it is applicable to such varied spheres of life as child guidance, parent–child
counseling, marital and family therapy, individual counseling
with all age groups, correctional and rehabilitation counseling,
group counseling, substance abuse programs, and brief counseling. It is ideally suited to preventive care and alleviating a
broad range of conditions that interfere with growth.

Existential therapy

This approach is especially suited to people facing a developmental
crisis or a transition in life and for those with existential concerns
(making choices, dealing with freedom and responsibility, coping
with guilt and anxiety, making sense of life, and ﬁnding values) or
those seeking personal enhancement. The approach can be applied
to both individual and group counseling, and to couples and family
therapy, crisis intervention, and community mental health work.

Person-centered therapy

Has wide applicability to individual and group counseling. It is
especially well suited for the initial phases of crisis intervention work. Its principles have been applied to couples and family
therapy, community programs, administration and management, and human relations training. It is a useful approach for
teaching, parent–child relations and for working with groups of
people from diverse cultural backgrounds.

Gestalt therapy

Addresses a wide range of problems and populations: crisis intervention, treatment of a range of psychosomatic disorders, couples
and family therapy, awareness training of mental health professionals, behavior problems in children, and teaching and learning. It is well suited to both individual and group counseling. The
methods are powerful catalysts for opening up feelings and getting clients into contact with their present-centered experience.

Behavior therapy

A pragmatic approach based on empirical validation of results.
Enjoys wide applicability to individual, group, couples, and
family counseling. Some problems to which the approach is
well suited are phobic disorders, depression, trauma, sexual
disorders, children’s behavioral disorders, stuttering, and
prevention of cardiovascular disease. Beyond clinical practice,
its principles are applied in fields such as pediatrics, stress
management, behavioral medicine, education, and geriatrics.

Cognitive behavior therapy

Has been widely applied to treatment of depression, anxiety,
relationship problems, stress management, skill training, substance abuse, assertion training, eating disorders, panic attacks,
performance anxiety, and social phobias. CBT is especially
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useful for assisting people in modifying their cognitions. Many
self-help approaches utilize its principles. CBT can be applied
to a wide range of client populations with a variety of speciﬁc
problems.
Reality therapy

Geared to teaching people ways of using choice theory in everyday
living to increase effective behaviors. It has been applied to
individual counseling with a wide range of clients, group
counseling, working with youthful law offenders, and couples
and family therapy. In some instances it is well suited to brief
therapy and crisis intervention.

Feminist therapy

Principles and techniques can be applied to a range of therapeutic modalities such as individual therapy, relationship
counseling, family therapy, group counseling, and community
intervention. The approach can be applied to both women and
men with the goal of bringing about empowerment.

Postmodern approaches

Solution-focused therapy is well suited for people with adjustment disorders and for problems of anxiety and depression.
Narrative therapy is now being used for a broad range of
human difficulties including eating disorders, family distress,
depression, and relationship concerns. These approaches
can be applied to working with children, adolescents, adults,
couples, families, and the community in a wide variety of settings. Both solution-focused and narrative approaches lend
themselves to group counseling.

Family systems therapy

Useful for dealing with marital distress, problems of communicating among family members, power struggles, crisis situations
in the family, helping individuals attain their potential, and
enhancing the overall functioning of the family.

It is critical to be aware of how clients’ cultural backgrounds contribute to
their perceptions of their problems. Each of the 11 therapeutic approaches has
both strengths and limitations when applied to culturally diverse client populations (Tables 15.7 and 15.8). Although it is unwise to stereotype clients because of
their cultural heritage, it is useful to assess how the cultural context has a bearing
on their concerns. Some techniques may be contraindicated because of a client’s
socialization. Thus, the client’s responsiveness (or lack of it) to certain techniques
is a critical barometer in judging the effectiveness of these methods.
Effective counseling involves proﬁciency in a combination of cognitive,
affective, and behavioral techniques. Such a combination is necessary to help
clients think about their beliefs and assumptions, to experience on a feeling level
their conﬂicts and struggles, and to translate their insights into action programs
by behaving in new ways in day-to-day living. Tables 15.9 and 15.10 outline
the contributions and limitations of the various therapeutic approaches. These
tables will help you identify elements from the various approaches that you
may want to incorporate in your own counseling perspective.

470

PART THREE k Integration and Application

TABLE 15.7 Contributions to Multicultural Counseling
Psychoanalytic therapy

Its focus on family dynamics is appropriate for working with
many cultural groups. The therapist’s formality appeals to
clients who expect professional distance. Notion of ego defense
is helpful in understanding inner dynamics and dealing with
environmental stresses.

Adlerian therapy

Its focus on social interest, helping others, collectivism, pursuing meaning in life, importance of family, goal orientation, and
belonging is congruent with the values of many cultures. Focus
on person-in-the-environment allows for cultural factors to be
explored.

Existential therapy

Focus is on understanding client’s phenomenological world,
including cultural background. This approach leads to empowerment in an oppressive society. Existential therapy can help clients examine their options for change within the context of their
cultural realities. The existential approach is particularly suited to
counseling diverse clients because of the philosophical foundation
that emphasizes the human condition.

Person-centered therapy

Focus is on breaking cultural barriers and facilitating open dialogue among diverse cultural populations. Main strengths are
respect for clients’ values, active listening, welcoming of differences, nonjudgmental attitude, understanding, willingness to
allow clients to determine what will be explored in sessions, and
prizing cultural pluralism.

Gestalt therapy

Its focus on expressing oneself nonverbally is congruent with
those cultures that look beyond words for messages. Provides
many experiments in working with clients who have cultural
injunctions against freely expressing feelings. Can help to
overcome language barrier with bilingual clients. Focus on
bodily expressions is a subtle way to help clients recognize
their conflicts.

Behavior therapy

Focus on behavior, rather than on feelings, is compatible with
many cultures. Strengths include a collaborative relationship
between counselor and client in working toward mutually
agreed-upon goals, continual assessment to determine if the
techniques are suited to clients’ unique situations, assisting
clients in learning practical skills, an educational focus, and
stress on self-management strategies.

Cognitive behavior therapy

Focus is on a collaborative approach that offers clients opportunities to express their areas of concern. The psychoeducational
dimensions are often useful in exploring cultural conﬂicts and
teaching new behavior. The emphasis on thinking (as opposed to
identifying and expressing feelings) is likely to be acceptable to
many clients. The focus on teaching and learning tends to avoid
the stigma of mental illness. Clients may value active and directive
stance of therapist.
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Reality therapy

Focus is on clients making their own evaluation of behavior
(including how they respond to their culture). Through personal
assessment clients can determine the degree to which their
needs and wants are being satisﬁed. They can ﬁ nd a balance
between retaining their own ethnic identity and integrating
some of the values and practices of the dominant society.

Feminist therapy

Focus is on both individual change and social transformation. A
key contribution is that both the women’s movement and the multicultural movement have called attention to the negative impact
of discrimination and oppression for both women and men.

Postmodern approaches

Focus is on the social and cultural context of behavior. Stories that
are being authored in the therapy ofﬁce need to be anchored in
the social world in which the client lives. Therapists do not make
assumptions about people and honor each client’s unique story
and cultural background. Therapists take an active role in challenging social and cultural injustices that lead to oppression of
certain groups. Therapy becomes a process of liberation from
oppressive cultural values and enables clients to become active
agents of their destinies.

Family systems therapy

Focus is on the family or community system. Many ethnic and cultural groups place value on the role of the extended family. Many
family therapies deal with extended family members and with support systems. Networking is a part of the process, which is congruent with the values of many clients. There is a greater chance for
individual change if other family members are supportive. This
approach offers ways of working toward the health of the family
unit and the welfare of each member.

TABLE 15.8 Limitations in Multicultural Counseling
Psychoanalytic therapy

Its focus on insight, intrapsychic dynamics, and long-term treatment is often not valued by clients who prefer to learn coping
skills for dealing with pressing daily concerns. Internal focus is
often in conﬂ ict with cultural values that stress an interpersonal
and environmental focus.

Adlerian therapy

This approach’s detailed interview about one’s family background can conﬂ ict with cultures that have injunctions against
disclosing family matters. Some clients may view the counselor
as an authority who will provide answers to problems, which
conﬂ icts with the egalitarian, person-to-person spirit as a way to
reduce social distance.

Existential therapy

Values of individuality, freedom, autonomy, and self-realization
often conﬂ ict with cultural values of collectivism, respect for
(continues)
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TABLE 15.8 Limitations in Multicultural Counseling

(continued)

Existential therapy (continued)

tradition, deference to authority, and interdependence. Some may
be deterred by the absence of speciﬁc techniques. Others will expect more focus on surviving in their world.

Person-centered therapy

Some of the core values of this approach may not be congruent
with the client’s culture. Lack of counselor direction and structure are unacceptable for clients who are seeking help and immediate answers from a knowledgeable professional.

Gestalt therapy

Clients who have been culturally conditioned to be emotionally reserved may not embrace Gestalt experiments. Some may
not see how “being aware of present experiencing” will lead to
solving their problems.

Behavior therapy

Family members may not value clients’ newly acquired assertive style, so clients must be taught how to cope with resistance
by others. Counselors need to help clients assess the possible
consequences of making behavioral changes.

Cognitive behavior therapy

Before too quickly attempting to change the beliefs and actions
of clients, it is essential for the therapist to understand and
respect their world. Some clients may have serious reservations
about questioning their basic cultural values and beliefs. Clients
could become dependent on the therapist for deciding what are
appropriate ways to solve problems.

Reality therapy

This approach stresses taking charge of one’s own life, yet
some clients are more interested in changing their external
environment. Counselor needs to appreciate the role of discrimination and racism and help clients deal with social and
political realities.

Feminist therapy

This model has been criticized for its bias toward the values
of White, middle-class, heterosexual women, which are not
applicable to many other groups of women. Therapists need to
assess with their clients the price of making signiﬁcant personal
change, which may result in isolation from extended family as
clients assume new roles and make life changes.

Postmodern approaches

Some clients come to therapy wanting to talk about their problems and may be put off by the insistence on talking about
exceptions to their problems. Clients may view the therapist as
an expert and be reluctant to view themselves as experts. Certain
clients may doubt the helpfulness of a therapist who assumes a
“not-knowing” position.

Family systems therapy

Family therapy rests on value assumptions that are not congruent with the values of clients from some cultures. Western concepts such as individuation, self-actualization, self-determination, independence, and self-expression may be foreign to some
clients. In some cultures, admitting problems within the family
is shameful. The value of “keeping problems within the family”
may make it difﬁcult to explore conﬂ icts openly.
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TABLE 15.9 Contributions of the Approaches
Psychoanalytic therapy

More than any other system, this approach has generated
controversy as well as exploration and has stimulated further
thinking and development of therapy. It has provided a detailed
and comprehensive description of personality structure and
functioning. It has brought into prominence factors such as
the unconscious as a determinant of behavior and the role of
trauma during the ﬁ rst 6 years of life. It has developed several
techniques for tapping the unconscious and shed light on the
dynamics of transference and countertransference, resistance,
anxiety, and the mechanisms of ego defense.

Adlerian therapy

A key contribution is the inﬂuence that Adlerian concepts have had
on other systems and the integration of these concepts into various contemporary therapies. This is one of the ﬁrst approaches to
therapy that was humanistic, uniﬁed, holistic, and goal-oriented
and that put an emphasis on social and psychological factors.

Existential therapy

Its major contribution is recognition of the need for a subjective
approach based on a complete view of the human condition. It calls
attention to the need for a philosophical statement on what it means
to be a person. Stress on the I/Thou relationship lessens the chances
of dehumanizing therapy. It provides a perspective for understanding anxiety, guilt, freedom, death, isolation, and commitment.

Person-centered therapy

Clients take an active stance and assume responsibility for the
direction of therapy. This unique approach has been subjected to
empirical testing, and as a result both theory and methods have
been modiﬁed. It is an open system. People without advanced
training can beneﬁt by translating the therapeutic conditions
to both their personal and professional lives. Basic concepts are
straightforward and easy to grasp and apply. It is a foundation for
building a trusting relationship, applicable to all therapies.

Gestalt therapy

The emphasis on direct experiencing and doing rather than on
merely talking about feelings provides a perspective on growth
and enhancement, not merely a treatment of disorders. It uses
clients’ behavior as the basis for making them aware of their inner
creative potential. The approach to dreams is a unique, creative
tool to help clients discover basic conﬂicts. Therapy is viewed as an
existential encounter; it is process-oriented, not technique-oriented.
It recognizes nonverbal behavior as a key to understanding.

Behavior therapy

Emphasis is on assessment and evaluation techniques, thus providing a basis for accountable practice. Speciﬁc problems are identiﬁed,
and clients are kept informed about progress toward their goals. The
approach has demonstrated effectiveness in many areas of human
functioning. The roles of the therapist as reinforcer, model, teacher,
and consultant are explicit. The approach has undergone extensive
expansion, and research literature abounds. No longer is it a mechanistic approach, for it now makes room for cognitive factors and
encourages self-directed programs for behavioral change.
(continues)
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TABLE 15.9 Contributions of the Approaches

(continued)

Cognitive behavior therapy

Major contributions include emphasis on a comprehensive and
eclectic therapeutic practice; numerous cognitive, emotive, and
behavioral techniques; an openness to incorporating techniques from other approaches; and a methodology for challenging and changing faulty thinking. Most forms can be
integrated into other mainstream therapies. REBT makes full
use of action-oriented homework, various psychoeducational
methods, and keeping records of progress. CT is a structured
therapy that has a good track record for treating depression
and anxiety in a short time.

Reality therapy

This is a positive approach with an action orientation that relies
on simple and clear concepts that are easily grasped in many
helping professions. It can be used by teachers, nurses, ministers, educators, social workers, and counselors. Due to the
direct methods, it appeals to many clients who are often seen as
resistant to therapy. It is a short-term approach that can be
applied to a diverse population, and it has been a significant
force in challenging the medical model of therapy.

Feminist therapy

The feminist perspective is responsible for encouraging increasing numbers of women to question gender stereotypes
and to reject limited views of what a woman is expected to be.
It is paving the way for gender-sensitive practice and bringing attention to the gendered uses of power in relationships.
The unified feminist voice brought attention to the extent and
implications of child abuse, incest, rape, sexual harassment, and
domestic violence. Feminist principles and interventions can be
incorporated in other therapy approaches.

Postmodern approaches

The brevity of these approaches fit well with the limitations
imposed by a managed care structure. The emphasis on client
strengths and competence appeals to clients who want to create
solutions and revise their life stories in a positive direction.
Clients are not blamed for their problems but are helped to
understand how they might relate in more satisfying ways to
such problems. A strength of these approaches is the question
format that invites clients to view themselves in new and more
effective ways.

Family systems therapy

From a systemic perspective, neither the individual nor the
family is blamed for a particular dysfunction. The family is
empowered through the process of identifying and exploring
interactional patterns. Working with an entire unit provides a
new perspective on understanding and working through both
individual problems and relationship concerns. By exploring
one’s family of origin, there are increased opportunities to
resolve other conflicts in systems outside of the family.
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TABLE 15.10 Limitations of the Approaches
Psychoanalytic therapy

Requires lengthy training for therapists and much time and
expense for clients. The model stresses biological and instinctual factors to the neglect of social, cultural, and interpersonal
ones. Its methods are less applicable for solving specific daily
life problems of clients and may not be appropriate for some
ethnic and cultural groups. Many clients lack the degree of ego
strength needed for regressive and reconstructive therapy. It
may be inappropriate for certain counseling settings.

Adlerian therapy

Weak in terms of precision, testability, and empirical validity. Few
attempts have been made to validate the basic concepts by scientiﬁc
methods. Tends to oversimplify some complex human problems
and is based heavily on common sense.

Existential therapy

Many basic concepts are fuzzy and ill-deﬁned, making its general
framework abstract at times. Lacks a systematic statement of principles and practices of therapy. Has limited applicability to lower
functioning and nonverbal clients and to clients in extreme crisis
who need direction.

Person-centered therapy

Possible danger from the therapist who remains passive and inactive,
limiting responses to reﬂection. Many clients feel a need for greater
direction, more structure, and more techniques. Clients in crisis may
need more directive measures. Applied to individual counseling,
some cultural groups will expect more counselor activity.

Gestalt therapy

Techniques lead to intense emotional expression; if these feelings
are not explored and if cognitive work is not done, clients are likely
to be left unﬁnished and will not have a sense of integration of
their learning. Clients who have difﬁculty using imagination may
not proﬁt from experiments.

Behavior therapy

Major criticisms are that it may change behavior but not feelings;
that it ignores the relational factors in therapy; that it does not provide insight; that it ignores historical causes of present behavior; that
it involves control by the therapist; and that it is limited in its capacity to address certain aspects of the human condition.

Cognitive behavior therapy

Tends to play down emotions, does not focus on exploring the
unconscious or underlying conflicts, de-emphasizes the value
of insight, and sometimes does not give enough weight to the
client’s past. REBT, being a confrontational therapy, might lead
to premature termination. CBT might be too structured for
some clients.

Reality therapy

Discounts the therapeutic value of exploration of the client’s
past, dreams, the unconscious, early childhood experiences,
and transference. The approach is limited to less complex problems. It is a problem-solving therapy that tends to discourage
exploration of deeper emotional issues.
(continues)
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TABLE 15.10 Limitations of the Approaches

(continued)

Feminist therapy

A possible limitation is the potential for therapists to impose a
new set of values on clients—such as striving for equality, power
in relationships, defining oneself, freedom to pursue a career
outside the home, and the right to an education. Therapists
need to keep in mind that clients are their own best experts,
which means it is up to them to decide which values to live by.

Postmodern approaches

There is little empirical validation of the effectiveness of
therapy outcomes. Some critics contend that these approaches
endorse cheerleading and an overly positive perspective. Some
are critical of the stance taken by most postmodern therapists
regarding assessment and diagnosis, and also react negatively
to the “not-knowing” stance of the therapist. Because some of
the solution-focused and narrative therapy techniques are relatively easy to learn, practitioners may use these interventions
in a mechanical way or implement these techniques without a
sound rationale.

Family systems therapy

Limitations include problems in being able to involve all the
members of a family in the therapy. Some family members may
be resistant to changing the structure of the system. Therapists’
self-knowledge and willingness to work on their own familyof-origin issues are crucial, for the potential for countertransference is high. It is essential that the therapist be well trained,
receive quality supervision, and be competent in assessing and
treating individuals in a family context.

Evaluating the Effectiveness of Counseling and Therapy
The acceleration of public funding for all types of human services programs
during the 1960s stirred a keen interest in evaluation research, which mainly addressed the process and outcomes of therapy. In essence, if government
funds were to continue to be allocated to human services agencies, the burden
of proof rested on researchers and practitioners to demonstrate the effectiveness of psychotherapy by using scientiﬁc methods. The central question raised
was, “Of what value is psychotherapy to the individual and society?” (Strupp,
1986). Mental health providers are still faced with accountability. In the era of
managed care, it becomes even more essential for practitioners to demonstrate the degree to which their interventions are both clinically sound and
cost-effective.
Does therapy make a signiﬁcant difference? Are people substantially better
after therapy than they were without it? Can therapy actually be more harmful
than helpful? A thorough discussion of these questions is beyond the scope of
this book, but I will address a few basic issues related to evaluating the effectiveness of counseling.
Evaluating how well psychotherapy works is far from simple. Therapeutic systems are applied by practitioners who have unique individual characteristics, and clients themselves have much to do with therapeutic outcomes.
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For example, effects resulting from unexpected and uncontrollable events in the
environment can lessen the impact of gains made in psychotherapy. As Garﬁeld
(1992b) has pointed out, the basic variables that inﬂuence therapy research are
extremely difﬁcult to control. Moreover, practitioners who adhere to the same
approach are likely to use techniques in various ways and to relate to clients in
diverse fashions, functioning differently with different clients and in different
clinical settings. Norcross and Beutler (2008) note that evidence-based practice
reﬂects a commitment to “what works, not on what theory applies” (p. 489).
Most of the outcome studies have been done by two divergent groups:
(1) the behavior and cognitive therapists, who have based their therapeutic practice on empirical studies, and (2) the person-centered researchers, who have
made signiﬁcant contributions to understanding both process and outcome variables. Signiﬁcant empirical research dealing with how well the therapy works
has not been produced for most of the other models covered in this book.
How effective is psychotherapy? A meta-analysis of psychotherapy outcome literature conducted by Smith, Glass, and Miller (1980) concluded that
psychotherapy was highly effective. John Norcross (personal communication,
February 14, 2007) states that more than 3,000 individual studies and 300 metaanalyses have been conducted on the effectiveness of psychotherapy, and these
studies demonstrate that well-developed therapy interventions have meaningful, positive effects on the intended outcome variables. The good news is that
the research literature shows strong evidence for the overall effectiveness of
therapy (Duncan et al., 2004). Lambert and Barley (2002) maintain that available psychotherapy research leads to the conclusion that, in general, psychotherapy has been shown to be effective. This research indicates that the average
treated client is better off than 80% of untreated comparison control subjects.
A summary of the research data shows that the various treatment approaches
achieve roughly equivalent results (Duncan et al., 2004). Although it is clear
that therapy works, there are no simple explanations of how it works, and it
appears that we must look to factors that are common to all therapeutic approaches. The evidence makes it clear that the similarities rather than the
differences among models account for the effectiveness of psychotherapy.
Hubble, Duncan, and Miller (1999) assembled various researchers to review
40 years of investigation and found that the following four factors account for
change in therapy:
•
•
•
•

Client factors: 40%
Alliance factors (the therapeutic relationship): 30%
Expectancy factors (hope and allegiance): 15%
Theoretical models and techniques: 15%

As Hubble and colleagues emphasize, no speciﬁc form of treatment is clearly
superior to another. There is no differential efﬁcacy among approaches.
The various therapy approaches and techniques work equally well because they share the most important ingredient accounting for change—the
client. Data point to the conclusion that the engine of change is the client
(Tallman & Bohart, 1999). What this implies is that we can most productively
direct our efforts toward ways of employing the client in the process of change
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(Duncan et al., 2004). Furthermore, Duncan and colleagues state that therapists
can translate this research into their clinical work by purposefully working to:
• Enhance the common factors across all theories that account for successful
outcomes
• Focus on the client’s perspective and theory of change as a guide to selecting techniques and integrating various therapy models
• Obtain systematic client feedback regarding the client’s experience of the
process and outcome of therapy
Duncan and his colleagues note that the client’s theory of change can be used
as a basis for determining which approach, by whom, can be most effective for
this person, with his or her speciﬁc problem, under this particular set of circumstances. This approach to practicing therapy places emphasis on continuous client input into the therapy process. Doing this increases the chances of
active client participation in therapy, which is the most important determinant
of the outcome of treatment.

Summary
Creating an integrative stance is truly a challenge. Therapists cannot simply
pick bits and pieces from theories in a random and fragmented manner. In
forming an integrated perspective, it is important to ask: Which theories provide a basis for understanding the cognitive dimensions? What about the feeling
aspects? And how about the behavioral dimension? Most of the 11 therapeutic
orientations discussed here focus on one of these dimensions of human experience. Although the other dimensions are not necessarily ignored, they are
often given short shrift.
Developing an integrated theoretical perspective requires much reading,
thinking, and actual counseling experience. Without an accurate, in-depth
knowledge of these theories, you cannot formulate a true synthesis. Simply
put, you cannot integrate what you do not know (Norcross & Beutler, 2008).
A central message of this book has been to remain open to each theory, to do
further reading, and to reﬂect on how the key concepts of each approach ﬁt
your personality. Building your personalized orientation to counseling, which
is based on what you consider to be the best features of several theories, is a
long-term venture.
Besides considering your own personality, think about what concepts and
techniques work best with a range of clients. It requires knowledge, skill, art,
and experience to be able to determine what techniques are suitable for particular problems. It is also an art to know when and how to use a particular
therapeutic intervention. Although reﬂecting on your personal preferences is
important, I would hope that you also balance your preferences with evidence
from the research studies. Developing a personal approach to counseling practice does not imply that anything goes. Indeed, in this era of managed care and
cost-effectiveness, your personal preferences may not always be the sole determinant of your psychotherapy practice. In counseling clients with certain problems, speciﬁc techniques have demonstrated their effectiveness. For instance,
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behavior therapy, cognitive behavior therapy, interpersonal therapy, and shortterm psychodynamic therapy have repeatedly proved successful in treating
depression. Your use of techniques needs to be grounded on solid theoretical
constructs. Ethical practice implies that you employ efﬁcacious procedures in
dealing with clients and their problems, and that you are able to provide a theoretical rationale for the interventions you make in your clinical work.
This is a good time to review what you have learned about counseling theory
and practice. Identify a particular theory that you might adopt as a foundation
for establishing your counseling perspective. Consider from which therapies you
would be most inclined to draw (1) underlying assumptions, (2) major concepts,
(3) therapeutic goals, (4) therapeutic relationship, and (5) techniques and procedures. Also, consider the major applications of each of the therapies as well as their
basic limitations and major contributions. The tables presented in this chapter are
designed to assist you in conceptualizing your view of the counseling process.

Where to Go From Here
In the CD-ROM for Integrative Counseling (Session 9, “An Integrative Perspective”), you will view my ways of working with Ruth by drawing on techniques
from various theoretical models. I demonstrate how the foundation of my integrative approach rests on existential therapy. In this session I am drawing
heavily from principles of the action-oriented therapies.
A private group of clinicians and researchers is dedicated to studying “what
works” in behavioral mental health. Members and associates translate the latest research into guidelines for clinical practice and publish the information in
clinically friendly terms on their website. The institute has also developed an
outcome management system that uses ongoing client feedback to monitor and
improve retention in therapy and improve outcome of treatment services.
Scott Miller, PhD, Co-director
Institute for the Study of Therapeutic Change
P. O. Box 180147
Chicago, IL 60618-0573
Telephone: (773) 404-5130
Fax: (847) 841-4874
Mobile: (773) 454-8511
Website: www.talkingcure.com

R ECOMMENDED S UPPLEMEN TA RY R E A DINGS
A Casebook of Psychotherapy Integration (Stricker
& Gold, 2006) features master therapists
who demonstrate how they successfully
apply their own integrative approaches.

Handbook of Psychotherapy Integration (Norcross
& Goldfried, 2005) is an excellent resource
for conceptual and historical perspectives
on therapy integration. This edited volume
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gives a comprehensive overview of the
major current approaches, such as theoretical integration and technical eclecticism.
Integrative Psychotherapy: The Art and Science of
Relationship (Moursund & Erskine, 2004) is a
relationship-focused integrative approach to
practice. The book deals with both theoretical
foundations and therapeutic interventions.
The Art of Integrative Counseling (Corey, 2009a)
is designed to assist students in developing
their own integrative approach to counseling. This book is geared very closely to the
CD-ROM for Integrative Counseling.

Case Approach to Counseling and Psychotherapy (Corey, 2009b) illustrates each
of the 11 contemporary theories by
applying them to the single case of Ruth.
I also demonstrate my integrative approach in counseling Ruth in the final
chapter.
CD-ROM for Integrative Counseling (Corey, with
Haynes, 2005) illustrates an integrative
perspective in working with a hypothetical
client, Ruth. This interactive program is designed as a supplement to both of the books
listed above.
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Counseling Stan: Integration of Therapies
The purpose of this chapter is to bring together in an integrative fashion the 11
approaches you have studied by combining thinking, feeling, and acting models in counseling Stan. At this point it would be helpful for you to review the
background material and themes in Stan’s life presented in Chapter 1 and in
the online/DVD program. In addition, I suggest you consult the Student Manual
for Theory and Practice of Counseling and Psychotherapy (Chapter 16) for an overview and review of the major areas I focus on for each of the theoretical approaches in my work with Stan.
In this section, I describe how I would integrate concepts and techniques
from the 11 theoretical perspectives in counseling Stan on the levels of thinking,
feeling, and doing. I use information presented in Stan’s autobiography, and I indicate from what orientations I am borrowing ideas at the various stages of his
therapy. As you read, think about the interventions you would make with Stan
that would be either similar to or different from mine. Questions in the “FollowUp” section near the end of the chapter will guide you as you reﬂect on being
Stan’s counselor and working with him from your own integrative perspective.

A Place to Begin
I start by giving Stan a chance to say how he feels about coming to the initial
session. To begin to understand why Stan has sought therapy, I might explore
with him any of these questions:
• What brings you here? What has been going on in your life recently that
made you want to seek professional help?
• What expectations do you have of therapy? Of me? What are your hopes,
fears, and any reservations? What goals do you have for yourself through
therapy?
• Give me a picture of some signiﬁcant turning points in your life? Who
have been the important people in your life? What signiﬁcant decisions
have you made? What are some of the struggles you’ve dealt with, and
what are some of these issues that are current for you?
• How would you describe your life in your family? How did you view your
parents? How did they react to you? What do you remember about your
early years? (It would be useful to administer the Adlerian lifestyle questionnaire.)

Clarifying the Therapeutic Relationship
I will work with Stan to develop a contract, which involves a discussion of our
mutual responsibilities and a clear statement of what he wants from these sessions and what he is willing to do to obtain it. I believe it is important to discuss
any factors that might perpetuate a client’s dependency on the therapist, so I
invite Stan’s questions about this therapeutic relationship. One goal is to demystify the therapy process; another is to get some focus for the direction of
our sessions by having clear goals for the therapy.
In establishing the therapeutic relationship, I am inﬂuenced by the personcentered, existential, Gestalt, feminist, postmodern, and Adlerian approaches.

CHAPTER SIXTEEN k Case Illustration

485

They do not view therapy as something that the therapist does to a passive client. I will apply my knowledge of these therapies to establish a working relationship with Stan that is characterized by mutual trust and respect. I will ask
myself these questions: “To what degree am I able to listen to and hear Stan in
a nonjudgmental way? Am I able to respect and care for him? Do I have the capacity to enter his subjective world without losing my own identity? Am I able
to share with him my own thoughts and reactions as they pertain to our relationship?” I begin by being as honest as I can be with Stan as the basis for creating this relationship. This relationship is critical at the initial stages of therapy,
but it must be maintained during all stages if therapy is to be effective.

Clarifying the Goals of Therapy
It is not enough simply to ask clients what they hope they will leave with at
the conclusion of therapy. Clients are oftentimes vague, global, and unfocused
about what they want. With respect to goals, precision and clarity are essential.
There is no progress when you have directionless sessions. Thus, speciﬁcity
is a must. Once we have identiﬁed some goals, Stan can begin to observe and
measure his own behavior, both in the sessions and in his daily life. This selfmonitoring is a vital step in any effort to bring about change.
Here are a few interchanges that focus on the process of deﬁning goals that
will give direction to Stan’s therapy:
JERRY: What would you most hope for, through our work together?
STAN : Well, I know I put myself down a lot. I’d like to feel better about myself.
JERRY: If you had what you want in your life today, what would that be like?

What would it take for you to feel good about yourself?
STAN : For one thing, I’d have people in my life, and I would be closer to
people.
JERRY: Is this an area you’d be willing to explore in our sessions.
STAN : Yes.
JERRY: I’ll be glad to provide suggestions of ways to begin, if I know what you
want.
STAN : For sure I’d like to get over my dumb fears of being with people.
JERRY: I like it that you’re willing to challenge your fears. Are you aware that
you just put yourself down by labeling your fears as dumb?
STAN : It’s almost a reﬂex response for me. But I would like to feel more comfortable when I’m with others.
JERRY: How is it for you to be here with me now?
STAN : It’s not like me to do something like this, but I feel good. I’m talking,

and I’m saying what’s on my mind.
JERRY: I like that you give yourself credit for being different in our conversation right now.
Goal setting is not accomplished in a single session. Throughout our time
together, I ask Stan to decide time and again what he wants from his therapy
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and to assess the degree to which our work together is resulting in his meeting his goals. As his therapist, I expect to be active, yet it is important that Stan
provide the direction in which he wants to travel on his journey. Once I have a
clear sense of the speciﬁc ways Stan wants to change how he is thinking, feeling, and acting, I am likely to take an active role in co-creating experiments
with Stan that he can do both in the therapy sessions and on his own away from
our sessions.

Working With Stan’s Past, Present, and Future
DEALING WITH THE PAST Reality therapy, solution-focused brief therapy,
behavior therapy, and rational emotive behavior therapy do not place much
emphasis on the client’s history. Their rationale is that early childhood experiences do not necessarily have much to do with the maintenance of present ineffective behavior. My inclination, in contrast, is to give weight to understanding, exploring, and working with Stan’s early history and to connect his past
with what he is doing today. My view is that themes running through our life
can become evident if we come to terms with signiﬁcant experiences in our
childhood. The use of an Adlerian lifestyle questionnaire would indicate some
of these themes that originate from Stan’s childhood. The psychoanalytic approach, of course, emphasizes uncovering and reexperiencing traumas in early
childhood, working through the places where we have become “stuck,” and
resolving unconscious conﬂicts.
Although I agree that Stan’s childhood experiences were inﬂuential in contributing to his present personality (including his ways of thinking, feeling,
and behaving), it does not make sense to me to assume that these factors have
determined him. I favor the Gestalt approach of asking Stan to bring into the
here and now those people in his life with whom he feels unﬁ nished. This can
be accomplished by fantasy exercises and a variety of role-playing techniques.
In these ways Stan’s past comes intensely to life in the present moment of our
sessions.
DEALING WITH THE PRESENT Being interested in Stan’s past does not mean
that we get lost in history or that we dwell just on reliving traumatic situations.
By paying attention to what is going on in the here and now of the counseling
session, I get excellent clues to what is unﬁnished from Stan’s past. He and I
can direct attention to his immediate feelings as well as to his thoughts and
actions. It seems essential to me that we work with all three dimensions—what
he is thinking, what he is actually doing, and how his thoughts and behaviors
affect his feeling states. Again, by directing Stan’s attention to what is going
on with him during our sessions, I can show him how he interacts in his world
apart from therapy.
DEALING WITH THE FUTURE Adlerians are especially interested in where
the client is heading. Humans are pulled by goals, strivings, and aspirations.
It would help to know what Stan’s goals in life are. What does he want for
himself? If he decides that his present behavior is not getting him what he
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wants, he is in a good position to think ahead about the changes he would like
to make and what he can do now to actualize his aspirations. The presentoriented behavioral focus of reality therapy is a good reference point for getting Stan to dream about what he would like to say about his life 5 years
hence. Connecting present behavior with future plans is an excellent device
for helping Stan formulate a concrete plan of action. He will actually create
his future.

Identifying Feelings
The person-centered approach stresses the ﬁ rst stage in the therapy process,
which involves identifying, clarifying, and learning how to express feelings.
Because of the therapeutic relationship I have built with Stan, I expect him to
feel increasingly free to talk about feelings that he has kept to himself. In some
cases these feelings are out of his awareness. Thus, I encourage Stan to talk
about any feelings that are a source of difﬁculty.
During the early stages of our sessions, I rely on empathic listening. I need
to do more than merely reﬂect what I hear him saying; I need to share with him
my reactions as I listen to him. When Stan senses that he is being understood
and accepted for the feelings he has, he has less need to deny or distort his feelings. His capacity for clearly identifying what he is feeling at any moment will
gradually increase.
There is a great deal of value in letting Stan tell his story in a way he chooses.
The way he walks into the ofﬁce, his gestures, his style of speech, the details he
chooses to go into, and what he decides to relate and not to relate—to mention
just a few elements—provide me with clues to his world. If I do too much structuring too soon, I will interfere with his typical style of presenting himself.

Expressing and Exploring Feelings
My belief is that the authenticity of my relationship with Stan encourages him
to begin to identify and share with me a range of feelings. But I do not believe
an open and trusting relationship between us is sufﬁcient to change Stan’s
personality and behavior. I am convinced that I must also use my knowledge,
skills, and experiences.
As a way of helping Stan express and explore his feelings, I draw heavily
on Gestalt experiments. Eventually, I ask him to avoid merely talking about
situations and about feelings. Rather, I encourage him to bring whatever reactions he is having into the present. For instance, if Stan reports feeling
tense, I ask him how he experiences this tension right now and where it is located in his body. I encourage him to “be that feeling.” Thus, if he has a knot
in his stomach, he can intensify his feeling of tension by “becoming the knot,
giving it voice and personality.” If I notice that he has moist eyes, I may direct
him to “be his tears now.” By putting words to his tears, he avoids abstract
intellectualization about all the reasons he is sad or tense. Before he can
change his feelings, Stan must allow himself to fully experience them. The experiential therapies provide valuable tools for guiding him to the expression
of his feelings.
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Here are some segments of our dialogue in a session where Stan becomes
quite aware of what he is feeling as he talks about his relationship with his
father:
JERRY: You mentioned that your father often compared you with your brother

Frank and your sister, Judy. What was that like for you?
STAN : I hated it! He told me that I’d never amount to anything.
JERRY: And when he said that, how did that affect you?
STAN : It made me feel that I could never measure up to all the great things
that Judy and Frank were accomplishing. I felt like a failure. [As he says
this, he begins to tear up, and his voice changes.]
JERRY: Stan, what is going on right now?
STAN : All of a sudden a wave of sadness is coming over me. I’m getting all
choked up. This is hard!
JERRY: Stay with your feeling. What’s going on?
STAN : My chest is tight, like something wants to come out.
JERRY: Say more.
STAN : I’m feeling very sad and hurt.
JERRY: Would you be willing to try something? I’d like you to talk to me as

though I were your father. Are you willing to do that?
STAN : Well, you’re not mean the way he was, but I can try.
JERRY: How old are you feeling now?
STAN : Oh, maybe 12 years old—just like when I had to be around my father

and listen to all the stuff he told me about how useless I was.
JERRY: Let yourself be 12 again, and tell me what it’s like for you to be you—
speaking to me as your father.
STAN : There was nothing that I could ever do that was good enough for you.
No matter how hard I tried, I couldn’t get you to notice me. [crying] Why
didn’t I count, and why did you ignore me?
JERRY: Stan, I’ll just let you talk for a while, and I’ll listen. So keep on, telling
me all the things you may be feeling as that 12-year-old now.
STAN : All I ever wanted was to know that I mattered to you. But no matter
how hard I tried, all you’d do was put me down. Nothing I did was worth
anything. I just wanted you to love me. Why didn’t you ever do anything
with me? [Stan stops talking and just cries for a while.]
JERRY: What’s happening with you now?
STAN : I’m feeling so sad. As if it’s hopeless. Nothing I can do will ever get his
approval.
JERRY: At 12 it was important for you to get his acceptance and his love. There
is still that part in you that wants his love.
STAN : Yes, and I don’t think I’ll ever get it.
JERRY: Tell him more of what that’s like.
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Stan continues talking to his “father” and recounts some of the ways in
which he tried to live up to his expectations. No matter what he did, there was
no way to get the acceptance that Frank and Judy got from him.
JERRY: Having said all that, what are you aware of now?
STAN : I’m feeling embarrassed.
JERRY: You say you’re embarrassed. Whom are you aware of now?
STAN : Well, right now of you. I feel like a wimp. You’re probably thinking that

I’m weak and dumb for letting this get to me.
JERRY: Tell me more about feeling weak and dumb.
Stan expresses that he should be stronger and that he is afraid I’ll think he
is hopeless. He goes into some detail in belittling himself for what he has just
experienced and expressed. I do not too quickly reassure him that he “shouldn’t
feel that way.” Instead, I let him talk. After expressing many of the ways in
which he is feeling embarrassed, he wonders if I still want to work with him. At
this point I let him know that I respect his struggle and hope that he can eventually learn to avoid judging himself so harshly. Because this session is coming
to an end, I talk with Stan about the value of releasing feelings that he has been
carrying around for a long time, suggesting that this is a good beginning. I am
also interested in getting him to do some homework before the next session.
JERRY: Stan, I’d like to suggest that you write a letter to your father . . .
STAN : [interrupting] Oh no! I’m not going to give that guy the satisfaction of

knowing that I need anything from him!
JERRY: Wait. I was about to say that I hope you’ll write him a letter that you
don’t mail.
STAN : What’s the point of a letter that won’t be sent?
JERRY: Writing him a letter is an opportunity for further release and to gain
some new insights. I hope you’ll let yourself write about all the ways you
tried to live up to his expectations. Let him know what it felt like to be
around him. Tell him more about you, especially how it felt in not getting
those things that you so much wanted.
STAN : OK, I’ll do that.
In this session I might have made many different interventions. For the moment, I chose to let him “borrow my eyes” and talk to me as his father while he
was 12 years old. I asked him to stay with whatever he was experiencing, paying particular attention to his body and to the emotions that were welling up in
him. It would be premature to suggest problem-solving strategies or to attempt
to ﬁgure everything out. My intent in offering him the homework assignment
of writing a letter was to further promote his work during the week. Writing the
letter may trigger memories, and he may experience further emotional release.
I hope this will help Stan realize the inﬂuence his father had on him then and
also now.
At our next session I will ask Stan about the letter and, what it was like for
him to write it. What did he say to his father? How was it to read the letter later?
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Is there anything that he wants to share with me? The direction of our next session will depend on his response. Again, Stan will provide clues to where he
needs to go next.

The Thinking Dimension in Therapy
Once Stan has experienced some intense feelings and perhaps released pent-up
feelings, some cognitive work is essential. Stan needs to be able to experience
his feelings fully, and he may need to express them in symbolic ways. This may
include expressing his anger toward women by hitting a pillow and by saying
angry things that he has never allowed himself to say. Eventually Stan needs to
make sense of the emotional material that is surfacing.
To bring in this cognitive dimension, I focus Stan’s attention on messages
he incorporated as a child and on the decisions he made. I get him to think
about the reason he made certain early decisions. Finally, I challenge Stan
to look at these decisions about life, about himself, and about others and
to make necessary revisions that can lead him to creating a life of his own
choosing.
After getting basic information about Stan’s life history (by means of
the Adlerian lifestyle assessment form), I summarize and interpret it. For
example, I ﬁ nd some connections between his present fears of developing
intimate relationships and his history of rejection by his siblings and his
parents. I am interested in his family constellation and his early recollections. Rather than working exclusively with his feelings, I want Stan to begin to understand (cognitively) how these early experiences affected him
then and how they still inﬂuence him today. My emphasis is on having Stan
begin to question the conclusions he came to about himself, others, and life.
What is his private logic? What are some of his mistaken, self-defeating perceptions that grew out of his family experiences? An Adlerian perspective
provides tools for doing some productive cognitive work both in and out of
the therapy sessions.
From rational emotive behavior therapy I especially value the emphasis on
learning to think rationally. I look for the ways in which Stan contributes to his
painful feelings by the process of self-indoctrination with irrational beliefs. I
ask him to test the validity of the dire consequences he predicts. I value the
stress put on doing hard work in demolishing beliefs that have no validity and
replacing them with sound and rational beliefs. I do not think Stan can merely
think his way through life or that examining his faulty logic is enough by itself
for personality change. But I do see this process as an essential component of
therapy.
The cognitive behavioral therapies have a range of cognitive techniques
that can help Stan recognize connections between his cognitions and his
behaviors. He should also learn about his inner dialogue and the impact
it has on his day-to-day behavior. Eventually, our goal is some cognitive
restructuring work by which Stan can learn new ways to think, new things
to tell himself, and new assumptions about life. This provides a basis for
change in his behavior.
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I have given Stan a number of homework assignments aimed at helping
him identify a range of feelings and thoughts that may be problematic for him.
Here are some sample pieces of a session in which we focus on his cognitions.
JERRY: Several times now you’ve brought up how you’re sure you’d be judged

critically if you allowed yourself to get close to a woman. Is this a topic you
want to explore in more depth?
STAN : Yes. I’m tired of avoiding women, but I’m still scared of approaching a woman. I’m convinced that if any woman gets to know me, she’ll
eventually reject me.
JERRY: Have you checked out this assumption? How many women have you
approached, and how many of them have actually rejected you?
STAN : They never tell me these things. But in my head I keep telling myself
that if they get to know the real me they’ll be turned off by my weakness
and then they wouldn’t want anything to do with me.
JERRY: How about telling me some of the things you tell yourself when you

think of meeting a woman? Just let yourself free associate, listing out loud
some of the statements you make to yourself internally. Ready?
STAN : So often I say to myself that I’m not worth knowing. [pause]
JERRY: Just rattle off as many of these self-statements as you can. Don’t worry
about how it sounds.
STAN : What a nerd! Every time you open your mouth, you put your foot in
it. Why don’t you just shut up and hide? When you do talk to people, you
freeze up. They’re judging you, and if you say much of anything, they’ll
ﬁnd out what a complete and utter failure you are. Anything you try, you
fail in. You are not very interesting. You’re a weak and a scared kid. Why
don’t you keep to yourself so that others won’t reject you?
Stan continues with this list, and I listen. After he seems ﬁ nished, I tell him
how I’m affected by hearing his typical self-talk. I let him know that it saddens
me. Although I like Stan, I don’t have the sense that he will emotionally believe
that I care about him. I let him know that I respect the way he doesn’t run from
his fears and that I admire his willingness to talk openly about his troubles.
Stan has acquired a wide range of critical internal dialogues that he has
practiced for many years. My hope is that he will begin to challenge those
thoughts and discover that his thinking is grossly inaccurate. Eventually I hope
he will change most of his beliefs. Along this line, I work with him to pinpoint
speciﬁc beliefs and then do my best to get him to examine them. I am inﬂuenced by the constructivist trend in cognitive behavior therapy. Applied to
Stan, constructivism holds that his subjective framework and interpretations
are far more important than the objective bases that may be at the origin of
his faulty beliefs. Thus, rather than imposing my version of what may constitute faulty, irrational, and dysfunctional beliefs on his part, I pursue a line of
Socratic questioning whereby I get Stan to evaluate his own thinking processes
and his conclusions.
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JERRY: Let’s take one statement that you’ve made a number of times: “When

I’m with other people, I feel stupid.” What goes on within you when you
say this?
STAN : I hear critical voices, like people are in my head or are sitting on my
shoulder.
JERRY: Name one person who often sits on your shoulder and tells you you’re
stupid.
STAN : My dad, for one. I hear his voice in my head a lot.
JERRY: Let me be Stan for a moment, and you be your dad, saying to me some
of those critical things that you hear him saying inside your head.
STAN : Why are you going to college? Why don’t you quit and give your seat to
someone who deserves it? You’re not a good student. You’re wasting your
time and the taxpayers’ money by pretending to be a college student. Do
yourself a favor and wake up to the fact that you are just a dumb kid.
JERRY: How much truth is there in what you just said as your dad?
STAN : You know, it sounds stupid that I let him convince me that I’m totally
stupid.
JERRY: Instead of saying that you’re stupid for letting him tell you that you’re
stupid, can you give yourself credit for being smart enough to come to this
realization?
STAN : OK, but he’s right that I’ve failed at most of the things I’ve tried.
JERRY: Does failing at a task mean that you’re right holding to the label of being a failure in life? I’d like to hear you produce the evidence that supports
your interpretation of being stupid and of being a failure.
STAN : How about the failure in my marriage? I couldn’t make it work, and I
was responsible for the divorce. That’s a pretty big failure.
JERRY: And were you totally responsible for the divorce? Did your wife have
any part in it?
STAN : She always told me that no woman could ever live with me. She convinced me that I couldn’t have a satisfying relationship with her or any
other woman.
JERRY: Although she could speak for herself, I’m wondering what qualiﬁes
her to determine your future with all women. What study did she conduct
that proves that Stan is utterly destined to be allergic to all women forever?
STAN : I suppose I just bought into what she told me. After all, if I couldn’t
live with her, what makes me think I could have a satisfying life with any
woman?
At this point, there are many directions to go with Stan to explore the origin of his beliefs and to assess the validity of his interpretations about life situations and his conclusions about his basic worth. In this and other sessions, we
explore what cognitive therapists call “cognitive distortions.” Here are some of
Stan’s cognitive distortions:
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• Arbitrary inferences. Stan makes conclusions without supporting and relevant evidence. He often engages in “catastrophizing,” or thinking about
the worst possible scenario for a given situation.
• Overgeneralization. Stan holds extreme beliefs based on a single incident
and applies them inappropriately to other dissimilar events or settings.
For instance, because he and his wife divorced, he is convinced he is destined to be a failure with any woman.
• Personalization. Stan has a tendency to relate external events to himself,
even when there is no basis for making the connection. He relates an
incident in which a female classmate did not show up for a lunch date. He
agonized over this event and convinced himself that she would have been
humiliated to be seen in his presence. He did not consider any other possible explanations for her absence.
• Labeling and mislabeling. Stan presents himself in light of his imperfections
and mistakes. He allows his past failures to deﬁ ne his total being.
• Polarized thinking. Stan frequently engages in thinking and interpreting in
all-or-nothing terms. Through this process of dichotomous thinking, he
has created self-defeating labels that keep him restricted.
Over a number of sessions we work on speciﬁc beliefs. The aim is for Stan
to critically evaluate the evidence for many of his conclusions. My role is to
promote corrective experiences that will lead to changes in his thinking. I am
striving to create a collaborative relationship, one in which he will discover for
himself how to distinguish between functional and dysfunctional beliefs. He
can learn this by testing his conclusions.

Doing: Another Essential Component of Therapy
Stan can spend countless hours gathering interesting insights about why he
is the way he is. He can learn to express feelings that he kept hidden for many
years. He can think about the things he tells himself that lead to defeat. Yet in
my view feeling and thinking are not a complete therapy process. Doing is a
way of bringing these feelings and thoughts together by applying them to reallife situations in various action programs. I am indebted to Adlerian therapy,
behavior therapy, reality therapy, rational emotive behavior therapy, cognitive
therapy, narrative therapy, and solution-focused brief therapy, all of which give
central emphasis to the role of action as a prerequisite for change.
Behavior therapy offers a multitude of techniques for behavioral change.
In Stan’s case I am especially inclined to work with him in developing selfmanagement programs. For example, he complains of often feeling tense and
anxious. Daily relaxation procedures are one way Stan can gain more control
of his physical and psychological tension. I have been teaching him a variety
of mindfulness techniques, including a combination of meditation and relaxation procedures. Through mindfulness practice, Stan can get himself centered
before he goes to his classes, meets women, or talks to friends. He can also
begin to monitor his behavior in everyday situations to gain increased awareness of what he tells himself, what he does, and then how he feels. When he
gets depressed, he tends to drink to alleviate his symptoms. He can carry a
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small notebook with him and actually record events that lead up to his feeling
depressed (or anxious or hurt). He might also record what he actually did in
these situations and what he might have done differently. By paying attention
to what he is doing in daily life, he is already beginning to gain more control of
his behavior.
This behavioral monitoring can be coupled with both Adlerian and cognitive
approaches. My guess is that Stan gets depressed, engages in self-destructive
behavior (drinking, for one), and then feels even worse. I work very much on
both his behaviors and cognitions and show him how many of his actions are
inﬂuenced by what he is telling himself. Together we work on how he is setting
himself up for failure by his self-defeating expectations. True to the spirit of
rational emotive behavior therapy, we explore his faulty assumptions that he
must be perfect and that if he does not get the job, life will be unbearable. There
are many opportunities for Stan to see connections between his cognitive processes and his daily behavior. I encourage him to begin to behave differently
and then look for changes in his feeling states and his thinking.
With this in mind I ask Stan to think of as many ways as possible of actually
bringing into his daily living the new learning he is acquiring in our sessions.
Practice is essential. Homework assignments (preferably ones that Stan gives
himself) are an excellent way for Stan to become an active agent in his therapy.
He must do something himself for change to occur. The degree to which he will
change is directly proportional to his willingness to experiment. I want Stan to
learn from his new behavior in life. Thus, each week we discuss his progress
toward meeting his goals and review how well he is completing his assignments. If he does not like the way he carried out an assignment, we can use
this as an opportunity to talk about how he can adjust his behavior. I hold ﬁrm
about expecting a commitment from him to have an action plan for change and
to continually look at how well his plan is working.
In the following dialogue, our interchanges deal primarily with Stan learning a more assertive style of behavior with one of his professors. Although this
session focuses on Stan’s behavior, we are also dealing with what he is thinking
and feeling. These three dimensions are interactive.
JERRY: Last week we role-played different ways you could approach a profes-

sor with whom you were having a difﬁculty. You learned several assertive
skills that you used quite effectively when I assumed the role of the critical professor. Before you left last week, you agreed to set up a time to meet
with your professor and let her know about your difﬁculty. When we did
the role playing, you were very clear about what you wanted to say and
strong in staying with your feelings. Did you carry out your plan?
STAN : The next day I tried to talk to her before class. She said she didn’t have
time to talk but that we could talk after class.
JERRY: And how did that go?
STAN : After class all I wanted to do was make an appointment with her so
that I could talk in private and without feeling hurried. When I tried to
make the appointment, she very brusquely said that she had to go to a
meeting and that I should see her during her ofﬁce hours.
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JERRY: How did that affect you?
STAN : I was mad. All I wanted to do was make an appointment.
JERRY: Did you go to her ofﬁce hours?
STAN : I did, that very afternoon. She was 20 minutes late for her ofﬁce hours,

and then some students were waiting to ask her questions. All I got to do
was make an appointment with her in a couple of days.
JERRY: Did that appointment actually take place?
STAN : Yes, but she was 10 minutes late and seemed preoccupied. I had a hard
time at the beginning.
JERRY: How so? Tell me more.
STAN : I feel stupid in her class, and I wanted to talk to her about it. When I
ask questions, she gets a funny look on her face—as if she’s impatient.
JERRY: Did you check out these assumptions with her?
STAN : Yes I did, and I feel proud of myself. She told me that at times she
does get a bit impatient because I seem to need a lot of her time and
reassurance. Then I let her know how much I was studying for her class
and how serious I was about doing well in my major. It was good for
me to challenge my fears, instead of avoiding her because I felt she was
judgmental.
JERRY: It’s good to hear you give yourself credit for the steps you took. Even
though it was tough, you hung in there and said what you wanted to say. Is
there anything about this exchange with her that you wish you could have
changed?
STAN : For the most part, I was pretty assertive. Generally, I blame people in
authority like her for making me feel stupid. I give them a lot of power in
judging me. But this time I remembered what we worked on in our session, and I stayed focused on myself rather than telling her what she was
doing or not doing.
JERRY: How did that go?
STAN : The more I talked about myself, the less defensive she became. I
learned that part of how she reacts to me is inﬂuenced by my behavior and
when I changed she also changed. I can still feel good about myself, even
if the other person doesn’t change. That was powerful.
JERRY: Great! Did you notice any difference in how you felt in her class after
you had this talk?
STAN : For a change, I didn’t feel so self-conscious, especially when I asked
questions or took part in class discussions. I was not so concerned about
what she might think about me, and she seemed more at ease with me.
JERRY: What did your meeting with her teach you about yourself?
STAN : For one thing, I’m learning to check out my assumptions. That freed

me up to act much more spontaneously. Also, I learned that I could be
clear, direct, and assertive without getting nasty. It was possible for me to
take care of myself without being critical of her. Normally, I’d just swallow
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all my feelings and walk away feeling dumb. This time I was assertive and
was able to let her know that I needed some unhurried time from her.
Practicing assertive behavior is associated with working with the feeling
and thinking domains. Had Stan not done as well as he did in engaging his professor, we could have examined what had gone wrong from his vantage point.
We could have continued role-playing various approaches in our sessions, and
then with new knowledge and skills and more practice, he could have tried
again. It is essential that Stan be willing to experiment with new ways of acting,
especially outside of the therapy sessions. In a sense, counseling is like a dress
rehearsal for living. He exhibited courage and determination in carrying out a
speciﬁc action plan, and change did take place.

Working Toward Revised Decisions
When Stan has identiﬁed and explored both his feelings and his faulty beliefs
and thinking processes, it does not mean that therapy is over. Becoming aware
of early decisions, including some of his basic mistakes and his self-defeating
ideas, is the starting point for change. It is essential that Stan ﬁnd ways to translate his emotional and cognitive insights into new ways of thinking, feeling, and
behaving. Therefore, as much as possible I structure situations in the therapy
sessions that will facilitate new decisions on his part on both the emotional and
cognitive levels. In encouraging Stan to make these new decisions, I draw on
cognitive, emotive, and behavioral techniques. A few techniques I employ are
role playing, fantasy and imagery, assertion training procedures, and behavioral rehearsals. Both reality therapy and Adlerian therapy have a lot to offer
on getting clients to decide on a plan of action and then make a commitment to
carry out their program for change.
Here are some examples of experiments I suggest for Stan during the therapy sessions and homework assignments.
• I engage in reverse role-playing situations in which I “become” Stan and
have Stan assume the role of his mother, father, former wife, sister, older
brother, and a professor. Through this process Stan gets a clearer picture
of ways in which he allowed others to deﬁne him, and he acquires some
skills in arguing back to self-defeating voices.
• To help Stan deal with his anxiety, I teach him meditation and other
mindfulness techniques and encourage him to practice them daily. Stan
learns to employ these relaxation strategies in anxiety-arousing situations.
I also teach him a range of coping skills, such as assertiveness and disputing faulty beliefs. Stan is able to apply these skills in several life situations.
• Stan agrees to keep a journal in which he records impressions and experiences. After encountering difﬁcult situations, he writes about his reactions, both on a thinking and a feeling level. He also records how he behaved in these situations, how he felt about his actions, and how he might
have behaved differently. He also agrees to read a few self-help books in
areas that are particularly problematic for him.
• As a homework assignment that we collaboratively design, Stan agrees
to meet with people whom he would typically avoid. For instance, he is
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highly anxious over his performance in a couple of his classes. He decides
to make an appointment with each professor to discuss his progress. In
one case, a professor took an increased interest in him, and now he does
very well in her class. In the other case, the professor is rather abrupt and
not too helpful. He is able to recognize that this is more the professor’s
problem than anything he is doing.
• Stan wants to put himself in situations where he can make new friends.
Together we work on a clear plan of action that involves joining a club, going to social events, and asking a woman in his class for a date. Although
he is anxious in each of these situations, he follows through with his
plans. In our sessions we explore some of his self-talk and actions at these
events.

Encouraging Stan to Work With His Family of Origin
After working with Stan for a time, I suggest that he take the initiative to invite
his entire family for a session. My assumption is that many of his problems
stem from his family-of-origin experiences and that he is still being affected
by these experiences. I think it will be useful to have at least one session with
the family so that I can get a better idea of the broader context. The following
dialogue illustrates my attempt to introduce this idea to Stan.
JERRY: Our sessions are certainly revealing a good deal of difﬁculties with

several members of your family. I think it would be useful to bring in as
many of them as you can for a session.
STAN : No way! That’s way too much.
JERRY: Are you willing to talk with me more about this idea?
STAN : I’ll talk, but I don’t think it will change my mind.
JERRY: Why is that?
STAN : They already think I’m nutty, and if they ﬁ nd out I’m seeing a psychologist, that will be one more thing they can throw in my face.
JERRY: Would they use this against you?
STAN : Yes. Besides, I can’t see how it would help much. My mother and father
don’t think they have any problems. I don’t see them wanting to change
much.
JERRY: Changing them is not my goal. It is more to give you a chance to
express yourself respectfully to people who are still an important part of
your life.
STAN : Maybe, but I’m not ready for that one yet!
JERRY: I can respect that you don’t feel ready yet. I hope you’ll remain open to

the idea, and if you change your mind, let me know.
My rationale for including at least some of Stan’s family members is to provide him with a context for understanding how his behavior is being inﬂuenced
by what he learned as a child. He is a part of this system, and as he changes, it
is bound to inﬂuence others in his family with whom he has contact. From what
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he has told me, I am assuming that his unclear boundaries with his mother
have had an impact on his relationships with other women. If he can gain a
clearer understanding of his relationship with his mother, he may be able to
apply some of these insights with other women. In many ways Stan has allowed
himself to be intimidated by his father, and he still hears Dad’s voice in his
head a lot. In much of his present behavior, Stan compares himself unfavorably
with others, which is a pattern that was established in early childhood with his
siblings. If he is able to deal with the members of his family about some of their
past and present struggles, there is a good chance that he will be able to form
the kind of intimate relationships that he says he would like to have in his life.
(For a more complete description of working with Stan from a family systems
perspective, see Stan’s case in Chapter 14.)

The Spiritual Dimension
Although I do not have an agenda to impose religious or spiritual values on
Stan, I want to assess the role spirituality plays, if any, in his life currently—and
to assess beliefs, attitudes, and practices from his earlier years. When I ask Stan
if religion was a factor in his childhood or adolescence, he informs me that his
mother was a practicing Lutheran and his father was rather indifferent to religion. His mother made sure that he went to church each week. He tells me what
he mainly remembers from his church experiences is feeling a sense of guilt.
Stan recalls that his attitudes about religion ﬁt in with his low self-esteem. Not
only was he not good enough in the eyes of his parents, but he was also not
good enough in the eyes of God. He also adds that when he went to college he
developed a new interest in spirituality as a result of a course he took in world
religions.
Although formal religion does not seem to play a key role for Stan now, he
is struggling to ﬁnd a spiritual core as this is missing in his life. He also lets me
know that he is pleasantly surprised that I am even mentioning religion and
spirituality. He was under the impression that counselors would not be too interested in these areas. Upon further discussion of this area, he informs me of
his intention to bring up his concerns about his spirituality at a future session.

Working With Stan’s Drinking Problem
Although each of the 11 therapeutic approaches address drug and alcohol abuse
in different ways, all probably agree that it is imperative at some point in Stan’s
therapy to confront him on the probability that he is a chemically dependent
person. In this section I describe my approach to working with his dependence
as well as giving some brief background information on the alcoholic personality and on treatment approaches.

SOME BASIC ASSUMPTIONS Stan has given me a number of signiﬁcant
clues suggesting that he is a chemically dependent person. From the information he has provided, it is clear that Stan has many of the personality traits
typically associated with addictions, including low self-concept, anxiety, underachievement, feelings of social isolation, inability to receive love from others, hypersensitivity, impulsivity, dependence, fear of failure, feelings of guilt,
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and suicidal ideation. He has used drugs and alcohol as a way of blunting anxiety and attempting to control what he perceives as a painful reality.
Once our therapeutic relationship is ﬁrmly established, I confront Stan (in
a caring and concerned manner) on the self-deception that he is doing something positive by not getting loaded with drugs but is merely getting drunk. He
needs to see that alcohol is a drug, and I want him to make an honest evaluation
of his behavior so that he can recognize the degree to which his drinking is interfering in his living. When Stan resorts to excuses, rationalizations, denials,
and distortions about his drinking patterns, I provide some information he can
use to examine his system of beliefs.

A SUPPLEMENTARY TREATMENT PROGR AM Stan eventually recognizes
and acknowledges that he does indeed have a problem with alcoholism, and he
says he is willing to do something about this problem. I tell him that alcoholism
is considered by most substance abuse experts to be a disease in itself, rather
than a symptom of another underlying disorder. Stan needs to know that longterm recovery is based on the principle of total abstinence from all drugs and
alcohol and that such abstinence is a prerequisite to effective counseling. In
addition to his weekly individual therapy sessions with me, I provide Stan with
a referral to deal with his chemical dependence.
I encourage Stan to join Alcoholics Anonymous and attend their meetings.
The 12-step program of AA has worked very well for many alcoholics. Once Stan
understands the nature of his chemical dependence and no longer uses drugs,
the chances are greatly increased that we can focus on the other aspects of his
life that he sees as problematic and would like to change. In short, it is possible
to treat his alcoholism and at the same time carry out a program of individual
therapy geared to changing Stan’s ways of thinking, feeling, and behaving.

Moving Toward Termination of Therapy
The process I have been describing will probably take months. During this
time, I will continue to draw simultaneously on a variety of therapeutic systems
in working with Stan’s thoughts, feelings, and behaviors. Eventually this process will lead to a time when Stan can continue what he has learned in therapy
without my assistance.
Termination of therapy is as important as the initial phase, for now the
challenge is to put into practice what he has learned in the sessions by applying
new skills and attitudes to daily social situations without professional assistance. When Stan brings up a desire to “go it alone,” we talk about his readiness
to end therapy and his reasons for thinking about termination. I also share with
him my perceptions of the directions I have seen him take. This is a good time
to talk about where he can go from here. We spend time developing an action
plan and talking about how he can best maintain his new learning. He may
want to join a therapeutic group. He could ﬁnd support in a variety of social
networks. In essence, he can continue to challenge himself by doing things that
are difﬁcult for him yet at the same time broaden his range of choices. Now he
can take the risk and be his own therapist, dealing with feelings as they arise
in new situations.
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In a behavioral spirit, evaluating the process and outcomes of therapy
seems essential. This evaluation can take the form of devoting some time
to discussing Stan’s speciﬁc changes in therapy. A few questions for focus
are: “What stands out the most for you, Stan? What did you learn that you
consider the most valuable? How did you learn these lessons? What can you
do now to keep practicing new behaviors? What will you do if you experience a setback?” We explore challenges he expects to face when he no longer comes to weekly counseling sessions. By addressing potential problems
and stumbling blocks that he might have to deal with, Stan is less likely
to get discouraged if he experiences any setbacks. I let Stan know that his
termination of formal therapy does not mean that he cannot return for a
visit or session when he considers it appropriate. Rather than coming for
weekly sessions, Stan might well decide to come in at irregular intervals for
a follow-up session.

Encouraging Stan to Join a Therapy Group
As Stan and I talk about termination, he gives me clear indications that he has
learned a great deal about himself through individual counseling. Although
Stan has been doing well on his own, I believe he would beneﬁt from a group
experience. I suggest that Stan consider joining a 16-week therapy group that
will begin in 2 months.
To me, progressing from individual therapy to a group seems useful
for a client like Stan. Because many of his problems are interpersonal, a
group is an ideal place for him to deal with them. The group will give Stan
a context for practicing the very behaviors he says he wants to acquire. Stan
wants to feel freer in being himself, to be able to approach people even when
he is fearful, and to be able to trust people more fully. In addition to a group
experience, I will be working with Stan to ﬁ nd some other ways to continue
his growth.

Commentary on the Thinking, Feeling, and Doing Perspective
In applying my integrative perspective to Stan, I’ve dealt separately with
the cognitive, affective, and behavioral dimensions of human experience.
Although the steps I outlined may appear relatively structured and even
simple, actually working with clients is more complex and less predictable.
If you are practicing from an integrative perspective, it would be a mistake to assume that it is best to always begin working with what clients are
thinking (or feeling or doing). Effective counseling begins where the client
is, not where a theory indicates a client should be.
In summary, depending on what clients need at the moment, I may focus
initially on what they are thinking and how this is affecting them, or I may
focus on how they feel, or I may choose to direct them to pay attention to what
they are doing. Because these facets of human experience are interrelated, one
route generally leads to the other dimensions.
A person-centered focus respects the wisdom within the client and uses
it as a lead for where to go next. My guess is that counselors often make the
mistake of getting too far ahead of their clients, thinking, “What should I do
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next?” By staying with our clients and asking them what they want, they will
tell us which direction to take either directly or indirectly. We can learn to pay
attention to our own reactions to our clients and to our own energy. By doing
so we can engage in a therapeutic connection that is helpful for both parties in
the relationship.

Follow-Up: You Continue Working With Stan
in an Integrative Style
Think about these questions to help you decide how to counsel Stan from your
own integrative approach:
• What themes in Stan’s life do you ﬁnd most signiﬁcant, and how might
you draw on these themes during the initial phase of counseling?
• What speciﬁc concepts from the various theoretical orientations would
you be most inclined to utilize in your work with Stan?
• Identify some key techniques from the various therapies that you are most
likely to employ in your therapy with Stan.
• How would you develop experiments for Stan to carry out both inside and
outside the therapy sessions?
• Knowing what you do about Stan, what do you imagine it would be like to
be his therapist? What problems, if any, might you expect to encounter in
your counseling relationship with him?
See the online and DVD program, Theory in Practice: The Case of Stan (Session 13 on
an integrative approach) for a demonstration of my approach to counseling Stan
from this perspective. This session deals with termination and takes an integrative
view of Stan’s work. It would be a good time to review the entire program of the 13
sessions with Stan as a way to think about how you might counsel Stan from your
integrative perspective.

Concluding Comments
At the beginning of the introductory course in counseling, my students typically express two reactions: “How will I ever be able to learn all these theories?” and “How can I make sense out of all this information?” By the end of
the course, these students are often surprised by how much work they have
done and by how much they have learned. Although an introductory survey
course will not turn students into accomplished counselors, it generally provides the basis for selecting from among the many models to which they are
exposed.
At this point you may be able to begin putting the theories together in
some meaningful way for yourself. This book will have served its central purpose if it has encouraged you to read further and to expand your knowledge
of the theories that most caught your interest. I hope you have seen something of value that you can use from each of the approaches described. You
will not be in a position to conceptualize a completely developed integrative
perspective after your ﬁ rst course in counseling theory, but you now have the
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tools to begin the process of integration. With additional study and practical
experience, you will be able to expand and reﬁ ne your emerging personal
philosophy of counseling.
Finally, the book will have been put to good use if it has stimulated and
challenged you to think about the ways in which your philosophy of life, your
values, your life experiences, and the person you are becoming are vitally related to the caliber of counselor you can become and to the impact you can have
on those who establish a relationship with you personally and professionally.
This book and your course may have raised questions for you regarding your
decision to become a counselor. If this is the case, I encourage you to seek out at
least one of your professors to explore these questions.
Now that you have ﬁnished this book, I would be very interested in hearing about your experience with it and with your course. The comments readers
have sent me over the years have been helpful in revising each edition, and I
welcome your feedback. You can complete the reaction sheet at the end of the
book and mail it to me, or you can write to me in care of Brooks/Cole, 10 Davis
Drive, Belmont, California 94002.
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Conﬁdentiality:
exceptions to, 41–42
guidelines on, 41–42
Conﬂ icts, 21
Conﬂuence, 205
Confrontation, 215
Congruence, 174
Conjoint family therapy, 415
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Consequences, 239
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Constructivist approach, 300
Constructivist narrative perspective (CNP), 300
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Counseling (continued)
individual, 166
multicultural, See Multicultural counseling
personal, 19–22
reorientation phase of, 113–115
theories of, 9–10
Counselors:
beginning, 29–34
beliefs and attitudes of, 25–26
culturally skilled, 26
effective, 458–459
intervention strategies of, 26, 355
knowledge of, 25
personal characteristics of, 18–19
personal therapy, 19–22
philosophy of life of, 23
role of, 18, 23, 33
skills of, 26
values of, 22–24
Countertransference, 20, 22, 72–74
Courage, 105, 143
Crisis, 87
REBT use with, 286
Cultural background, 29
Cultural conditioning, 25
Cultural differences, 26
Cultural diversity, 24–29
Cultural heritage, 25–26
Cultural values, 25
Culturally diverse client population, 26
Culture, 19, 25
awareness of and sensitivity to, 25–26
deﬁ nition, 25
Cycle of counseling, 323
Dasein, 136
Death, 21, 147–148
awareness of, 147–148
and nonbeing, awareness of, 147–148
Decision making, ethical, 38–40
Decisions, 18, 23, 38–40, 172
Deconstruction, 392
Defense mechanisms, 63–65
Deﬂection, 205
Denial, 64
Depression, 21, 293–295
Desensitization:
in vivo, 247
phase, of EMDR, 248–249
Despair, 146
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Deterministic, 345
Development:
contemporary theories of, 81–84
Erikson’s stages of, 66–68
Freud’s stages of, 63, 65–68

human, 67–68
Jung’s perspective of personality, 79–80
Mahler’s stages of, 82–84
Person-centered four periods of, 166
personal, 226
personality, 63
psychoanalytic view of, 63, 65–68
psychosexual view of, 67–68
psychosocial view of, 66–68
women’s, 348
Developmental lens, 424–425, 430–431
Diagnosis, 44–45
Dialectical behavior therapy (DBT), 255–256
Dialogue, 207
exercises, 216
internal, 216
I/Thou, 207, 210
Social-constructionist, 377
Dichotomous thinking, 289
Differentiation of self, 415
Direction, 326
Directive approaches, 181
Disclosure:
client, 41–42
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excessive, 29–30
self-, 29–30
therapist, 29–30
Discrimination, 26
Displacement, 64
Disputing irrational beliefs, 282
Diversity, 24–26, 28
Doing vs. being, 144
Doubt vs. autonomy, 67
Dread, 135
Dream analysis, 76
Dream work, 76, 218–219, 335
Dreams, 76
analyzing, 76
Gestalt approach to, 218–219
latent content, 76
manifest content, 76
meaning of, 75–76, 218–219
Drug treatments, 317, 321
Drugs/biology, 254
Dual and multiple relationships, 48–51
Early childhood, 67, 455
Early recollections, 105, 111–112, 118
Eating disorders, 343
Ebbs and ﬂows, 422
Egalitarian relationship, 348
Ego, 62
defense mechanisms, 63–65
psychology, 81
strength, 92
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Embedded sequences, 422
Emotive techniques, 283–285
Empathy, 174–175, 189
Empowerment, 354
Empty-chair technique, 216
Encouragement, 105, 114
Engendered lives, 347
Erickson’s stages of psychosocial development, 67–68
adolescent, 68
early childhood, 67
infancy, 67
later life, 68
middle age, 68
preschool, 67
school age, 67
young adulthood, 68
Ethical decision making, 38–40
Ethical Issues, 22, 36–55
in assessment process, 44–47
in counseling practice, 36–55
in multicultural perspective, 42–44
Ethics, codes of, 38–39
Evaluation, 252–254, 326–327
self-, 326–327, 334
Evidence-based practice, 47–48
Exaggeration exercise, 217–218
Exception questions, 384
Exercises, 212
exaggeration, 217–218
internal dialogue, 216
rehearsal, 217
relaxation, 244–245
reversal, 217
shame-attacking, 284
Existential analysis, 136
Existential anxiety, 134–135, 146–147
Existential approach, 5, 8
Existential counseling, phases of, 151–152
ﬁ nal phase, 152
initial phase, 151
middle phase, 151–152
Existential guilt, 141
Existential therapy, 9, 131–163
applications of, 151–154, 468
applied to case of Stan, 156
basic philosophies, 455
contributions of, 157–158, 473
contributions to multicultural counseling, 470
from multicultural perspective, 154–155
goals of, 148, 460
historical background of, 134–137
key concepts, 139–148, 457
key ﬁgures, 137–139
limitations and criticisms of, 158–159, 475
limitations in multicultural counseling, 471–472
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shortcomings from a diversity perspective, 154–155
strengths from a diversity perspective, 154
therapeutic process, 148–150
therapeutic relationship, 150, 464
therapeutic techniques, 151–154, 466
therapist’s role, 148–149
view of human nature, 139
Existential tradition, 139
Existential vacuum, 145
Existentialism and humanism, 168–169
Expectations, client, 26
Experiential, frame of reference, 21
Experiential/symbolic family therapy, 416, 418–419
Experiments, 211–212
Gestalt, 211–215
Exposure therapy:
in vivo, 246–248
prolonged/intense, 246–248
Expressive arts therapy, 180–183
Externalization, 392
Externalizing conversations, 393
Extinction, 243
Eye movement desensitization and reprocessing
(EMDR), 248–249
Face-to-face sequences, 422
Facilitating change, 433
Family constellation, 105, 110–111
Family life cycle, 424
Family systems perspective, 411–412
Family systems therapy, 10, 409–443
Adlerian, 414, 418–419
application of, 469
applied to case of Stan, 435–438
basic philosophies, 456
conjoint family therapy, 415
contributions of, 439–440, 476
contributions to multicultural counseling, 471
development of, 414–417
developmental lens in, 424–425, 430–431
eight lenses in, 417, 420–428
experiential/symbolic, 416, 418–419
from multicultural perspective, 433–434
gender lens in, 426, 430–431
goals, 438, 461
human validation process model, 415, 418–419
key concepts, 457
limitations and criticisms of, 440, 476
limitations in multicultural counseling, 472
Family systems therapy
multicultural lens in, 425–426, 431
multigenerational, 414–415, 418–419
multilensed process of, 428–433
organizational lens in, 423, 431
process lens in, 427–428, 431
sequencing and, 430
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Family systems therapy (continued)
shortcomings from diversity perspective, 434
strengths from diversity perspective, 433–434
structural-strategic family therapy, 416–417, 418–419
summary and evaluation, 438–440
teleological lens in, 421, 430
therapeutic relationship, 465
therapeutic techniques, 467
values, 438
Family therapy, 5–6, 11
Adlerian, 414, 418–419
applied to case of Stan, 435–438
conjoint, 415
experiential, 416, 418–419
experiential/symbolic, 416, 418–419
focus of, 438
key ﬁgures, 410–411
multigenerational, 414–415, 418–419
six systemic viewpoints in, 418–419
structural-strategic, 416–417, 418–419
summary and evaluation, 438–440
techniques, 439
Faulty assumptions, 101
Faulty interpretations, 101
Feelings:
“staying with”, 218
Feminism:
cultural, 343
global international, 345
lesbian, 345
liberal, 343
postmodern, 344
radical, 344
socialist, 344
women of color, 344
Feminist theory, 339–372
application of, 352–358, 469
applied to case of Stan, 360–362
assessment and diagnosis, 352–353
basic philosophies, 456
contributions of, 364–365, 474
contributions to multicultural counseling, 471
from multicultural perspective, 358–359, 362
history and development, 342–345
key concepts, 345–349, 457
limitations and criticisms, 365–366, 476
limitations in multicultural counseling, 472
principles of, 347–349
relationship, 351–352, 465
role of men in, 357–358
shortcomings from diversity perspective, 359, 362
strengths from diversity perspective, 358–359
summary and evaluation, 362–366
therapeutic goals, 349, 460
therapeutic process, 349–352
therapeutic techniques, 352–357, 467

therapist’s role, 349–350
view of human nature, 345–346
Feminist therapy, 5–6, 9, 11
Feminists:
cultural, 343
global international, 345
lesbian, 345
liberal, 343
postmodern, 344
radical, 344
socialist, 344
women of color, 344
Field theory, 201
Figure-formation process, 201–202
Flexible-multicultural perspective, 346
Flooding, 246–248
imaginal, 247–248
in vivo, 246–248
Formula ﬁ rst session task (FFST), 385
Free association, 70, 75
Freedom, 140–142
avoiding, 141
escape from, 141
and responsibility, 140–142
Freud’s stages of psychosexual development, 63, 65–69
anal, 67
genital, 68
latency, 67
oral, 67
phallic, 67
Gender,
biases, 357–358
in family therapy, 426, 430–431
identity, development of, 346–347
Gender-fair approaches, 346
Gender lens in family therapy, 426, 430–431
Gender-role:
analysis, 354–355
intervention, 355
Generativity vs. stagnation, 68
Genital stage, 68
Genograms, 429
Genuineness, 174
Gestalt therapists, 209–210
Gestalt therapy, 9–10, 197–231
application of, 211–220, 468
applied to case of Stan, 222–223
basic philosophies, 455
confrontation in, 215
contributions of, 224–225, 473
contributions to multicultural counseling, 470
experiments in, 211
from multicultural perspective, 221, 223–224
goal of, 206–207, 460
interventions, 215–219
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key concepts, 200–206, 457
limitations and criticisms of, 226–227, 475
limitations in multicultural counseling, 472
shortcomings from a diversity perspective,
223–224
strengths from a diversity perspective, 221
summary and evaluation, 224
techniques of, 211–219, 466
therapeutic process, 206–211
therapeutic relationship, 210–211, 464
therapist’s role, 207–209
view of human nature, 200–201
Gestalt therapy theory, principles of, 201–202
Goals, 24, 26, 33, 139
in Adlerian therapy, 104–105, 460
in behavior therapy, 238–239, 460
in cognitive behavioral therapy, 279–280, 460
in existential therapy, 148, 460
in family systems therapy, 438, 461
in feminist therapy, 349, 460
in Gestalt therapy, 206–207, 460
in person-centered therapy, 170, 460
in postmodern therapy, 381–382, 460–461
in psychoanalytic therapy, 69, 460
in reality therapy, 321, 460
setting, 26
Grandiosity, 84
Grief work, 152
Group work, 356–357
Groups:
assertion training, 249–250
battering, 358
self-help, 357
Growth, 277
Guilt:
existential, 141, 146–147
vs. initiative, 67
Helplessness, 172
Heterosexist, 345
Hierarchy in family systems, 423
Homework, 5, 282–283, 292
Honesty, 30
Human behavior, 139
Human nature:
Adlerian view of, 98–99
assumptions about, 139
behavior therapy view of, 237
cognitive behavior therapy view of, 276–277
existential view of, 139
feminist therapy view of, 345–346
Freudian view of, 61
Gestalt view of, 200–201
person-centered therapy, view of, 169–170
reality therapy and choice therapy, view of, 317–318
Human validation process model, 415, 418–419

Humor:
overuse of, 31
REBT, 284
sense of, 32
use of, 284
Hypothesizing, 432–433
I/it, 136
I/Thou, 136, 207, 210
Id, 61–62
Id psychology, 61–62
Identiﬁcation, 65
Identity:
striving for, 143–144
struggling with, 144
vs. role confusion, 68
Imagery, 253
Immediacy, 177
Inauthenticity, 141
Incongruence, 171
Individuation, 80
Industry vs. inferiority, 67
Infancy, 67
Infantile autism, normal, 83
Inferiority feelings, 98
Inferiority vs. industry, 67
Informed consent, 40–41
document, 41
right of, 40–41
Initiative vs. guilt, 67
Insight, 113
Institutional barriers, 26
Integration:
of multicultural issues, 451–452
of psychotherapies, 447–482
of spiritual/religious issues, 452–454
Integrative counseling and psychotherapy, 447–482
Integrative perspective, 447–482
applied to case of Stan, 483–502
applications of, 468–469
client’s experience in therapy, 461–462
counselor’s role, 454
developing an, 454, 456, 458–459
evaluation, 465, 469, 476–478
psychoanalytic therapy, 448–450
relationship, 462–463
religion/spirituality and, 452–454
techniques, 465, 469, 476–478
therapeutic goals, 453, 459
therapeutic process, issues related to, 459–465
therapist’s role, 461
Integrity vs. despair, 68
Interactional sequences, 430
Interactionist, 346
Internal dialogue, 216
Internal family system, 420, 430
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Interpersonal relationship, 253–254
Interpretation, 75–76, 113
Interventions, 22, 26
behavior therapy, 248
in family therapy, 439
gender-role, 355
Gestalt, 215–219
Interview process, 12
Intimacy, capacity for, 357–358
Intimacy vs. isolation, 68
Intrapsychic orientation, 345
Introjection, 65, 204
Irrational beliefs, 278–279, 282
challenging, 278–279, 282
Isolation, 134, 140
Isolation vs. intimacy, 68
Joining, in family therapy, 429
Key concepts:
Adlerian, 98–104, 457
behavior, 237–238, 457
cognitive behavioral, 276–279, 457
existential, 139–148, 457
family systems, 457
feminist, 345–349, 457
Gestalt, 200–206, 457
person-centered, 169–170, 457
postmodern, 378–380, 457
psychoanalytic, 61–69, 457
reality, 317–318, 457
Labeling, 289
Latency stage, 67
Latent content of dreams, 76
Later life, 68
Leadership in family, 423
Legal rights, 26
Lenses in family systems therapy, 417, 420–428
developmental lens, 424–425, 430–431
gender lens, 426, 430–431
multicultural lens, 425–426, 431
organization lens, 423, 431
process lens, 427–428, 431
teleological lens, 421, 430
Levels of competence, 424
Libido, 61
Life challenges, 21
Life experiences, 20
Life instincts, 61
Life-span perspective, 346
Life tasks, 455
Lifestyle assessment, 104, 106
Limitations in multicultural counseling:
Adlerian, 471
behavior, 472
cognitive behavioral, 472

existential, 471–472
family systems, 472
feminist, 472
Gestalt, 472
person-centered, 472
postmodern, 472
psychoanalytic, 471
reality, 472
Limitations of:
Adlerian, 125–126, 475
behavior, 264–266, 475
cognitive behavioral, 307–309, 475
existential, 158–159, 475
family systems, 440, 476
feminist, 365–366, 476
Gestalt, 226–227, 475
person-centered, 189–191, 475
postmodern, 403, 476
psychoanalytic, 91–93, 475
reality, 334–336, 475
Logical errors, 288
Logotherapy, 137
Loneliness, 20–21, 143
Magniﬁcation, 289
Mahler’s stages of development, 82–84
Making the rounds, 216–217
Managed health care systems, 47–48
Manifest content of dreams, 76
Marginalized, 425
Meaning, 132, 139
Meaning and purpose, search for, 132, 139, 144–146
Meaninglessness, 145
Mental health:
disease model of, 348
services, 26
Mental illness, 317, 321
Mental Research Institute, 377
Middle age, 68
Mindfulness-based stress reduction (MBSR), 256
Minimization, 289
Minority, treatment of, 26
Miracle question, 384
Mislabeling, 289
Multicultural counseling, 25–26
cognitive behavioral, 300–301, 472
competence in, 29
contributions to, 471
limitations for, 472
Multicultural counselor, 24–25, 29
Multicultural guidelines, 28–29
Multicultural issues, integration of, 451–452
Multicultural lens in family therapy, 425–426, 431
Multicultural perspective, 29
Adlerian, 118–121, 471
behavior, 259–260, 472
ethical issues in, 42–44
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existential, 154–155, 471–472
family systems, 433–434, 472
feminist, 358–359, 472
Gestalt, 221, 223–224, 472
person-centered, 183–185, 472
postmodern, 397, 472
psychoanalytic, 86–87, 471
reality, 330–331, 472
Multi-generational family therapy, 414–415,
418–419
Multimodal approach, 252–254
Multimodal therapy, 252–254
Multiple and dual relationships, 48–51
Narcissistic disorder, 83–84
Narrative therapy, 11, 387–397
applications of, 391–397
contributions to multicultural
counseling, 471
focus of, 388
key concepts, 388–389
key ﬁgures, 374
limitations for multicultural counseling, 472
role of stories, 388
therapeutic goals, 390
therapeutic process, 389–391
therapeutic relationship, 391
therapeutic techniques, 391–397
therapist’s role, 390–391
questions, 392
Needs, 20, 37–38, 277, 325, 358
preferences vs., 277
of therapist, 72, 226
Negative reinforcements, 243
Neurotic anxiety, 146
Nonbeing, 147–148
awareness of, 139
threat of, 147
Nondirective counseling, 166
Normal infantile autism, 83
Now, the, 202–203
Object, Freudian deﬁ nition of, 81
Object-relations theory, 81–82
integration with behavior techniques, 257
Obsessive-compulsive disorders, 248
Oedipus complex, 67, 82
Operant conditioning, 236
Oppression, 26
Oral stage, 65, 67
Organismic self-regulation, 202
Organization lens, 423, 431
Overgeneralization, 288
Parent, critical, 216
Parent education, 116
Past, 18

conditioning, victim of, 143
experiences, 320, 335
Pavlovian (or classical) conditioning, 235–236
Perception, 172, 325
Perfection, 30
Person-centered approach, 10
Person-centered therapy, 9, 164–196
applications of, 176–180, 468
applied to case of Stan, 186
basic philosophies, 455
contributions of, 187–189, 473
contributions to multicultural counseling, 470
from multicultural perspective, 183–185
goals of, 170, 460
innovations in, 189
key concepts, 169–170, 457
limitations and criticisms of, 189–191, 475
limitations in multicultural counseling, 472
shortcomings from a diversity perspective,
184–185
strengths from a diversity perspective, 183–184
summary and evaluation, 187–191
therapeutic process, 170–175
therapeutic relationship, 172–175, 464
therapeutic techniques, 176–180, 466
therapist’s role, 170–171
therapists who contributed, 190
view of human nature, 169–170
Persona, 80
Personal consultation, 380
Personal power, 208, 365
Personality:
cognitive factors of, 226
determinants of, 9
development of, 9, 63, 79–80
disorders, 277
disturbances and, 226
integration, 216
poles in, 216
splits in, 216
structure of, 61–62
theories of, 61–62
Personality priorities, 421
Personalization, 289
Phallic stage, 65, 67
Phenomenological existentialism, 135
Phenomenological inquiry, 202
Phobias, treatment of, 248–249
Picture album, 318
Plans:
of action, 251, 327–329
for change, 251
Pleasure principle, 61
Politics, 347
Positive orientation, 378–379
Positive reinforcement, 242
Positive transference, 73
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Post-traumatic stress disorder (PTSD), 248–249
Postmodern approaches, 10–11, 373–408
application of, 383–387, 469
applied to case of Stan, 398–400
basic assumptions, 379–380
basic philosophies, 456
collaborative language systems approach,
376–377
contributions of, 401–402, 474
contributions to multicultural counseling, 471
from multicultural perspective, 397, 400
key concepts, 378–380, 457
limitations and criticisms of, 403, 476
limitations in multicultural counseling, 472
positive orientation, 378–379
shortcomings from diversity perspective, 400
solution-focused brief therapy, 377–387
strengths from diversity perspective, 397, 400
summary and evaluation, 400–403
therapeutic goals, 381–382, 460–461
therapeutic process, 380–383
therapeutic relationship, 382–383, 465
therapeutic techniques, 383–386, 467
therapist’s role, 382
Power, 21, 358
abuse of, 226
analysis of, 355
personal, 208, 365
“will to”, 135
Powerlessness, 172
Preschool age, 67
Presence, 175, 210
of therapists, in existential therapy, 150
Privilege, 358, 425
Problem-solving, 296–297
unnecessary to solutions, 377–378
Process, 22–24, 427–428, 431
of change, 419, 427–428, 431
to be in, 169–170
therapeutic, 22–24
Process lens, 427–428, 431
Professional burnout, 34
Projection, 64, 204–205
Psychoanalytic approach, 59–95
contributions of, 90–91
limitations and criticisms of, 91–93
Psychoanalytic therapy (See also Psychotherapy), 8–9
application of, 468
application to group, 78–79
applied to case of Stan, 88–89
basic philosophies, 455
client’s experience in, 70–71
contemporary forms of, 80–86
contributions of, 473
contributions to multicultural counseling, 470
counseling implications of, 66, 68
Freudian, 60

from multicultural perspectives, 86–87
goals of, 69, 460
key concepts, 61–69, 457
limitations in multicultural counseling, 86–87,
471
limitations of, 91–93, 475
summary and evaluation, 87–93
techniques of, 74–79, 466
therapeutic process, 69–74
therapeutic relationship, 71–74, 464
therapist’s role and function, 69–70
view of human nature, 61
Psychodiagnosis, 44–45
Psychopathology, 378
Psychosexual development, 67–68
Erickson’s, 67–68
Freudian view of, 67–68
Stages of, 67–68, 82–84
Psychosocial development, 67–68
Psychotherapist, 18
Psychotherapy (See also Psychoanalytic therapy), 6, 22
brief, 85
integration, 449
outcome, 18
Punishment, 243
negative, 243
positive, 243
Purpose, 139
Quality world, 318
Questions, 24, 139, 208
circular, 392, 429
exception, 384
externalizing, 392
in family therapy, 429
miracle, 384
in Narrative therapy, 392
relational, 392
role of, 455
scaling, 384
Race, 19, 25–26
Racism, 26, 358
Radical feminists, 344
Rational emotive behavior therapy (REBT), 10,
275–287
application of, 286–287
brief, 286
contributions of, 305
Ellis’s, 275–287
goals of, 279–280
limitations and criticisms of, 307–308
practice of, 281–285
Rational emotive imagery, 283–284
Rationalization, 64
Reaction formation, 64
Reality principle, 62
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Reality therapy, 9–10, 315–338
application of, 323–330, 469
applied to case of Stan, 332–333
basic philosophies, 456
characteristics of, 319–321
contributions of, 334, 474
contributions to multicultural counseling, 471
from multicultural perspective, 330–331, 333
key concepts, 317–318, 457
limitations and criticisms, 334–336, 475
limitations in multicultural counseling, 472
relationship, 322, 465
shortcomings from diversity perspective, 331, 333
strengths from diversity perspective, 330–331
summary and evaluation, 334–336
therapeutic goals, 321, 460
therapeutic process, 321–322
therapeutic techniques, 323–329, 467
therapist’s role, 321–322
view of human nature, 317–318
Recollections, early, 105, 111–112, 118
Reframing, 356, 421
Regression, 65
Rehearsal exercise, 217
Reinforcement:
negative, 243
positive, 242
Relabeling, 356
Relapse prevention, 299
Relational-cultural theory, 346
Relational model of therapy, 81
Relationships (See also Client-therapist relationship;
Therapeutic relationships), 22, 348
counseling, 22
egalitarian, 348
in family systems therapy, 428–429
I/Thou, 136, 207, 210
therapeutic, See Therapeutic relationships.
Relaxation training, in Behavior therapy, 244–245
Reorientation, 113–115, 118
Repression, 64
Resistance, 76–77
in Gestalt therapy, 204–205, 214
Responsibility:
existential, 140–142
and freedom, 140–142
reality therapy, 319
sharing, with client, 32–33
Restricted existence, 148
Retroﬂection, 205
Reversal exercise, 217
Role confusion vs. identity, 68
Role-play technique, 5, 284
Routines, 422
SAMIC3, 328
Scaling questions, 384

Schema, 295
School age, 67
Searching for meaning, 139
Selective abstraction, 288
Self-actualization, 277
Self-awareness, 139–140
Self-directed behavior, 250–252
Self-disclosure, 17, 174, 354, 358, 365
Self-exploration, 20–22
Self-instructional training, 296
Self-modiﬁcation programs, 250–252
Self-regulation, 226
Sensations, 253
Separation-individuation, 83–84
Sequences, 430
Sexuality, 21
Shadow, 80
Shame-attacking exercises, 284
Shame vs. autonomy, 67
Sharing meaning, 432–433
Silence, 30–31
Social action, 356
Social change, 347
Social constructionism, 11, 375–377
Social interest:
Adlerian focus on, 102
Social learning approach, 236
Social learning theory, 235
Social skills training, 249–250
Sociopolitical forces, 26
Sociopolitical system, 25
Solution-focused brief (SFBT) therapy, 11,
377–387
application of, 383–387
basic assumptions, 379–380
key concepts, 378–380
techniques, 383–386
therapeutic goals, 381–382
therapeutic process, 382–383
therapeutic relationship, 382–383
therapist’s role, 382
Spirituality, 452–454
goals of, 453
Stagnation vs. Generativity, 68
Stan, case of:
Adlerian therapy applied to, 122–123
behavior therapy applied to, 261–262
cognitive behavioral therapy applied to,
302–303
existential therapy applied to, 156
family systems therapy applied to, 435–438
feminist therapy applied to, 360–362
Gestalt therapy applied to, 222–223
person-centered therapy applied to, 186
postmodern therapy applied to, 398–400
psychoanalytic therapy applied to, 88–89
reality therapy applied to, 332–333
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Stereotyping, 26
Stimulus event, 343
Stimulus, presentation of, 343
Storied lives and narratives, 376
Strategic family therapy, 416–417, 418–419
Stress inoculation training (SIT), 297–298
Stress, traumatic, 248
Structural family therapy, 416–417, 418–419
Subjective interview, 109–110
Sublimation, 65
Substance abuse, 225
Suggesting tasks, 385
Summary, in Adlerian therapy, 121, 123–126
Superego, 62
Superiority, 100–101
Supervision, 22
Support, 26
Symbiosis, 83
Symbolic-experiential therapy, 416, 418–419
Systematic desensitization, 245–246
Systematic integration, 459
Systematic positive reinforcement, 244
Systemic family therapy, 412–414
Systems perspective, 11, 440
Tasks:
developmental, 67–68
existential therapy, 148
Teaching, 167
active, 275
student-centered, 167
Technically eclectic/eclecticism, 449, 456
Techniques, 33
Adlerian, 108–118, 466
behavior, 241–258, 466
cognitive behavioral, 281–285, 466–467
existential, 151–154, 466
family systems, 467
feminist, 352–357, 467
Gestalt, 211–219, 466
person-centered, 176–180, 466
postmodern, 383–386, 467
psychoanalytic, 74–79, 466
reality, 323–329, 467
Teleological lens in family therapy, 421, 430
Terminating, 386
Theoretical integration, 449
Therapeutic goals, See Goals.
Therapeutic person, 19
Therapeutic process, 23, 26–27
behavior, 238–241
cognitive behavioral, 279–281
existential, 148–150
feminist, 349–352
Gestalt, 206–211
person-centered, 170–175

postmodern, 380–383
psychoanalytic, 69–74
reality, 321–322
Therapeutic relationships, 18, 22, 24, 27, 33
Adlerian, 107–108, 464
behavior, 241, 464
cognitive behavioral, 281, 464
existential, 150, 464
family systems, 465
feminist, 351–352, 465
Gestalt, 210–211, 464
person-centered, 172–175, 464
postmodern, 382–383, 465
psychoanalytic, 71–74, 464
reality, 322, 465
Therapeutic techniques:
Adlerian, 108–118, 466
behavior, 241–258, 466
cognitive behavioral, 281–285, 466–467
existential, 151–154, 466
family systems, 467
feminist, 352–357, 467
Gestalt, 211–219, 466
person-centered, 176–180, 466
postmodern, 383–386, 467
psychoanalytic, 74–79, 466
reality, 323–329, 467
Therapists, 464–465
beginning, 29–34
beliefs and attitudes of, 25–26
culturally skilled, 26
effective, 458–459
intervention strategies of, 26, 355
knowledge of, 25
personal characteristics of, 18–19
personal therapy, 19–22
philosophy of life of, 23
role of, 18, 23–24, 33
skills of, 26
values of, 22–24
Therapy:
brief, 377–387, 403
existential, 131,163
family, 409–443
feminist, 339–372
Gestalt, 197–231
narrative, 387–397
nondirective, 166
psychoanalytic, 59–95
reality and choice theory, 315–338
termination, moving toward, 386
third force in, 167
Thinking, 276
and acting, 276
and feeling, 276
polarized, 289
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role of, 455
self-defeating, 276
wholeness and integration of, 455
Thoughts, automatic, 288
Time focus, 418
Total behavior, 318
Tracking patterns of interaction, 422–423
Tracking sequences, 422–423
Transference, 20, 71–72
analysis of, 77
in Reality therapy, 320
Transgenerational sequences, 423
Treatment:
goals, 167, 464
religion/spirituality and, 452–454
Trust, 167, 464
vs. mistrust, 67
Unconditional acceptance, 174–175, 283
Unconditional positive regard, 174–175, 283
Unconscious, 62–63, 335, 460
Freud’s concept of, 62–63
motivations, 455

Unconsciousness, 62–63
Freud’s concept of, 62–63
Unﬁ nished business, 203–204, 464
Uprootedness, 143
Values, 20, 139, 167
counselor, 22–24
cultural, 22–24
in existential therapy, 145
imposition, 23
respect for, 23
role of, 22–24
therapist’s, 22–24
WDEP system, 325–329
White privilege, 359
Will, 135
Will to power, 135
Women-of-color, 344
Working-through process, 72
Young adulthood, 68
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