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Specialized Interventions for Advanced Generalist Practice with Individuals, families and groups in a Rural Context: Behavioral and Cognitive Behavioral Interventions

Behaviorial:  Conjoint therapy techniques

Exercises: A form of marital therapy in which a therapist sees the partners together in joint sessions

Conjoint Therapy:
Conjoint therapy operates from the concept that the root is the ‘between’ of the couple. The therapist has the role of a negotiator or coach. 

Communication can be viewed as crossing walls. 

He: walls, thicker walls, dodging, from cool to cold emotions.

She: feelers, probes, catapults, warm to hot emotions.

In the dyad, the strong male therapist will engage the strong male, the female therapist will best engage more with the weak male personality. The weak male therapist will better engage the female.

Positives must be reinforced (roses). Creating a “positive feedback loop ecology.”

The therapist helps pull weeds and grow flowers. (Weeds are the negatives.)

Example:

Male: Great meal last night.

Female response: Goodness, you haven’t complimented me in years.

(Received rose, threw stone.)

Love is often sent but deflected either due to past deferential issues, past pain, walls, or unwillingness to open self to rejection.

1. having it

2. sending it, showing it

3. must be received

4. It is often a formula problem:  jealousy, sexual, possessive

Must learn to say “share yourself with me” and be able to hear it.

When emotions are involved:

Understanding is related to:

7% words

30% tone of voice

55% facial expressions and body posture

Men are more likely to be left brain (linear thinking, product oriented)

Women are more likely to be right brain (creative, intuitive, global, emotive, process oriented)

Men



Women

Logic, linear


Insights, polyfactorial thinking,

There and then


Music, here and now, emotion, feeling oriented

Head



They dance, better understand pictures, act from gut

Usually Product oriented
Usually Process oriented

Leads to misperceptions of status. Men view process as time wasters. Women view men as unfeeling, cold, and non-caring.

Leads to a product/process imbalance and marriage conflict.

Communication styles:

1. Synergetic interruptions in healthy families.

2. Little interruptions in mediocre families.

3. Much interruptions in sick families.

Interrelationship therapy: Openness 

Rules are set in friendly manner with acceptance as the overall theme.

Theme for therapist:

Step toward it

Don’t get in its way

Handle it with love

Then: Go with it or drop it.

I need more details.

What are you thinking about as you hear that?

How do you perceive the problem?

What are you thinking as you see the problem?

OK

Ask questions of one to ask the question of the other. Minimize direct interchanges between therapist and either male or female.

Thematic text:

When you come to a marriage counselor you have to do different things for diagnostic purposes. I would like for you to face each other. Note the distance between each others. Discuss what is wrong with your relationship. (Use techniques to direct them toward each other, such as knees touching, holding hands.) I would like for you to ask him “what have you heard me say.” Would you ask her if this is accurate? Would you ask her what you were feeling 5 minutes ago and what are you feeling now.  Would you ask him what you are feeling, hearing this new message? Ask each other where you are emotionally right now. Would you discuss with each other where you want to be emotionally?

As mentioned earlier, you may have to do unusual things. Now touch knees to knees, sit back and shut eyes, and think of three things you want from your spouse this week and are willing to ask for. When you have three open your eyes. Now ask each other the things you want.  (She may ask for feeling related things… if so ask her to define feeling level. Ask him what he heard her say.)

Explain that unless you define in muscle movements, you haven’t made yourself clear.  Please explain to him how he can express your feelings. Be more specific. 

‘I see.’ As opposed to ‘the picture you present to me’.  Ask him, “Do you have doubts, quandaries, fears?” Ask her, “How you feel hearing this?” Ask him, “Are you willing to experiment this week showing emotions?” Now choose a 15-minute time period this week and make a contract. Are you willing to experiment? Now decide when this will be right now. Now agree and shake hands on the contract.

Now ask him what you would like for him to do? Would it be accurate to say, “You are 

Saying it in such a way it affects you? Will you do this for him for 7 days? Shake hands. Ask him how he feels about this agreement.

Will you show your good feelings by patting her/his knees and smiling?

Ask her how she feels about this.

Now discuss “if you were going to defeat yourself over these two contracts, how would you do it.”  Please discuss. How would you sabotage each other’s responsibility? Will you agree not to sabotage? (I’ll try.) What does that mean? “Do you really want this to succeed? Are you really ready to risk this? You need to think and say “When I perceived you wanted me to do this, I wanted to do it.”

Now discuss how you got here, starting with where you were before. Earlier you were stymied. What are you doing now?

Now add, “how did we as a team get to where we are now?  You got where you were by clearly asking what you wanted in muscle movement terms. Important to me for you to learn the system so you can do this without me.

In the next session, they will update re:

“Bring me up to date.” What worked well? What worked less well?

Have couples say:

“How I screwed this marriage up is…

“How did you screw up this marriage…

Six forms:

Individual sessions


Individual Group (Creates divorce if marital problems are present.)

Concurrent Individual sessions- See man for one hour and woman for one hour

Concurrent Group

Conjoint interview- Best for happy marriage

Conjoint Group- Are best for marriage which leads to divorce.

Best assertion is always friendly.

Outcomes:

Poor  --  medium  --  good divorce  --  marriage

Mutual misery

Healthy: does not cause

Unhealthy: causing or likely to cause and issue damage. Physical health and emotional health.

Clients should be doing the hardest work in the therapy sessions. The therapist does not have the answers, but a series of experiments and systems to try, perhaps one or more will work.

Stuart’s marital inventory

Think, Feel, Behavior

Therapy has two major modalities:

1. Interview therapy

2. Group therapy

Thinking is different in each, Writing, Quiet (reflective), Talking:

a. Writing therapy

b. Bibliotherapy

c. Dance therapy

d. Art Therapy

Accept other’s perception as the truth as they see it.

Group:

Starter techniques:

Picture self as something. Clasped hands, closed eyes and transfer emotions.

In group, this could be a morning session. In the afternoon, move to process and look at interactions between all members.

Be bold and ready for mistakes.  

Techniques: 

Who has got the worse marriage…

What are you going to do with this?

This is hard work, you may not like it.

Psychological nudity.

Come to Group Contract for 6 weeks or 6 times, on the 6th renegotiate. This provides group stability.

Honesty pledge: People will ask you questions, be honest or say you don’t ant to reply.

Confidentiality pledge: Promise what ever is said to you in group will remain confidential.

During pregroup interview, people usually drop out before the sessions begin.

Directional techniques:

Where I am now physically (situation) and emotionally?

Where I want to be siutationally and emotionally?

What are we willing to do about it?

How will we know when I get there?

Groups are usually 3 hours with a break in the middle.

1st hour is the period of process stuff

Then hotseat ..identification of problem.

How strong can you be? Pretty strong. Most clients are stronger than they think.

“You are very courageous…”

Three ways to leave group:

1. Graduation: must say one session before leaving…”Next time will be the last time. Group then votes during last meeting as an opinion.”

2. Leap of absence: I want to try it out of group, for say, 6 weeks, and then come back and report.

3. Leave of absence.. job related..

Games couples play:

1. Court room game: “You always…(accusation)

“The reason for that  is because you…(Counter accusation)

Endless amounts of evidence. (Counter – counter accusations)

Committed to non-agreement.  Difficulty is that there is no judge or jury. Ensure that therapist does not enter this role. Courtroom cannot end, only adjorn. Therapist explains this to them and asks them if they want to sepnd their time this way.

Sometimes person who is afraid of peace will escalate. Confront this. The therapist may ask, “What could you do instead?”  Phenomenology – Reality of perception. Psychologically sunburndt.  They will aim to preserve ego strength, only thing they know.  If they cannot get good attention, they will ask for bad attention.

2. Fight and Flight: Fighting with fleeing. Hit and run. They through rocks that get to spouse.  Hit and run love.  (I love you, where’s the newspaper, don’t wait for or expect a return.) 

Women often Cry or Scream; Men Freezeup

Who taught you that? Challenge. Bad behavior usually picked up in childhood; however, in today’s society, not necessarily parents. There is a tremendous influence by society and especially in marriage. Fairy tales program that men know what to do. “If you loved me you’d know what to do.”

Past



Now



Future






   X

Sequence:

W: Aunt Matilda called me a bitch. (Bleeding)

M: I thought we decided not to talk to Aunt Matilda. (Why did you play with knife?)

M: Don’t talk to her again. (Don’t do it again.)

M: Oh, Gee/gosh…Hold her. Care about her.  (Bandage and care.)

W: (Which will best continue the behaviors?)

She can fix problem better than you can. All she needs is heart and gut. Don’t give her a course she did not sign up for. Define all abstracts in muscle movement behaviors.

Get things behaviorally defined in muscle movements and practice until you can do it correctly to become spontaneous. “Try on for size and experiment.”

Pre and re-marital therapy:

I- Image: Best foot forward is associated with old south and upper class. Ideal self-image is focused on the other and can be reinforced by the other.

After marriage, the screen is sometime let down, especially when person gets tired of being on a pedestal. Some pressure is applied for screen to be put in place and this is countered by moves to destroy screen and attempt to relate psychologically naked.

F- Frustration begins to develop in trying to restore image. As it is build, relationship begins to break down leading to separation.

D- Demoralization. (18% of suicides occur here) Demoralization. They realize that they are not going to get what they want. Image – Frustration – Demoralization

IFD setup is extremely common.

Demoralization is commonly confused with depression.

Romantic love is often behind this and it is common with Idealization love.

Very success oriented men tend to idealize life style rather than person.

Best to meet compatible person and grow in love.

Best to meet compatible person and grow in love.

Cures: Training techniques to teach how to better love. Let person pick a person from the group they could least love and sit in front of them and find some way to love them.

Given two average people, they can come to love each other. Love will vary, but definitely exist. Note oriental and other cultures where marriages are arranged.

Tissue damage: Alcoholism, feeding unhealthy foods, life styles, unconscious spousal murder, smoking in front of spouse.

Cancer theory: When you set yourself up for a lousy life and cannot find an escape then you get cancer.  Therapy can affect cancer through meditation and psychotherapy work. Seems to work be activating white blood cell count.

More physical health patterns of chronic illnesses the more likely there is a life and death struggle going on. 

Dynamics of Anger:

Need

Want
->

New behaviors  -> Get satisfaction

Behaviors
<->Not getting ->Frustration ->Anger ->unhealthy/healthy/(held)drepression.



Anger -> Felt Power (I do anger to overcome feeling of powerlessness)

· Admission

· Powerlessness (annihilation, low self esteem) ->Behaviors -> Want

Anger will sometimes cure depression. Why not admit when you are angrey you feel powerless? Powerful decision to admit feelings of powerlessness.

Most parents who are abusive do not know how to parent, but they expect they do.

Sex problems:

1. She does not climax any more.

2. He has premature ejaculation.

3. They just don’t like it with each other.

Therapist is often the biggest problem in therapy, through lack of experience and inability to talk due to shyness.

Dealing with guilt:

Past



Now




Future

Guilt 

is the 

enemy of 

responsibility.

Super ego: Parent (look what I did)


Adult (What are you going to do about it?)

Guilt is the way to be important to one’s self.

Marital Satisfaction Predictons:

   

 Fenell (1993) used a modified "delphi method," a consensus-building technique, to narrow down a larger list of marital characteristics to the 10 most important ones in long-term successful marriages. This method employed a panel of individuals with expert knowledge of this subject, who engaged in a three-round process of elimination to arrive at the desired consensus. The 10 most important characteristics, in order from most to least important, were identified as
    1. Lifetime commitment to marriage
    2. Loyalty to spouse
    3. Strong moral values
    4. Respect for spouse as a friend
    5. Commitment to sexual fidelity
    6. Desire to be a good parent
    7. Faith in God and spiritual commitment
    8. Desire to please and support spouse
    9. Good companion to spouse
    10. Willingness to forgive and be forgiven

Collins and Coltrane (1991) reported the results of a public opinion poll indicating that the most important components of marriage were faithfulness (93%), understanding (86%), a good sex life (75%), children (59%), common interests (52%), sharing household chores (43%), having enough money (41%), and sharing similar backgrounds (25%).

    Lauer et al. (1990) also studied characteristics of couples that had been married more than 45 years. These couples attributed their marital satisfaction to the following components: (a) They were married to someone they liked, (b) they had a commitment to the person as well as to the marriage, (c) they had a sense of humor, and (d) they were able to reach consensus (i.e., agreement). 

Robinson and Blanton (1993) studied couples who had been married an average of 40 years. They identified the key characteristics of happy marriages as (a) intimacy, (b) commitment, (c) communication, (d) congruence, and (e) shared religious orientation. 

Characteristics that are related to enhanced marital quality include love, reciprocity, communication, understanding, religious orientation, patience, commitment, intimacy, shared responsibility, personal identity, persistence, hopefulness, flexible boundaries, and congruence.

 Kurdek (1991) studied couples at the time of their marriage and 1 year later in the effort to investigate characteristics of marriage from a contextual perspective, where the context was the transition from being single to being married. He reported on couples who stayed together during the 1st year versus those who did not, and he concluded that three personality variables predicted marital satisfaction: (a) motives to be in the relationship, (b) satisfaction with social support, and (c) psychological distress.
    

Craddock (1991) applied a Circumplex Model of marital and family systems in a study of 100 Australian couples married an average of 8 years, using the two dimensions of cohesion and adaptability, to provide a structural typology of relational systems. He found that couples that were more flexible, adaptable, and cohesive reported greater marital satisfaction than couples that were chaotic, rigid, or random. Craddock also noted a positive correlation between marital satisfaction and similar religious orientation, similar personality issues, ability to resolve conflict, agreement on financial management, leisure activities, children and marriage, and family and friends. 

Relatedly, Schumm (1985) reported that similarity in religious orientation, quality of communication, and time spent together were the most important determinants of marital satisfaction.

A review of the literature on marital satisfaction from an ecological perspective, conducted by Larson and Holman (1994), resulted in three categories of factors: (a) background or contextual factors (i.e., family-of-origin variables, socio-cultural factors, and current contexts), (b) individual traits and behaviors, and (c) couple interaction processes. They concluded that the strongest predictor of marital instability is young age at the time of marriage. They reported that race was not a good predictor of marital satisfaction and that the role of gender is still not clearly understood. Moreover, they reported that both approval of the relationship by friends and positive perceptions of the couple's marriage are predictive of marital satisfaction, whereas the effects of parental pressure through overinvolvement or intimidation are predictive of marital dissatisfaction. Larson and Holman distinguished between characteristics of individuals and characteristics of relationships, and they concluded that confusion in the literature between marital characteristics and marital interaction processes contributes to an inability to fully understand the factors affecting marital satisfaction. Larson and Holman's conclusion has been supported by other researchers, notably Arcus (1992), Kurdek (1991), and Mackey and O'Brien (1995).

 In Mackey and O'Brien's (1995) study of "lasting marriages," the authors described marriage as a developmental process that occurs in adulthood and that results in the establishment of various marital interaction processes. These marital interaction processes are either behaviors that are transacted within the relationship or interpersonal dynamics that evolve within the relationship and influence marital satisfaction. The authors identified five marital interaction processes: (a) containment of conflict; (b) mutuality in decision making; (c) quality of communication; (d) sexual and psychological intimacy; and (e) relational values of trust, respect, empathetic understanding, and equity.

    When the conceptual model was revised, the measurement model and factor analysis identified three distinct latent factors of marital characteristics. These factors were assigned the factor names: Love, Loyalty, and Shared Values. The structural model illustrates three paths to marital satisfaction based on a mediated relationship between marital interaction processes and marital satisfaction. Although Factors 1 and 2 appear to be adequately identified, the composition and identification of Factor 3, Shared Values, gives rise to further questions. Given the very low factor loading for the parenting characteristic, future research should investigate the possibility of a fourth distinct factor, which pertains specifically to importance and satisfaction with parenting. (This would require adding more such items to the scale.)
    Loving relationships are those in which open communication and agreement on the expression of affection are important. The most important characteristics of loving marriages were identified as respect, forgiveness, romance, support, and sensitivity. In loving relationships, a path extends from communication and affectional expression to the importance factor and then extends from the importance factor to satisfaction. However, the results of the present study suggest that satisfaction with the characteristics of a loving relationship is not sufficient to achieve marital satisfaction. Rather, the path to marital satisfaction is mediated by satisfaction with loyalty in the relationship. Thus, according to this model, loyalty mediates the relationship between satisfaction with loving characteristics and marital satisfaction.
    Relationships in which loyalty is important are those in which devotion to one's spouse is viewed as a priority, regardless of sexual activity and despite possible disagreements about the expression of affection. It is interesting that the most important characteristics of what we have called "loyal relationships" were the top three identified by Fenell (1993) as the most important characteristics of marriage: lifetime commitment to the marriage, loyalty to one's spouse, and strong moral values. According to the path model in Figure 2, spouses who value loyalty and who are satisfied with the loyalty in their relationship can achieve marital satisfaction.
    Significant paths extend from three marital interaction processes (i.e., affectional expression, consensus, and sexuality/intimacy) through the importance factor for loyalty and through the satisfaction factor for loyalty, to overall marital satisfaction. This model suggests that sexual satisfaction is a very important ingredient in loyal relationships, despite disagreements that spouses may have about the expression of affection in the relationship. This finding supports previous research on the relationship between sexual satisfaction and marital satisfaction (Ade-Ridder, 1990); however, further research is needed to better understand the relationship between sexuality/intimacy and affectional expression.
    Relationships in which there are shared values are those in which conflict is managed, gender roles are traditional, and high priorities are placed on religiosity and parenting. Other studies (e.g., Craddock, 1991; Greenstein, 1995) have similarly found that there is less conflict when spouses subscribe to traditional gender roles. The results of the present study suggest that if "traditionality" is highly valued by both spouses in a relationship, then satisfaction with the shared value of traditionality can lead to overall marital satisfaction. This finding is consistent with earlier findings by Greenstein (1995) and Zvonkovic, Schmiege, and Hall (1994). However, an even stronger implication is that satisfaction with gender roles depends on whether couples share common values about those roles. Rosen-Grandon, Jane R. (2004)  The Relationship Between Marital Characteristics, Marital Interaction Processes, and Marital Satisfaction. Journal of Counseling and Development 82 no1 58-68 Wint 2004
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Conjoint Therapy Exercise:
Use a note pad and pen to jot down notes.

Are you committed to the marriage?

Are you willing to try new things that might improve the relationship?

Are you committed to being honest with each other?

What are things you value most in others? Write them down.

What do you need most from your partner?

In behavior terms, what three things would you most like from your partner?

In behavior terms, what three things would you most like to see changed in your partner?

What do you need most from your partner?

How might this be best expressed in behavior terms?

State in behavior terms what you would like to have your partner do for you? How often, when, be specific.

Describe the feelings associated with this behavior.

How do you want to feel in your marriage? What makes you most often feel this way?

Can you commit to one, two or three things a week in altering behaviors or language that would contribute to what your partner states is important?

Express how you feel when you hear your partner say this?

Feeling exercise:

Hold hands and with hands and facial expressions communicate information.

Use only face to communicate information.

Use only eyes to communicate information.

Use only hands to communicate information.

Use only posture, facing away from person.

Sadness, depression, anger, rigidity, tenderness, kindness, understanding, love, lust/desire, empathy, eagerness, loyalty, fidelity, care, coldness, warmth

The history of couple therapy 
Family Process,  Summer, 2002  by Alan S. Gurman,  Peter Fraenkel
In this article, we review the major conceptual and clinical influences and trends in the history of couple therapy to date, and also chronicle the history of research on couple therapy. The evolving patterns in theory and practice are reviewed as having progressed through four distinctive phases: Phase I--Atheoretical Marriage Counseling Formation (1930-1963); Phase II--Psychoanalytic Experimentation (1931-1966); Phase III--Family Therapy Incorporation (1963-1985); and Phase IV--Refinement, Extension, Diversification, and Integration (1986-present). The history of research in the field is described as having passed through three phases: Phase I--A Technique in Search of Some Data (1930-1974), Phase II--Irrational(?) Exuberance (1975-1992), and Phase III--Caution and Extension (1993-present). The article concludes with the identification of Four Great Historical Ironies in the History of Couple Therapy.

**********

COUPLE therapy is an area of psychotherapy practice that is long on history, but short on tradition. One tradition that has been established solidly, however, is that historians of the field periodically assess its status from a metaphorically developmental perspective. Olson (1970), the field's first chronicler, referred to marital therapy as a "youngster" which had "not yet developed a solid theoretical base nor tested [its] major assumptions and principles" (p. 501). Six years later, Olson and Sprenkle (1976), continuing the individually oriented metaphor, asserted that the field was "no longer in its infancy" and was "showing signs of maturing," although it "appeared like an adolescent, full of undirected energy ..." (p. 326), and a mere four years later, asserted that it had "reached young adulthood" (Olson, Russell, & Sprenkle, 1980, p. 974). Unfortunately, such loose metaphorical assessments appear quite unreliable. For example, in 1995, Gurman and Jacobson (p. 6) declared that "couple therapy has come of age," by virtue of its

   greater awareness of the significance of personal and cultural values; a

   more balanced appreciation of the interdependence of interpersonal and

   intrapsychic factors in couple relationships ... an increasing emphasis on

   ... operationalizing interventions ... a more honest assessment of ... the

   efficacy of couple therapies ... and ... more solid links with ... relevant

   professions and disciplines. [p. 6]

But commentators Johnson and Lebow (2000) soon questioned this position as being "premature" (p. 34), while ironically documenting the striking developments in the field during the previous decade that, in fact, corresponded almost exactly to those identified by Gurman and Jacobson!

To strain an admittedly tired metaphor once more, just after the first year of the new millennium, we suggest that a more interpersonal, systems-oriented appraisal of the current evolutionary status of couple therapy is appropriate. Such an appraisal should include consideration not only of the field's ability to stand on its own two feet, but also of its capacity to remain appropriately and respectfully connected to its origins, while at the same time, establishing viable, peer-like relationships with representatives of the contemporary world outside. In this article, we present just such an appraisal. But first, we must consider just why this millennial assessment is necessary.

Myth of Recent Ascendancy

It is certainly significant that the first (and, to our knowledge, only) invited millennial reviews of couple therapy appear in Family Process. While Family Process has never had explicit, formal affiliations with any professional mental health associations, highly influential and visible members of the journal's governing board and its editorial advisors played pivotal roles in the founding of the American Family Therapy Academy (AFTA) (nee "Association") in the late 1970s. As Framo (1989), a leading historian of that period of AFTA's saga, noted:

   The founding of AFTA had ... aroused considerable alarm in the AAMFC [now

   AAMFT, American Association for Marriage and Family Therapy] ... From

   AFTA's point of view the fields of marriage counseling and family therapy

   were two separate areas, each with their own histories, concepts, and

   practices. [p. 12]

The AAMFT, of course, was the professional organization that had originated in the marriage counseling movement. The irony that such a special series on couple therapy appears here, rather than in any of several other more organizationally affiliated, similar journals, should not be minimized, and its meaning is, indeed, profound. Most of the early pioneers of family therapy either explicitly disavowed couple therapy as not central to their work, or effectively cast it into conceptual oblivion merely by not referring to its role. Rare, indeed, for example, were early family therapy textbooks that gave more than a passing nod to the theory or practice of couple therapy. Even widely acclaimed, recent state-of-the-art texts such as M.P. Nichols and Schwartz' (1998) volume, devote only a small fraction of their pages to couple therapy (for Nicholas and Schwartz, about 2%). Indeed, even in our own family therapy textbooks (Gurman & Kniskern, 1981b, 1991), couple therapy accounted for about one quarter of the chapters.

Such representations of the less-than-secondary importance of couple therapy in the broader family field persist even today, despite family therapy's unofficial founder, Nathan Ackerman, having identified "the therapy of marital disorders as the core approach to family change" (1970, p. 124). Although Fraenkel (1997) has suggested that, at least historically, "the two modalities [of family and couple therapy] draw from the same body of concepts and techniques" (p. 380), this is becoming increasingly less true, as we will show.

But such representations of couple therapy's secondary status have flown in the face of what Gurman & Kniskern (1992, p. 66) called "the long-denied fact that most `family therapists' predominantly work with couples rather than two-generational families." Thus, Rait's (1988) survey of family therapists showed that about one-fifth of their typical caseload was couple work, and just over one-third was whole family work, notwithstanding the related finding that the most frequently identified (63%) patient complaints among the three most common problems identified by survey respondents were "marital difficulties." Similarly, Simmons and Doherty's (1995) first study of family therapists' practice patterns found that "couple problems" (59%) exceeded "whole family problems" (42%), and their followup national survey (Doherty & Simmons, 1996) of family therapists showed that these clinicians treated about twice as many couples as families. Whisman, Dixon, and Johnson's (1997) survey of practicing family psychologists and family therapists likewise showed that couple problems dominated the landscape of their clinical work. And recent multiauthor volumes, such as those by Donovan (1999) and Dattilio and Bevilacqua (2000) make it clear that therapists of every major (and some minor) "family" theoretical orientation regularly devote large portions of their work to couples. In sum, the "family" therapy literature of the last thirty years presents a grossly distorted view of what family therapists actually do.

Why has the professional myth that "family" therapists do little couple or marital work been both so pervasive and so persistent? This is one of the implicit themes found throughout the history of marital and couple therapy, which will be examined in our description of the conceptual history of the field. It is important to note that the undeniably increased visibility of books, articles, workshops, and conference presentations on couple therapy in the past decade indirectly support the myth that this area of clinical practice has become commonplace only very recently. Certainly, some models of couple therapy and the scientific study of couple therapy have ascended only recently. But despite appearances in the broader family therapy field to the contrary, the practice of couple therapy never actually vanished. Still, it is undoubtedly the case that the credibility attributed to such clinical practice is much more recent. The increased visibility of this work via books, conferences, and the like, reflects increased recognition of the centrality of couple therapy. Indeed, as our analysis will show, there are understandable, though unfortunate, reasons why couple therapy remained hidden in the shadows of the world of family therapy and individual psychotherapy for many years, despite the fact that couple therapy has probably been the modal clinical activity of family therapists for decades.

The Public Health Importance of Couple Therapy

We will draw attention to certain basic elements that would seem to convey something of the essential character of the dominant couple therapies practiced in that period: the models' views of relational health vs. dysfunction; typical treatment goals associated with the models (e.g., degree of emphasis on the attachment vs. power dimension of couple interaction); the theory of change associated with the models (e.g., the balance between interpersonal vs. intrapsychic factors); the nature of the therapeutic relationship in the models (e.g., the degree of therapist directiveness); typical and preferred techniques (e.g., preferred timeframe perspective); and the types of problems and patients treated (e.g., remedial vs. preventive emphasis). Elsewhere, we have separately (Fraenkel, 1997; Gurman, 1978, 1979) presented comprehensive, comparative analyses of how such interventive dimensions and foci characterize significant distinctions among the different major schools of couple therapy, but without respect to the unfolding history of those schools.

PHASE I: ATHEORETICAL MARRIAGE COUNSELING FORMATION (1930-1963)

Broderick and Schrader's (1981, 1991) classic tracing of the history of marital counseling identified four distinct phases; Phase I (1929-1932), the "Pioneer" stage, dominated by a small handful of forward-lookng practitioners; Phase II (1934-1945), the "Establishment" stage, signaled by the formation of the American Association of Marriage Counselors (AAMC); Phase III (1946-1963), the "Consolidation" stage, leading to the the first legal recognition of the marriage counseling profession (in California, in 1963); and Phase IV (1964-1978), the "Formative" stage, marked by the building of a professional literature, an occasional effort at scientific study, and what L'Abate and McHenry (1983, p. 3) called "intense growth and clarification of standards and competencies" for training and practice. In our view, what clearly links these stages is the understandable and overwhelming emphasis on the formation of a professional identity for marital practitioners, especially those coming out of the "marriage counseling" tradition. For Broderick and Schrader (1981, 1991), there were four phases to the "marriage counseling" movement. For us, by contrast, these four phases conceptually constitute four subphases in one long phase in the atheoretical formation of the marriage counseling profession. (1)

What Was "Marriage Counseling"?

As already noted, "marriage counseling" died a political-administrative death in 1978. If we arbitrarily date modern marriage counseling as having been born, organizationally at least, about 1930 (in that three major marriage counseling clinical institutes were formed from 1929 to 1932 in the United States; Broderick & Schrader, 1981, 1991), then we may justifiably wonder just what was going on in the field for almost forty years, and why "counseling" came to such a sudden halt.

Broderick and Schrader (1981) described the early marriage counselors as "a more or less naively service-oriented group" (p. 11) for whom their counseling was "the auxiliary activity of a professional whose primary commitment was elsewhere" (p. 4), in their work, e.g., as obstetrician-gynecologists, clergyman, social workers, family life educators, etc. Their clients were pre-marrieds, newlyweds and married couples seeking guidance about the everyday facets of marriage and family life, in some ways presaging the contemporary psychoeducational-preventive movement, as we shall see. They most decidedly were not severely maladjusted or suffering from diagnosed psychiatric disorders, and marriage counseling, even later in its history, was not viewed by the world-at-large as a "mental health" discipline (Haley, 1984; Shields, Wynne, McDaniel, & Gawinski, 1994). Early marriage counseling, however, clearly took a health/strength perspective and, in this way, foreshadowed the later emergence of more comprehensively delineated preventive couple interventions, as we discuss later.

Barker (1984) vividly described the modal clinical activity of clergy and social worker marriage counselors in the 1920s: "They told their clients how to make their marriages work better. They educated couples as to their legal and social obligations and they extolled the values inherent in family life" (p. 11). Marriage counselors stayed close to couples' presenting problems, provided advice and information, e.g., about the biological aspects of marriages, and helped couples solve relatively uncomplicated practical problems of everyday life. A marriage counselor's approach was typically very focused, very short-term, and quite didactic.

Treatment Format

If all of this seems to bear little resemblance to modern couple therapy (though it has more in common with modern psychoeducational programs), there is even less resemblance than may meet the eye. Ironically, though interested in the emotional welfare of couples, early marriage counselors rarely met in what we now consider the routinely preferred format of the conjoint interview. In 1963, thirty years into the history of the profession, Michaelson estimated from the case records of the three major marriage and family clinics in the United States that, in the 1940s, only 5% of marriage counselors' cases met conjointly, rising to 9% during the 1950s and to a whopping 15% in 1960. By the mid-1960s, clinicians who primarily identified themselves as marital therapists overwhelmingly used the conjoint format in couple cases, while mental health professionals from other disciplines who also practiced marital therapy were more divided between conjoint and individual approaches (Alexander, 1968). It was not until the end of that decade, now forty years after the founding of marriage counseling, that Olson (1970), in the field's first comprehensive analytical review, identified the "predominant use of the technique of conjoint therapy" (p. 503). As we shall soon see, the conjoint approach did not originate within marriage counseling, but within psychoanalytically dominated psychiatric circles (Sager, 1966), thus portending the virtual downfall of the marriage counseling profession.

Dominant Treatment Models

While Olson (1970) correctly identified the routine emergence of the conjoint approach, he also noted that the field was "seriously lacking in empirically tested principles, and it is without a theoretically derived foundation on which to operate clinically" (p. 503). Likewise, Broderick and Schrader (1981) noted that during this period, there was a "lack of clear commitment to any particular clinical philosophy" (p. 12). And Manus' (1966) classic and often-cited article provocatively declared that marriage counseling was a mere "technique in search of a theory" (p. 449).

And when marriage counselors of the day went searching for a theory, where did they find it? In the "peer group" of psychoanalysis. Apparently, few heeded the warning of psychiatrist/marriage counselor Laidlaw (1957): "If, as therapy progresses, unconscious factors are discovered ... the case ceases to be in the field of marriage counseling" (p. 56). By the mid-1960s, marriage counselors had latched onto the independently emerging psychoanlaytic and psychodynamic approaches to marital therapy. As Manus (1966) noted, "The most generally influential hypothesis ... is that marital conflict is based on the neurotic interaction of the partners ... a product of psychopathology in one or both ... partners" (p. 449). And, in a classic and very influential marriage counseling article of the mid-1960s, Leslie (1964) identified the central technical issues in working with couples: the "identification of distortions" (p. 68) in the partners' mutual perceptions; the "handling of transference and countertransference" (p. 69); the "drawing out of conflict" (p. 70), i.e., allowing the marital conflict to be fully manifest in-session; and the "direct alteration of interaction (p. 70)." Whereas marriage counseling in its first thirty-plus years had maintained an almost sole focus on the present and on patients' conscious experience, the past and the unconscious were now explicitly entering the conjoint counseling process, albeit with a focus still maintained on the current relationship. And yet, as Leslie (1964, p. 66) unabashedly acknowledged, and indeed emphasized, "There is no sharp line between marriage counseling and reconstructive therapy." Marriage counseling, as W.C. Nichols (1973) would say in another influential article, included "long-term, intensive psychotherapeutic work" (p. 5).

Even as psychoanalytic therapists were moving inevitably toward modern conjoint methods, they seemed to still cling to a core individual mindset. Thus, Sager (1967b), certainly the most widely influential marriage therapist in the psychoanalytic tradition during the 1960s and 1970s (e.g., Sager, 1967a, 1976, 1981; Sager, Kaplan, Gundlach et al., 1971) wrote, "I am not primarily involved in treating marital disharmony, which is a symptom, but rather in treating the two individuals in the marriage" (Sager, 1967b, p. 185). Sager had not yet moved (cf. Sager, 1976, 1981) to a balanced intrapsychic/interpersonal approach, and still emphasized "triangular transference transctions" (p. 185), including attention to "oedipal elements."

The same year Sager penned the above, he also recognized a common therapeutic problem, and an associated therapist error involved in "the attempt of husband or wife to talk to the analyst rather than to one another. The alert therapist avoids an omnipotent role so that he allows patients to work toward finding their own creative solutions ..." (Sager, 1967a, p. 144). In effect, the (traditional) transference should be paramount, but the therapist paradoxically should be more decentralized. Such paradoxes expressed psychoanalytic marriage therapists' profound uncertainty in their work about the centrality of the defining characteristic of psychoanalysis, the analysis of transference. And yet, the marital therapist still had primary responsibility to serve what would later be thought of as the essential "holding" function (Catherall, 1992; Scharff, 1995) for both members of the couple, when partners experienced unacceptable feelings, thoughts, and impulses. More than a decade after Sager's early influential writings, Skynner (1980), one of the most widely cited psychoanalytic marital/family therapists (e.g., Skynner, 1976, 1981), already strongly influenced by the object relations theories that had not yet influenced most psychoanalytic marital therapists of this era, discussed the conjoint therapeutic aim of "getting the projections back somehow into the individual selves" (p. 205). He emphasized, after Gurman (1978), that the psychodynamic approach seemed to have "lost [its] way" (p. 276) in identifying change-inducing techniques, beyond the basic psychoanalytic understanding of couple dynamics that it clearly offered. He attributed this technical vacuum to "the inappropriate focus on the concept of `transference' ... in relation to the therapist (usually cast in a parental role)--and interpretation to bring it to awareness ..." (p. 276; original emphasis). Skynner emphasized that "the unconcious conflicts are already fully developed in the mutual projective system between the couple, and could be better dealt with directly rather than by the indirect methods of `transference" (pp. 276-277).

http://www.findarticles.com/p/articles/mi_m0AZV/is_2_41/ai_90301622/pg_3
CONJOINT THERAPYPRIVATE 
(M. Joan Ormont & Louis R. Ormont)
Obviously, very few clients will ever have the financial resources or the insurance necessary to pay for conjoint therapy where they are engaged in two forms of therapy by two therapists at the same time.  However, it can be a very powerful form of therapy and is worth your consideration not only for its power but for what it can tell you about how clients behave in individual and group settings.  It is important that when you are doing individual therapy that you don't conclude that your client relates in group environments in the same way that they are relating one-on-one toward you.
"Conjoint treatment...refers to the concurrent treatment of a patient in two different settings by two different analysts. The analysts work separately to resolve the patient's resistances, one in a group setting and the other in an individual setting.  What unfolds in the individual sessions may be worked through emotionally in the group setting; what is touched on in the group setting can be explored in detailed depth in the individual setting" (p. 424).
"The importance of the group and of the group analyst to a patient may prick the vanity of the individual analyst.  The tender blossoming of the transference in the first few months may seem to be weakened by the patient's transference to the group leader and the group members.  Whatever latent competitive feelings the individual analyst has maybe fanned by the patient's conjoint treatment.  Patients are quick to read the analyst's unconscious and to release some subtle aggression by praising the group analyst to irritate the individual one.  This is especially likely to occur the first time an individual analyst works conjointly...When conducted properly, conjoint treatment has advantages that easily repay the burden of the analyst's having to endure unpleasant feelings...The group analyst and group members arouse memories, feelings, and conflicts that the patient brings into individual treatment; the relationship between patient and group adds another dimension to the analyst's understanding of the patient. The analyst encourages a patient who talks freely in individual sessions but clams up in group, in much the same way that a mother encourages a shy child to speak up in kindergarten. The patient who is outgoing and verbal in group but monotonous and without affect with the individual analyst is making a statement about early feelings toward the mother that are hindering interpersonal relationships in the present.  Each patient shares his historical and present-day feelings in a unique way with the individual analyst, the group analyst, an the group members" (pp. 428-9).
	1: J Sex Marital Ther. 1980 Fall;6(3):205-13. 
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Motivation in conjoint therapy.

Miles JE.

In conjoint therapy the motivation of each partner is a central issue, and is a curiously neglected area. While one or both spouses may have "low" motivation for working towards a more functional marriage, they may have very powerful other motivations for seeking conjoint therapy. This paper, derived from a review of 100 couples seen in conjoint therapy, outlines the seven most common alternative motivations encountered, and offers some diagnostic clues and management techniques.
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See responses to this article 

On marriage: Evolution of a conjoint therapy approach 

Couples in conflict often have views about their spouse that are both negative and inaccurate. Here is an approach that family physicians can use in the office setting to help heal this most significant of adult relationships. 
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James E. Miles, MD, FRCPC 

Dr Miles is professor emeritus in the Department of Psychiatry at the University of British Columbia and is in private practice in North Vancouver. 
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Abstract 

This article summarizes the author’s gradual development of a theoretical approach to conjoint therapy of couples in major conflict. A significant help in the evolution of an effective way of treating dysfunctional couples was the realization that “a good theory is the most practical thing,” and the theoretical basis the author has found most effective is outlined in this paper. The approach offered is a method of understanding what is really going on in a conflicted relationship. 
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I have been seeing couples in conflict for nearly half a century. For the initial 9 years of this period I was a family practitioner in Quesnel and North Vancouver, and, having had no training in medical school about marriage, I was totally unprepared for the situations I encountered. I had a vague awareness that a lot of the physical symptoms that patients presented were related in a general way to unhappiness and that most of this somehow related to unsatisfactory relationships. I had no theoretical basis, however, to proceed beyond these ill-defined perceptions. 

In the early 1960s I decided on a career in psychiatry. As in medical school, there was a dearth of interest in marriage and its vicissitudes. In view of the obvious serious impact of marital conflict on the lives of men, women, and their children, it didn’t make sense to me that this most significant of adult relationships, the very nucleus of society, should receive such short shrift from the medical profession generally and psychiatry in particular. 

Once I was a psychiatrist and a junior faculty member I developed a small private practice. Most of my patients were women (who are more likely than men to seek treatment) and many of their complaints related to unsatisfactory relationships. These women fell into two groups: those who felt they were married to a prince and wanted my assistance in helping them to measure up to their partner, and those who were convinced they had got involved with the biggest turkey west of Prince Edward Island and hoped I could help them cope with these hopeless mates. 

I decided to incorporate the partners, if both were agreeable, into the sessions, and a powerful and educational experience ensued. The princes and the turkeys turned out to be simply human, and did not resemble their advance billing. It was then that I began to understand the transactional nature of marriage, and my patients were a major help to me as I worked to understand the complexities of relationships. In the 1970s my learning was greatly assisted by the arrival of Ferdinand and Jirina Knobloch in the UBC Department of Psychiatry. More than anyone else I had encountered, these brilliant psychotherapy practitioners and researchers understood the value of a workable theory. In the introduction to their book Integrated Psychotherapy,[1] they state “We believe, as does Kurt Lewin, that good theory is the most practical thing.” 

In 1978 I came across a seminal article by Segraves[2] that provided a theoretical basis for marital pathology. His model is testable, unites various partial theories into a common conceptual framework, relates individual psychopathology to interactional difficulties, and is clinically relevant. The Segraves theoretical model is as follows: 
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Because of the complexity and quantity of interpersonal stimuli and the limited information-processing capacity of the human nervous system, people develop cognitive schemas or templates to organize their interpersonal perceptions. These schemas influence the manner in which new information about people is perceived and assimilated.
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It is hypothesized that in marital discord both spouses have schemas for the perception of the mate that are both negative and markedly discrepant with the mate’s real personality. Clinically, this will be observed as a fixed misperception of the mate’s character.
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It is hypothesized that these schemas or tendencies toward misperceptions were learned from previous intimate experiences. The most powerful influences in the creation of these schemas are childhood experiences with one’s parents, although they may be modified, for better or for worse, by later life experiences. A man, for example, who was raised with a domineering and intrusive mother will have developed a distorted cognitive schema for women. He will have a tendency to perceive all women, especially in emotionally significant relationships, as wanting to control and envelop him, which in the majority of cases is a gross misrepresentation of the intent.
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In cases of chronic marital discord, the person has difficulty observing the differences between the reality of the present partner and the images or cognitive schemas for the opposite sex.
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These distorted perceptions contribute to interactional sequences that maintain these distortions. A man who has developed a cognitive schema of women as manipulative may attempt to reduce this threat by being very controlling. That is, if he can control the relationship in all its aspects, he can reduce the danger of being manipulated. His spouse may respond to this attempt by fighting back, often in indirect ways, and thereby confirm her husband’s perception of women being manipulative. In mate selection, there is a strong tendency for dysfunctional individuals to unconsciously select a partner who complements their own pathology.
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Repetitive observation of spouse behavior discrepant with the cognitive schema for the spouse will result in a change in the person’s cognitive schema for the opposite sex. If, for example, our husband with the cognitive schema for women as domineering and intrusive is fortunate enough to marry a woman with healthy self-esteem and self-confidence, she will not fall into the transactional trap, and his cognitive schema will alter in a positive direction.
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As this framework implies that perception of the spouse is partially a function of the actual behavior of the spouse and partially a function of the distorted cognitive schema, the degree of influence of the latter on perception is a function of the ambiguity of the perceived situation. This implies that the use of clear and explicit communication patterns between spouses should minimize the amount of distortion possible.

[Back to top] 

If one bears in mind that distorted interpersonal perceptions are more fully elicited in emotionally meaningful, dependent relationships, then a typical scenario for difficulties in establishing and maintaining a mutually satisfactory relationship would be a person with an unhappy childhood relationship with one or both parents who, as a consequence, develops a cognitive schema that powerfully influences his or her perception of the partner in an emotionally dependent relationship so that he or she sees the partner not as the partner really is, but in a distorted way based on earlier unsatisfactory experiences. These distortions are reinforced because the person’s behavior elicits negative responses from the spouse.  

As the years go by, the love and passion the partners had for each other dissipates gradually as the discord continues. Where once an out-of-control gas well flamed, there may now be only a flicker of interest in the other person. Motivation to retain the marriage is of paramount importance,[3] and if both partners are motivated, even couples with severely impaired capacities for intimacy tend to do well. 

The conscious wish of each individual is to be a good partner. These good intentions are placed in jeopardy by unconscious forces arising from unhappy life experiences, but there are no villains in couples in conflict. This explains the mutual destructive hostility that exists in these marriages, as both partners are aware of how hard they try, and how hurt and angry they are when their needs are not met. 

Because couples in conflict relate to each other in distorted schemas, they don’t know each other, and it can be very heartwarming to see a couple become acquainted with each other after years of estrangement.  

A depressive illness in one or both of the partners is a common finding with couples in conflict. Myers has a good chapter on this issue.[4] Whether this mood disorder arises from the marital situation or occurs on its own, it must be diagnosed. Depression that occurs independently is often difficult to diagnose because the depressive symptomatology has become interwoven with the marital pathology. The depression will, in some instances, respond to conjoint therapy and some patients will require medication. I use the patient’s rating of his or her mood on a 1 to 10 point scale averaged over the preceding week. The Beck Depression Inventory is a useful adjunct.[5] 

A model for an initial interview is summarized in Table 1.[6] You can take a family history on subsequent visits, looking particularly at whether they felt they were loved as children and what parental role model they were exposed to. The couples should be seen as couples, and if they argue openly in the office, let them know kindly that they can do this at home. Many less serious cases will respond to your interest and caring, the opportunity to ventilate, and an explanation they can relate to.  

Couple conflict is a complex area, and the hallmark of the real professional is being able to say “I don’t know.” Resist the tendency to take sides, do an evaluation of both partners for depressive illness, and always arrange for another appointment. If you feel over your head, refer them. 
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Question
Comment
1. (To each in turn:) What is your age and occupation?  

2. How long have you been married? Did you live common-law prior to marriage? How long was the courtship? 

3. (To each in turn:) Have you been married before? For how long? Did you have children? If so, what are their names and ages? Who do they live with? What kind of relationship do you have with each child? 

4. Where do you live? Is it a house or an apartment? Do you own or rent? 

5. (To both, if there are children:) What are your children’s names and ages? How is their physical and mental health?
(To each:) Are they “good news” or “bad news”?
(To both:) Does anyone else live in the house (e.g., relatives, nannies, etc.)? How old are they?
(To each:) How do you feel about them? 

In response to the initial pleasantry, is there any evidence of a sense of humor, a very important quality in terms of prognosis? Who takes the initiative? How does the other partner respond to this? Do they disagree with each other over, for example, the duration of the courtship, one insisting it was a year, the other 13 months? If one or both partners have been married previously, the therapist will have gained some appreciation of the significance of these former spouses and the children to each of the partners. Asking about the children reveals whether they are a conflict-free area where both parents are in agreement on child-rearing, or whether one or more of the children have become pawns in the marital conflict. These initial five question areas permit the therapist to get to know something about the couple and allow them to assure themselves that they have a place in the world—a home, an occupation, children—which is helpful when they are on unfamiliar territory engaged in an unknown and very anxiety-provoking experience.

6. Whose idea was it to come for conjoint therapy, and when did you first seriously consider it?

This is a very useful time to make a direct inquiry about motivation by asking how each partner feels about undertaking conjoint therapy. The motivation of each partner is a central issue, and is a curiously neglected area in the literature. As I have noted elsewhere,[3] “While one or both members of the dyad may have ‘low’ motivation for working toward a happier and more functional marriage, they may have, in fact, very powerful alternate motivations for seeing a therapist….When the lack of congruence between the goals of the therapist and one or both marital partners goes unrecognized, effective therapy may be seriously prejudiced” (see Table 2 ). 

7. Have you, as a couple, had previous marital therapy? Who with, and when? How often were the visits, and how long were the sessions?
(To each:) What is your perception of the outcome?

Surprisingly often, one will give a positive report of the outcome, the other a very negative review, indicating a probable failure on the part of the therapist to have established a symmetrical relationship with the couple. Some support for this perception is given by the fact that commonly these previous interventions have been individual visits for both, usually more for the wife, and most commonly they have only been seen conjointly on one or two occasions. 

8. (To each:) As briefly as possible, what do you see as the problem in your relationship? How long has it been a problem? 

Many couples will agree about the approximate duration of their conflict, but wide divergences are not uncommon. An extreme example of this is where the wife says there has been a major marital problem for 10 years, and the husband flatly denies that from his perspective there is any problem whatsoever. Asking for a brief statement of the problem is helpful in determining the degree to which each partner is prepared to take some share of the responsibility for their unhappy marriage. This ranges from the unrealistic (and narcissistic) acceptance of 100% of the responsibility by one partner, to a complete denial of any responsibility by one or both partners, and attributing the blame entirely to the spouse. 

9. (To each:) What do you hope to get out of therapy?

This helps to clarify each individual’s goals and provides an opportunity to assess the congruence of their expectations. 

10. (To each:) What thoughts have you had about separation?

The answers can be a rich lode of information, not only about the partner’s previous and current impulses to separate, hence constituting another monitor on their motivation, but also about their reasons for not wanting to separate. Themes of love and commitment may easily emerge here or, conversely, their absence, and concerns may be expressed that have less to do with the relationship and more to do with the partners’ apprehension over the practical and emotional consequences of separation and divorce. Another value of this question is to allay anxiety. A common fear of people contemplating conjoint therapy is that the process will end in divorce. Raising the issue directly and early is, in my experience, helpful. 

11. (A sequence, to each:)
How is your partner a “pain in the ass” to live with? 


What is the “good news” about your partner? 


What behaviors of yours distress your partner? 

I am not particularly happy with this expression but one needs to affectively sanction the expression of negative thoughts and feelings. 

This provides an opportunity to focus on and assess the assets of the marriage. On rare occasions, in marriages in extremis, there is a paucity of good news or what is given is invalidated by the manner in which it is presented. This usually has motivational and prognostic implications. 

This question accomplishes a number of things. First, it is an indication of the person’s degree of comfort with hostile feelings. Second, it allows people to openly acknowledge that they are aware of the specific behaviors that antagonize their spouse and in so doing, take responsibility for what they do. Finally, this question introduces or reinforces the fact that the couple are at war—full scale war—and it is remarkably salutary, in my experience, to point that out to them. 
Most couples are well aware that they are miserably unhappy, usually blaming it on the spouse, but find it genuinely surprising to appreciate the complexity, pervasiveness, and intensity of their struggle with each other. 


[Back to top] 

Table 2. Alternate motivations encountered in conjoint therapy.
We (I) have tried everything; now we can separate.
Here, one or both partners have already make a secret decision to separate, but are highly motivated to see a therapist to assuage their guilt feelings by being able to state, “We (I) tried everything.”

I’ll get you, you bastard.
Typically in this situation, conjoint therapy is sought as just one more battleground in a protracted war waged relentlessly by a supposedly warm and loving wife against her supposedly cold and unfeeling husband. The psychiatrist’s office, where affect is sanctioned and rewarded, is a particularly punitive locale for these husbands. 

You look after her (him).
In this situation, the primary motivation of one spouse is not only to get out of the marriage, but to ensure that the partner, who is perceived as vulnerable and pathetic, has someone else to care for her (him).

Marital therapy as a career.
This rather rare motivation relates to couples that have been in virtually continual marital therapy with a succession of frustrated therapists since the early years of the marriage. In my experience, it most commonly occurs where the partners have married in response to strong familial or cultural pressures. The therapists serve as parental or societal symbols and the paramount motivation is to punish the therapist for the fact that they are married at all. 

Obviously, I’m the innocent party.
In this presentation, the primary tactic is blaming, and the partners are motivated to seek conjoint therapy to have their innocence confirmed by an authority.

Taking the heat off.
In this situation, one spouse has acceded to the other’s demand for conjoint therapy by agreeing to attend while quietly harboring strong feelings of resentment and resistance. If it can be made explicit in the initial interview, a negative set about conjoint therapy by one partner can usually be dealt with readily. When, however, a negative set is denied and the reluctant partner is attending with the primary motivation of alleviating pressure from the other partner, therapy is difficult.

Let’s get out without fighting.
In this presentation, the primary motivation is not only to get out of the marriage, but most importantly to do so without open conflict—a pattern that has usually been characteristic of the marriage.

[Back to top]
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. . . . "A Bird May Love a Fish, But Where Will They Live?"
Rita F. Resnick, Ph.D. and Robert W. Resnick, Ph.D. 

How to be connected with another and maintain a self…is probably the ultimate and complex human dilemma shared by all of us from birth to death, according to Rita and Bob Resnick, Ph.D.s from Psychotherapy Training Associates International in Santa Monica, California. This delicate and profound balance between being an individual and being a vital part of a couple continues to frustrate and elude most people. While both individual and traditional family therapy (mother, father, children) have received much attention from therapists and theorists of many persuasions, there is relatively little attention paid to these core issues between individuals in a primary relationship.

Issues of boundaries, power, autonomy, different meaning making (phenomenology), cultural introjects, gender biases, communication, ethnic and religious differences, the "larger field" all are domains that are crucial both to functioning well as an individual and as part of a primary relationship. Critical, in this regard, is how people (individuals, couples and groups) deal with differences (dealing with differences versus differences in dealing). Not all differences are conflicts. Difference becomes conflict when either person attempts to erase the difference by making the "other" like him or her. Now you have conflict!

The "Circle of Relating", developed by the Resnicks, is a model of teaching therapists how to track and modulate the processes of contacting, connecting and separating (with support) – from isolation as one polarity to confluence (fusion) as the other. Issues of withdrawal, contact and intimacy are also addressed as part of this "circle". The Resnick model of coupling, relationships and marriage has been evolving for more than thirty years. It is an integration of many approaches and disciplines drawing not only on field and systems theory but also from Psychoanalysis, phenomenology, dialogic relating, constructivism, postmodernism, Cognitive Behavioral and Gestalt Therapy. Anthropological and evolutionary theory are also included.

Doing therapy with couples and families is more than embracing a theoretical orientation, a methodology or a set of techniques. It is more than coming up with "deep understandings" from childhood, brokering "deals" where both people tend to do more of what they don’t like (thereby postponing the subsequent explosion and withdrawal) or unhooking couple's from their old stories (narratives) and trying to get them to embrace new ones. Good couple’s therapy requires an understanding of individual functioning, the processes of coupling and uncoupling, relating and rhythms. Without these basic understandings, many couples’ therapists struggle and often fail. Selecting bits and pieces from across the spectrum of therapies, a kind of "cut and paste" eclecticism – does not work well. An understanding of the integrated whole is necessary for good therapy, regardless of theoretical orientation.

Bob and Rita Resnick, an ongoing couple for thirty years (and frequently happily married), are constantly exploring and experimenting with ways of dealing with the basic process issues that all couples must deal with – differences, rhythms, power, intimacy, separateness, boundaries and connection

In training with the Resnicks, they suggest you bring your biases, your open mindedness to reconsider (and perhaps reorganize), and importantly, your sense of humor. 

http://www.couplestherapytraining.com/resnick_approach/

Cognitive Behavioral Interventions:

Behavior Theory and Social Work Treatment 

Welcome once more.   Cognitive theory class, we're in the homestretch so to say, just today's presentation and there will be a small presentation next week and we may not even do that because that will be a time lag we have with getting transcripts and all we'll just have to take a look at that.    If you have any suggestions just send them to me and I'll let you know information on line, written information rather than you're having to wait for transcript.

Today we will look at RET, we will look at a family, the one set of information I need to send you will be on the group and maybe we can work that out for next week instead of doing it live, just give me your ideas.

For your test, we sent you some notes but some of you are still asking about it.    On the test we are looking at Gestalt behavior, RET and cognitive.   Very little on RET as you will see we will fly through family as well maybe not even take the whole hour today.   Primarily focus on Gestalt behavior and cognitive and a few questions from RET and maybe one or two on group and family but those will be so general you will be able to answer them no problem.   

So focus on those three chapters.   Now RET major person in this theory is Ellis and you will see some similarities between him and other people you've been studying in that he starts out as a psychoanalyst and after a while he starts to get somewhat disillusioned in treating people in certain ways and so he was actually looking at long term progress that people were supposed to be making but they were not making and so he looks at how to change thinking patterns.   Lets make it more active and this type therapy you are much more directive than you would be in say person centered Rogerian type work or maybe even in Gestalt work.     This one you are sometimes combative you examine a persons thinking pattern refuting their statements looking at the congruency of their statements and what not and sometimes it can be a bit combative.    So RET is developed as a result of Ellis's dissatisfaction of psychoanalyst and psychoanalytic type therapy, to him it was not holistic enough, he wasn't looking long term there was not the feedback going on there.   He has an ABC model and I noted on the presentation slide that I want you to be able to compare that with the spare model I gave you in the cognitive lecture.   His ABC model looks A, is the event, B, is the belief system.   Ten people will have come up with the same or have the same type of problems to deal with but yet some of them are successful in dealing with it and some are not.   So it's all determined upon your belief system.    So A is event, B is belief system and C is the emotional and behavioral consequence.     So compare that with the spare model and see where you can put each of them.   For instance A in the ABC model compares with the S in the Spare model.   R would compare with the C in the ABC model.   Compare the two.   Ellis is influenced by a few people, he gets his psychoanalytic training and he is influence by Karen Horny who is known for looking at statements people made the shoulds, and some call it the tyranny of the shoulds, I should do this I should do that.    Looking at RET or REBT type model that doesn't lead you anywhere, why is it that you should do something, how does that help you as an individual, are you just responding to someone else's ideas and thoughts.   He gets some ideas from Adler who is an influence on him and remember Adler looks at the idea of community not just the individual person but the community also.   He is influenced by a host of people and I've only noted two of them on your presentation here and that is fine.   Lets look at some concepts here, one is the concept that humans are happiest when they set and achieve life goals.   Self-explanatory he looks at the idea of responsible hedonism, do what makes you happy but in the process don't hurt other people.     If you want to be a hedonist all right but the idea is that you must make yourself happy but don't interfere with others and don't harm anyone while going about doing it.  

Looks at the next concept of enlightened self-interest and says to your own self be true.    The next concept is that people have the biological ability to think rationally and irrationally.    You can see some responsibility in this and remember where responsibility comes from its an existential type idea.     Right?  

You have the responsibility, choice all those things, so you have the responsibility to think rationally and irrationally and you have the choices too.   The next looks at the idea of two categories of human problems one is ego disturbance, the other is discomfort disturbance.   Ego disturbance looks at the idea that some of us have an internal negative self-rating.   Internally we think very negatively about ourselves, and discomfort disturbance looks at the idea that some of us have an external negative self-rating.   Next concept looks at the idea of psychological interactions and that looks at our cognitions or emotions behaviors, which cannot be separated.   Remember we are talking in cognition that sometimes you get or partake in an event and automatically end up with a result you are like a machine in some ways so he says there is a psychological interaction going on between our cognitions and emotions and our behaviors and sometimes they cannot be separated.     

Goals of the therapy number one, clients will recognize their self-defeating philosophies.    You go through the process but the end result is that people are able to recognize where their thinking is falling short.    Number two in the goals is that clients will think more rationally, hopefully when you've worked with the person for a while you can understand their thinking patterns.    We give people worksheets during the day they can write down their thinking patterns and after a while people begin to say there is a pattern to my thinking and it really isn't helping me, it is negative it may be hurting me.   So one of the goals is that people will think more rationally and that clients will develop logical life goals and self-statements.    Goal oriented therapy.    So people learn to set goals, short term goals, long term goals, one thing I ask clients to do is in the start of the morning you give yourself a positive statement to make every day, so at the start of the day come with a positive statement and throughout the day you repeat the statement a few hundred times and its almost like running your own tape.    We talked about the tapes that keep running in our heads and they have bad information on them maybe a cause of life or circumstance or whatever, but we have these tapes that keep running and they don't do us any good.    This is a way to conquer that.   You start setting your own agenda and making your own tapes so at the beginning of the day I am a happy person.  You see that a couple of thousand times and you will start believing it.     Clients will learn to achieve and maintain those goals the idea is that you want people to achieve those goals not only the short-term goals that sometimes the therapist and client have.   What you want the person to be able to do is make their own goals outside of the therapeutic setting and achieve them, we want them to have their own success we want them to be successful in the sessions and outside the sessions too.    

What is the role of the therapist.   You work a lot in utilizing this type of therapy you will be active very active and very directive.   You will have the unconditional positive regard remember that from the other theories we've studied.   You will be fully accepting of this person remember you are working with this person you are helping them to change so you will unconditionally going to accept this person.   You won't be boring you use a lot of human in your therapy or I do at least, you will notice faulty logic in statements and you will challenge the statements.    I have one person this week who has been telling me that he knows that if he doesn't get enough therapy and if he doesn't get all the right tools that he thinks he needs that he will fail when he goes back to work.   I keep asking where is your crystal ball.   How do you know that you will fail and what are you basing this on:  And what do you think you need that you're not getting.    That is where he comes up short.   Somewhere in him mind its going to reach a point when something will click in his head and he will know that things will be successful after that point.   I challenge that, show me the proof you will fail a month from now.     Thirty something year old woman with children has been married for a while but yet she keeps making the statement my mom won't let me.   My mom always needs my help and she won't let me say no.   You have to challenge statements like that, you just have to.   In this therapy you look at a person's logic and you look at the statements and you examine them until those statements make sense you must challenge it.   You look at a persons belief system that can be an iffy thing.    You must be careful of that.    

Lets look at the stages next, number one first stage is to develop a rapport with the person and some of these techniques in developing rapport can be empathy, humor, self disclosure, patience, mutual respect or UPR.    Those are all in stage one developing rapport.   In stage two we look at problem identification and assessment.     Problem identification and assessment.   Some of those techniques are in the book.     Some of them are facilitating emotional disclosure, we give people feeling scales we have them track their feelings, feeling thermometer, the SUDS worksheets, feeling charts, I use those a lot and that is the one I've been promising to update on the site and have not done yet.    Another technique is facilitating cognitive disclosure via talking, feeling, doing games, completion, worksheets, guiding imagery and fantasy.     All those will facilitate cognitive disclosure and remember we want to get information from the person.   Facilitating cognitive disclosure via a thought detection self report form.    These are all ways to identify the problem.   Looking at stage three problem analysis and intervention so remember in stage one we develop a rapport with the client in stage two we identify the problem and we are looking at assessment and in stage three we look at problem analysis and intervention.      Again some of those are in the book.    These techniques will concentrate on cognitive emotional and behavioral disputation.     Some of these will be scientific experiments, bibliotherapy, and cognitive homework assignments like self help forms, so some of these in the cognitive area are cognitive homework assignments.    Looking at the motive side we might have an intervention method of imagery or role-playing or shame attacking exercises.     So in intervention in the motive level we are looking at role-playing, imagery and some shame attacking exercises.   In behavioral intervention we might look at opporent intervention or conditioning remember we looked at that last week.   Systematic desensitization and relaxation techniques modeling and we looked at all of those last week.   All of those are behavioral interventions.    RET uses multimode techniques so they draw from anything.     

Just elaborate on some of those interventions I gave you.    For example sentence completion, you are just developing some sentences like I feel happy when …..

I feel sad when…..    I feel the most lonely when….   So those are sentences a person can complete and so that gives you insight into their thinking patterns.   

That is it for RET.     That is all you need to know for RET just the notes I gave you don't worry about the chapter in the book.

Family therapy.     Family therapy when you look at the history again a lot of practitioners Haley, DeShazer they are coming from a psychoanalytic viewpoint, again they are seeing short comings with looking at people in a psychoanalytic type view and they are saying hay why is it that we are only focusing with the individual why not the whole system so family therapy is sometimes called systems therapy.   Looks at the whole system.   So in some writings some people will note the idea that Adler and you know Adler looks at community rather than at individual, Freud even though he dealt with the person individual in front of him he recognized the person came from a family but he didn't want to really expand to the entire family so writers like Adler, Freud and Sullivan recognized that families were important.    But it was not included in their theories.   In general system theory, Bertalanffy and that name you will see on your presentation looked at the idea of the family as a system and so it was in the 1950's that people started to branch out into family systems theory and family therapy and now the emphasis is not just on the individual in family therapy we call the individual the IP or identified patient, we are looking at a big family.    

Miller looks at the idea that the emphasis is on multiple causes at various levels and he notes seven levels rather than on defining individuals unresolved intra-psychic conflicts.  The emphasis is on multiple causality at one of seven levels, rather on defining an individuals unresolved intra-psychic conflicts.   We are looking at the system.     I think I mentioned this early on the family says little Johnny is misbehaving at school and at home or he is just misbehaving at school not at home or whatever scenario and upon examination of Johnny you realize Johnny is the savior of the family he has let himself become the identified patient he is the one acting out but when you start to look at why he is acting up he is not just acting up to do it he is acting up because there is a lot of chaos in the family and this is how he can bring the family in.   This is interesting when you start doing family work you start seeing all these things.     Not just looking at people as individuals but as a system.    We will take a look at some conjoint family therapy this is all I need you to now about family therapy don't worry about the chapter we want to look at Virginia Sattier and I know some of you are waiting on some other information on her and I'll get it to you.   Sattier came from a group known as the Palo Alto group.   They were a group in the 50s, psycho-analytic back group but she is a part of the group and they did a lot of research on schizophrenics and that sort of thing in Palo Alto and out of that group Virginia comes up with her own ideas and her own way of looking at things and hers is conjoint family therapy.   Let me give you some basics; there are some ideas we should master.    People are geared for survival, growth and getting close to others and all our behaviors express these aims.     I think if you think back when we were looking at needs one time and I gave you the idea that some people have five levels of needs the physical needs, social needs, self esteem needs, well her idea looks at that too but remember she looks at it as a system.    You notice the second idea there that the functional behavior is a person response to their context and family when communicating their needs.   So we are not looking at little Johnny as a bad boy but as a person who is expressing his behavior based on his need to have a more peaceful family.   His family is misbehaving.   We have to look at the family and the child and see what is going on within the system to see what is causing this child to act out like he is doing.    Look homeostasis the next idea.   Something we use when we use structural family therapy and some others but you see families as you try to change them or modify them they act like a human body, when you go outside today its almost 100 degrees and you go out there and start to sweat and you sweat because your body wants to maintain homeostasis which is a set temperature and the only way to do this is to sweat.    The human family does the same, you go into the human family and you try to modify and change and they attack you.   Some therapist will use the attack to the family's advantage.   So the family tries to maintain homeostasis and that is just resistance to change as I have on the note sheet there.   Families will try to maintain homeostasis we have done this dance so long why should I change so they will fight.     One of the things I've done is I've given families things to do that I know they would not normally do and I've ordered them to do it knowing this will help them come together and fight me and so begin to be a family again.

Very interesting to see that working.

The therapist is a resource person you are there to help the person.   Help the family, you are a resource.     Families can have wonderful ways to heal themselves but you must show them how.

Goal of therapy according to Virginia in conjoint family therapy, is increased pleasure within the family system.   They want to be happy.   No one got married in order to growl and gripe at each other.     So the goal of therapy in Sattier's work is to increase pleasure in the family system and that is so original and basic.

So we this by decreasing fear within the system among its members and increasing hope.    Decreasing fear and increasing hope that is how we do this.      Look at some methods she uses, joining just as with any therapy the idea is when you first meet someone you join with the person you have the unconditional positive regard and certain methods and it has to be a way for you to have rapport so the word here is joining you join with the family and if you've ever seen her work you can see her doing that she almost becomes one of the family she jumps right into the chaos and she does her own thing.    

History taking is another method.   Here you are not just taking the history for the sake of getting information but in history taking you begin to show people their roles within a family.   For example, who has been the most sickly person in the family over the past year.   Whom does everyone try to help.  Some families we note we see a power play going on and the most powerful person in the family is sometimes the person who portrays him or herself to be the most ill.     That is interesting.   Why?  Because the sick person will receive help from everyone people will excuse the person and go out of their way to help that person and walk around this person on egg shells.    That is sometimes the most powerful person in the family and sometimes people use that to their advantage in a dysfunctional way.     Another method you will see on your presentation is that we are focusing the shift from the IP to the diet.     Refocusing the shift from the person with the well who everyone says this is the person who is the problem and so we are focusing the shift away from one particular person and saying ok lets look at the group.     For example we might ask the question what hurts in this family.   Here it is they brought in a person as the problem and we say what hurts in the family.   So you see the shift goes to the entire group.    Another method is reframing, we take a problem like restating what someone says in a different light.   Usually I reframe in a positive light.   A person who never wants to do the dishes you might say hey that person is busy and they are not able to do the dishes and sometimes you can reframe you have to find the right time and you can reframe in a way that people will say well that is another way to look at that.   So this person is too busy to do the dishes ok.    So you also use the reframe to get insight but also to take away the pain or hurt or anger because you are saying I am angry at this person because they won't do the dishes and I keep telling them every day well lets look at differently, this person is too busy doing X to do the dishes, maybe it will ease some anger in some people maybe it won't.     Another method is conjoint therapy teaching communication patterns, in this communication is very important in families and is one of the two biggest reasons for divorce.     They don't know how to speak to each other they have learned ineffective ways of communication and its something they can learn how to communicate properly and effectively.    We look at communication patterns and body language, we teach people to note body language in spouses and in family members.   We teach them about boundaries and eye messages.   I think one of you sent back an e-mail and said send it back to me as first person pronoun, I using the sentence with I rather than telling me about other people, tell me about you I want the I message.

We look at boundaries and that is a difficult thing for people to note their boundaries.   Some think they don't have any.  What are your boundaries.    I say put a picture in your head you are a house and you have a fence around your house and that is your boundary and you have a gate, when will you allow the gate to open and close.    So we have boundary violations lots of people have boundary violation because there are no set boundaries and they don't know how to define those boundaries, for example some families have a boundary that might say grandparents are welcome to visit but their comments on raising my children are not welcome.   I will let them know that.    Or don't call me at 3 in the morning no matter what.    So the idea is what boundaries do you have that maintain yourself as an individual and your family.   What boundaries are there what boundaries are there that the parents have that the children cannot cross at any time.  What boundaries do the children have that the parents need to take a look at and acknowledge.     Last method is sculpturing.    I've seen her do this where she physically goes into a family and physically moved them around.     Notice next time when you go visit your family I know you've seen it but never put it into therapy context, but look at where people sit and whom they sit next to whom they join with who they make contact with.    So you see a family comes in and you are looking at everything a person does every physical act, you look at a family coming in notice where they sit, how they sit who talks to whom where are some estrangement issues going on.   Families will automatically sit in a therapy situation and you can automatically see the problem.    The say they sit the way they move.   So she will go into the family and have them stand up and do role-playing and physically move them around.      She may say come over here and jump up and down and act silly, sculpting, being an artist and you position the people as you want and model behavior, its very interesting and very tiring.     

At times it can be overwhelming.    Some techniques some structural approach.    
Salvador Minuchin is the main character, structural approach, key concept again boundaries we look at the idea of enmeshment we look at the idea of disengagement.    In enmeshment a family is enmeshed when they are so tied in emotionally, psychologically to each other that they can't make decisions individually, each one is so wrapped up in the other persons life they are so wrapped up that there are no individuals in the family.   Family I dealt with lately the mother could not want to live her life unless the son was there but he was in his 20s and he didn't want to work on his life because he felt he should be at home with her so they are so enmeshed.     No individuals.    So the key concept in Minuchin's structural approach to family systems is in boundaries you are defining who is participating, enmeshment.    In enmeshed families boundaries are undifferentiated.     Boundaries are permeable and fluid.    No doesn't mean no anymore.    You can interfere in my world whenever you want to.    There are no boundaries everything is fluid, the gate stays open or closed depending on the other person not you.  No rules.    We see people with personality disorders you see this a lot poor boundaries.    Another key concept is alignment in structural therapy and this is the joining or opposition of one member of a system to another in carrying out an operation.     So family comes in and you say we are going to have an argument and you look at see who aligns with whom.    Who takes whose side.   That is alignment.    See in your family who does that.    Does the husband always align with mom and dad in fighting with his wife so many different possibilities.   Power is a key concept.   Who is fighting for power who is the most powerful or the weakest link in the family how does the weakest link maintain some power.   So boundaries, enmeshment and alignment power, the goal in structural approach is to reduce conflict and stress and learn new ways of coping by change in boundaries, alignment and power.     

Some techniques in this method.    Enactment is one; in enactment you have the family act out its personal relation patterns on the direction of the therapist.   So show me you are at the dinner table pretend it was last night and you talk.    So you have the family in enactment and act out the personal relation patterns and sometimes you will instructionally change them.    Reframe you are re-labeling a family's description of behavior by putting it into a more positive perspective another example would be a mothers over control may be reframed as her concern for her children.    Mother who is constantly controlling her children always making them do what she wants.     You are just doing this out of concern for your children.   Sometimes I can say that and ease her guilt from what she is doing.

So two techniques so far enactment and reframe and another is task setting you prescribe to a family an activity to carry out within themselves with defining structural parameters.   So you ask a timid wife to provoke an argument with her husband.     We exaggerate the symptom is another technique for example a child the idea is that you have the person move a symptom beyond its point where it is serving a compensatory function.   So you say this child having these tantrums you say I want you to have tantrums and I want you to have one for 4 hours exaggerate the symptom and the client will see the stupidity of doing this.   Say oops I see what you're saying.    He has a tantrum every day ok say I want you to have a tantrum each day for 20 minutes or an hour, after a while the child gives up because its not getting him anywhere.    

Those are some techniques and interventions, enactment, reframing, task setting and exaggerating the symptom and another is family mapping which is where we map the family and look at the interaction patterns.   I just need you to know these two don't worry about the book only the notes and focus on the book the cognitive chapters and behavior chapter and Gestalt.  http://64.233.167.104/search?q=cache:6aiFN5_wuLkJ:www.auburn.edu/cspd/summer02/ncgroup/7446couns_th/lecture8transcript.rtf+%22conjoint+therapy%22+sample+transcripts&hl=en
Appropriate Motivational Strategies for Each Stage of ChangeClient's Stage of ChangeAppropriate Motivational Strategies for the Clinician

http://www.health.org/govpubs/BKD342/35s.aspx
Precontemplation


The client is not yet considering change or is unwilling or unable to change.

· Establish rapport, ask permission, and build trust.

· Raise doubts or concerns in the client about substance-using patterns by 

· Exploring the meaning of events that brought the client to treatment or the results of previous treatments

· Eliciting the client's perceptions of the problem

· Offering factual information about the risks of substance use

· Providing personalized feedback about assessment findings

· Exploring the pros and cons of substance use

· Helping a significant other intervene

· Examining discrepancies between the client's and others' perceptions of the problem behavior

· Express concern and keep the door open.

Contemplation


The client acknowledges concerns and is considering the possibility of change but is ambivalent and uncertain.

· Normalize ambivalence.

· Help the client "tip the decisional balance scales" toward change by 

· Eliciting and weighing pros and cons of substance use and change

· Changing extrinsic to intrinsic motivation

· Examining the client's personal values in relation to change

· Emphasizing the client's free choice, responsibility, and self-efficacy for change

· Elicit self-motivational statements of intent and commitment from the client.

· Elicit ideas regarding the client's perceived self-efficacy and expectations regarding treatment.

· Summarize self-motivational statements.

Preparation


The client is committed to and planning to make a change in the near future but is still considering what to do.

· Clarify the client's own goals and strategies for change.

· Offer a menu of options for change or treatment.

· With permission, offer expertise and advice.

· Negotiate a change--or treatment--plan and behavior contract. 

· Consider and lower barriers to change.

· Help the client enlist social support.

· Explore treatment expectancies and the client's role.

· Elicit from the client what has worked in the past either for him or others whom he knows.

· Assist the client to negotiate finances, child care, work, transportation, or other potential barriers.

· Have the client publicly announce plans to change.

Action



The client is actively taking steps to change but has not yet reached a stable state.

· Engage the client in treatment and reinforce the importance of remaining in recovery.

· Support a realistic view of change through small steps.

· Acknowledge difficulties for the client in early stages of change.

· Help the client identify high-risk situations through a functional analysis and develop appropriate coping strategies to overcome these.

· Assist the client in finding new reinforcers of positive change.

· Help the client assess whether she has strong family and social support.

Maintenance



The client has achieved initial goals such as abstinence and is now working to maintain gains.

· Help the client identify and sample drug-free sources of pleasure (i.e., new reinforcers).

· Support lifestyle changes.

· Affirm the client's resolve and self-efficacy.

· Help the client practice and use new coping strategies to avoid a return to use.

· Maintain supportive contact (e.g., explain to the client that you are available to talk between sessions).

· Develop a "fire escape" plan if the client resumes substance use.

· Review long-term goals with the client.

Recurrence



The client has experienced a recurrence of symptoms and must now cope with consequences and decide what to do next.

· Help the client reenter the change cycle and commend any willingness to reconsider positive change.

· Explore the meaning and reality of the recurrence as a learning opportunity.

· Assist the client in finding alternative coping strategies.

· Maintain supportive contact.

Ten Effective Catalysts for Change
1. Consciousness raising is increasing information about the problem. Interventions could include observations, interpretations, and bibliotherapy.

2. Self-reevaluation involves assessing how one feels and thinks about oneself with respect to problem behaviors. Interventions could include clarifying values and challenging beliefs or expectations.

3. Self-liberation means choosing and committing to act or believing in ability to change. Interventions could include commitment-enhancing techniques, decisionmaking therapy, and New Year's resolutions.

4. Counterconditioning involves substituting coping alternatives for anxiety caused by substance-related behaviors. Interventions could include relaxation training, desensitization, assertion, and positive self-statements.

5. Stimulus control means avoiding or countering stimuli that elicit problem behaviors. Interventions could include avoiding high-risk cues and removing substances from one's environment.

6. Reinforcement management is rewarding oneself or being rewarded by others for making changes. Interventions could include contingency contracts and overt and covert reinforcement.

7. Helping relationships are created by being open and trusting about problems with people who care. Interventions could include self-help groups, social support, or a therapeutic relationship.

8. Emotional arousal and dramatic relief involve experiencing and expressing feelings about one's problems and solutions to them. Interventions could include role-playing and psychodrama.

9. Environmental reevaluation is the process of assessing how one's problems affect the personal and physical environment. Interventions could include empathy training and documentaries.

10. Social liberation involves increasing alternatives for nonproblematic behavior. Interventions could include advocating for the rights of the oppressed and policy interventions.

Four Types of Client Resistance
Arguing
The client contests the accuracy, expertise, or integrity of the clinician. 

· Challenging. The client directly challenges the accuracy of what the clinician has said.

· Discounting. The client questions the clinician's personal authority and expertise.

· Hostility. The client expresses direct hostility toward the clinician.

Interrupting 
The client breaks in and interrupts the clinician in a defensive manner. 

· Talking over. The client speaks while the clinician is still talking, without waiting for an appropriate pause or silence.

· Cutting off. The client breaks in with words obviously intended to cut the clinician off (e.g., "Now wait a minute. I've heard about enough").

Denying 
The client expresses unwillingness to recognize problems, cooperate, accept responsibility, or take advice. 

· Blaming. The client blames other people for problems.

· Disagreeing. The client disagrees with a suggestion that the clinician has made, offering no constructive alternative. This includes the familiar "Yes, but...," which explains what is wrong with suggestions that are made.

· Excusing. The client makes excuses for his behavior.

· Claiming impunity. The client claims that she is not in any danger (e.g., from drinking).

· Minimizing. The client suggests that the clinician is exaggerating risks or dangers and that it really isn't so bad.

· Pessimism. The client makes statements about himself or others that are pessimistic, defeatist, or negative in tone.

· Reluctance. The client expresses reservations and reluctance about information or advice given.

· Unwillingness to change. The client expresses a lack of desire or an unwillingness to change.

Ignoring 
The client shows evidence of ignoring or not following the clinician. 

· Inattention. The client's response indicates that she has not been paying attention to the clinician.

· Nonanswer. In answering a clinician's query, the client gives a response that is not an answer to the question.

· No response. The client gives no audible verbal or clear nonverbal reply to the clinician's query.

· Sidetracking. The client changes the direction of the conversation that the clinician has been pursuing.

How To Ask Open-Ended Questions

Closed QuestionOpen Question

So you are here because you are concerned about your use of alcohol, correct?

Tell me, what is it that brings you here today?

How many children do you have?

Tell me about your family.

Do you agree that it would be a good idea for you to go through detoxification?

What do you think about the possibility of going through detoxification?

First, I'd like you to tell me some about your marijuana use. On a typical day, how much do you smoke?

Tell me about your marijuana use during a typical week.

Do you like to smoke?

What are some of the things you like about smoking?

How has your drug use been this week, compared to last: more, less, or about the same?

What has your drug use been like during the past week?

Do you think you use amphetamines too often?

In what ways are you concerned about your use of amphetamines?

How long ago did you have your last drink?

Tell me about the last time you had a drink.

Are you sure that your probation officer told you that it's only cocaine he is concerned about in your urine screens?

Now what exactly are the conditions that your probation officer wants you to follow?

When do you plan to quit drinking?

So what do you think you want to do about your drinking?

How To Recognize Self-Motivational Statements

Self-Motivational Statements

Countermotivational Assertions

I guess this has been affecting me more than I realized.

I don't have any problem with marijuana.

Sometimes when I've been using, I just can't think or concentrate.

When I'm high, I'm more relaxed and creative.

I guess I wonder if I've been pickling my brain.

I can drink all night and never get drunk.

I feel terrible about how my drinking has hurt my family.

I'm not the one with the problem.

I don't know what to do, but something has to change.

No way am I giving up coke.

Tell me what I would need to do if I went into treatment.

I'm not going into a hospital.

I think I could become clean and sober if I decided to.

I've tried to quit, and I just can't do it.

If I really put my mind to something, I can do it.

I have so much else going on right now that I can't think about quitting.

Sample Questions To Evoke Self-Motivational Statements

Problem Recognition 

· What things make you think that this is a problem? 

· What difficulties have you had in relation to your drug use?

· In what ways do you think you or other people have been harmed by your drinking? 

· In what ways has this been a problem for you?

· How has your use of tranquilizers stopped you from doing what you want to do?

Concern 

· What is there about your drinking that you or other people might see as reasons for concern?

· What worries you about your drug use? What can you imagine happening to you?

· How much does this concern you?

· In what ways does this concern you?

· What do you think will happen if you don't make a change?

Intention to Change 

· The fact that you're here indicates that at least part of you thinks it's time to do something. 

· What are the reasons you see for making a change?

· What makes you think that you may need to make a change?

· If you were 100 percent successful and things worked out exactly as you would like, what would be different?

· What things make you think that you should keep on drinking the way you have been? And what about the other side? What makes you think it's time for a change?

· I can see that you're feeling stuck at the moment. What's going to have to change?

Optimism 

· What makes you think that if you decide to make a change, you could do it?

· What encourages you that you can change if you want to?

· What do you think would work for you, if you needed to change?

Change Plan WorksheetThe changes I want to make are:


The most important reasons I want to make these changes are:


My main goals for myself in making these changes are:


I plan to do these things to reach my goals:

Plan of Action

When


The first steps I plan to take in changing are:
Some things that could interfere with my plan are:


Other people could help me in changing in these ways:

Person

Possible ways to help


I hope that my plan will have these positive results:


I will know that my plan is working if:

Client-Centered Theory:  A Person-Centered Approach

Client-Centered Therapy (CCT) was developed by Carl Rogers in the 40's and 50's. It is a non-directive approach to therapy, "directive" meaning any therapist behavior that deliberately steers the client in some way. Directive behaviors include asking questions, offering treatments, and making interpretations and diagnoses. Virtually all forms of therapy practised in the US are directive. 

A non-directive approach is very appealing on the face of it to many clients, because they get to keep control over the content and pace of the therapy. It is intended to serve them, after all. The therapist isn't evaluating them in any way or trying to "figure them out". 

But what is in CCT, one may ask, if the therapist isn't interjecting their own stuff? 

The answer is, whatever the client brings to it. And that is, honestly, a very good answer. The foundational belief of CCT is that people tend to move toward growth and healing, and have the capacity to find their own answers. This tendency is helped along by an accepting and understanding climate, which the CC therapist seeks to provide above all else. 

So, this is what CC therapists do: 

· Listen and try to understand how things are from the client's point of view.

· Check that understanding with the client if unsure.

· Treat the client with the utmost respect and regard.

· There is also a mandate for the therapist to be "congruent", or "transparent" - which means being self-aware, self-accepting, and having no mask between oneself and the client. The therapist knows themselves and is willing to be known.

CCT may sound simple or limited, because there is no particular structure that the therapist is trying to apply. But when I watch CCT in action I see a very rich and complicated process. People unravel their own stuff. They discover new things, take brave steps, and don't have to cope with a therapist who is doing things to them in the meantime. The therapist strives to understand and accept the client's stuff, which is no simple feat. Over time, the client increasingly seeks to understand and accept their stuff too. 

That CCT is effective has been amply demonstrated by decades of research. Furthermore, recent research has shown that the most significant variables in the effectiveness of therapy are aspects of the relationship and the therapist's personal development - not the particular discipline they practice or techniques they employ. C-C therapists focus more attention on these variables than therapists in any other discipline. 

 Remarkable as it may seem, research has never shown that it is more effective to address specific problems with specific therapy techniques. Amazing, yes? Without this result, there is no justification for a therapist to make diagnoses in the first place. 

Understanding the Person-Centered Approach to Therapy: A Reply to Questions and Misconceptions[1]
Godfrey T Barrett-Lennard, PhD
Published in The Person-Centered Approach and Cross-Cultural
Communication: An International Review, Vol 2, 1993.



As a first step in introducing the approach that has been uppermost in my own professional life, I would like to briefly introduce myself: my attitudes, interests and bent: 

1. I see myself as pretty resistant to orthodoxy--to a standardized or fixed way of thinking and practice. I also get tired of simply repeating myself: hence, for example, this fresh statement. My excitement comes more from pushing out boundaries, breaking new ground, extending or building onto the views or understanding I have already, than from preserving ideas intact. This side of me was reflected in the step of leaving Perth and the local psychology scene, as of the early 1950s, and sailing to distant Chicago to take part in the wave-front of new thinking around Carl Rogers' work. It also meant involvement with other seekers in a rare and special educational-academic environment, the University of Chicago. The same tendencies influenced what I felt my way into on returning to Australia. 

The job I came back to was at the University of New England, then small and isolated. The rather restricted and set activity of lecturing undergraduates, more or less in accord with a prescribed syllabus, wasn't really my cup of tea, especially by itself. After a bit of casting around I took the plunge of pioneering small group learning and development workshops for people in the mental health field, workshops which brought colleagues in several disciplines and from across Australia, into residence together to take part in intensive training/learning and personal development groups. A few years later, I returned to North America and then wound up going to one of the newer universities in Canada to start and develop a graduate programme in the counselling and human relations sphere. My last major transition entailed leaving institutional academia, except for nominal affiliations, and launching out on an independent path. The things I most valued in university settings are still features of my work, with some important changes in emphasis and added dimensions. 

2. The second aspect of myself is already implied. I am not a typical practitioner, if indeed there are any such. I spend more time thinking about and searching into what I do, than in the practice itself. Overall, I have pursued research in several of my main areas of interest, have learned a great deal through my teaching and supervision, and feel much enriched by my pathway of practice experience; each of these levels also sparking new things on the others. 

3. My interests have moved over time from an originally fairly exclusive focus on individual psychology and one-to-one therapy to include gradually widening interpersonal and social dimensions. The first expression of this was a strong and continuing research interest in two-person life relationships. Then came the focus already implied, in small group processes and relations (especially, experiential learning groups) and later, a careful interest in family relations and systems, and in organisational processes and the nature and working of community. 

4. In recent years I have, nevertheless, been more engaged in therapy than during my full-time academic career. This concentration of experience has been very satisfying; and I feel it has deepened my thinking and awareness in important ways. The interested attunement I now have to small and larger systems feeds into my work and thinking as a therapist and this work in turn helps to inform my ideas and concerns regarding family relations and the working of larger systems. 

So much for a few personal/professional self-observations, a self which my pathway reflects and also contributes to. What I can share in a short space about a system of thought and practice developing for half a century, and absorbing to me throughout my career, can only be a preview. The way I have chosen to do this is to frame and then 'reply' to several questions and misconceptions regarding the approach. I will start with a question: 

Could a person who is substantially influenced by another orientation or system of thought also engage fruitfully with ideas and practice linked to the person-centered approach? 

In reply, I will reflect first on my own experience: 

I have been influenced by other perspectives; psychodynamic, humanistic and even behavioural, although I must admit that Carl Rogers' work and client-centered therapy was an early love of mine and that the whole approach has continued to be pivotal for me. I have not felt hemmed in by any narrow homogeneity of thinking or practice but, to the contrary, have found it a roomy, evolving and responsive system; a system that has always been alive and on the move to me. When I have found myself questioning or in disagreement with the viewpoint of some other exponent, including the founder of the system, Carl Rogers, I have felt quite free to express this difference, to debate it, and to pursue what it leads to. 

Aside from my own experience, compelling illustration of the range of interests accommodated within this approach is to found in its visible products. For example, the edited volume Innovations in Client-centered Therapy (Wexler & Rice, 1974) provides striking example of variety: There is a short opening chapter by Carl Rogers, concerned with core philosophical principles. The next author, with quite different style and focus, works to carefully interpret major features of the client-centered approach within an information-processing perspective. This is followed by two meaty chapters, with 'cognitive' in their titles, drawing on main-stream psychological theory. Another chapter blends client-centered and Gestalt therapy approaches, and a still further paper focuses on "the evocative function of the therapist". One author presents theory and research on the developmental course of intensive groups; and another examines "client-centered and symbolic perspectives on social change". As these topics imply, the term "innovations" in the book title is a fitting choice. The authors move freely, linking differing thought systems and developing creative extensions in client-centered theory and practice. 

A later volume, on new directions in Client-Centered Therapy and the Person-Centered Approach (Levant & Shlien, 1984), is also illustrative. One chapter re-explores and updates the concept of unconditional positive regard--"a controversial basic attitude in client-centered therapy"--and another searches into the basic meaning and forms of expression of empathy in therapy. One of the editors presents a major paper on his "counter-theory of transference". A different author than any in the first book wrote under the title "Person-centered Gestalt: Toward a holistic synthesis", and another contributor discusses a well-established programme, blending client-centered and behavioural principles, on "marital and family relationship enhancement therapies". My own chapter in this volume advances a new way of thinking about the connection between family composition and relationships and their impact on children. A paper on the personal meaning of illness examines "client-centered dimensions of medicine and health care". In a concluding chapter, Carl Rogers addresses peace and conflict issues under the heading "one alternative to future planetary suicide". Breadth and linking of thought, a search for deeper answers, and a socially urgent quest for wider application, are all reflected in the topics of these volumes. 

One of the earliest and most stubborn stereotypes faced by Rogerian workers may be framed as follows, and calls for response: 

Practitioners of client-centered therapy simply mirror and reflect back what the client or patient expresses. 

The first part of this mistaken view is that it is no 'simple' matter to hold a mirror so that the other sees and engages with him/herself in new or clearer ways. 'Mirror', used metaphorically, is a tricky term. The good therapist is an artist whose portrait or part-sketch of the other, via 'reflection', is a characterization not a photograph, at best a likeness powerfully recognised by the client but going beyond his/her exact words and often beyond previous clear or articulated perception. Reflections in this sense may have great force and value. 

The client distinctly recognising an aspect of self in the therapist's reflection or 'mirror', coupled with the therapist's attitude that such recognition by the client is the central test of whether a reflection is accurate, has long been a distinctive feature of client-centered therapy. However, the oft-presumed exclusivity of reflection in this approach is a second element of misconception. Reflection which is informed by full-bodied empathy remains a primary mode of response in this therapy but certainly not the only mode. Sensitive, skilled reflection is one very crucial vehicle for or 'carrier' of empathy. No presumption is made that it is the only way of conveying deep experiential understanding of another person. 

In the person-centered approach, it is the empathy which is considered primary and not, as might have seemed true of therapy interviews in the 1940s and into the 1950s, the reflective response as such. Images that may form in a therapist's mind, sensitive impressions or hunches that may come together from a number of things the other person has expressed verbally and non-verbally, even inquiries, questions and suggestions arising from the therapist attunement, can convey a deep and responsive awareness of what the other person is experiencing. Nowadays, one finds a variety of such channels in the work of therapists who are client-centered, although their perfection of the reflective mode is such that it still occupies rather central place. 

Client-centered therapists believe in the virtue of therapist genuineness and honesty to the point that everything the therapist thinks or feels with the client should be expressed or made transparent to them. 

This stated view is distinctly misleading on two main counts. 

Firstly, it implies that the client would desire and be able to take in such total expression by the therapist. Any of us filters, transmutes and selectively attends to signals from other people, in varying degree (as acknowledged, for example, in my paper on Listening: Barrett-Lennard, 1988). An anxious, depressed or agitated client, or a quite disturbed patient, may get a general sense that we are honest, genuinely concerned and desiring to understand, but could not possibly be expected to pick up all elements of our attitude, thinking and feeling with them. Further, it is their hour, their need, their therapy and agenda which is foremost. It is their need to heal, to become whole, to recover from symptoms that cut them off from others, to face what they deeply fear inside themselves and learn to trust in new ways. Such priorities are not consistent with therapist expression of all that flows through his/her thought and feeling. 

A second consideration that renders the statement misleading is found in what the therapist is doing when occupied with a client. Our attention, as client-centered helpers, is centered on trying to understand what the other is experiencing, what their world is like to them, what the process and content of their perception is, what their struggle is like, how it must be in their shoes, seeing with their eyes, feeling with their senses, concepts, attitudes, presumptions, bearing the weight of their past and the circumstances of their present. My genuine experience and response is in large part my wanting (not demanding) to know the other, my sensing of their world and their immediate feelings or meaning, the dawning of shared knowing between us, the excitement I feel when the other's awareness is actually unfolding or shifting in some way before me. It is this whole spectrum arising from my focus and absorption with the other person that is truly and largely the substance of my experience as therapist, in company with my client. 

The 'misconception' is not entirely wrong. I am, when I think about it, concerned not to mislead the other, and like to be transparent and immediate in my overt response to them. I mostly offer and share in a present and personal way when I respond, whether the form is a reflection, question, or other mode. Partly because this quality is not calculated, it seems to further the other's trust, that is, providing I am sensitive and that products of this sensitivity are central features of my authentic response. I say 'I' without meaning to refer only to myself but to point from my own experience to what I believe is generally true of person-centered helpers. 

Client-centered therapists strive to respond with constant, unwavering positive regard to troubled or damaged human beings. They believe that it is generally possible and always most valuable to respond uncritically and caringly to all that the other does and is. 

This further impression/assertion and is also partly in error. 

To be unconditionally responsive to the experiencing person does not mean accepting all of their behaviour and certainly does not imply condoning everything they do. It is not the other's particular actions but their self or personhood that I as client-centred therapist prize. I do not wish to critically judge or evaluate the experiencing self of the other, especially in interaction that has a personal helping goal. This is not to say that I don't warm more to some component self-systems, 'voices' or motivations within the other person than to others, but if I am not to reinforce attempted inner domination of one self and feeling system over another but, instead, to help open and free inner channels and dialogue, I need to be receptive and regardful of all the constituent 'selves' and their feelings. 

Client-centered therapists proceed in the working belief that if therapists are empathic and congruent or genuine, and also positively and unconditionally regardful of the client/patient, therapeutic change will necessarily occur. No other concepts are involved in any fundamental way in their portrayal of what generates a personal helping or therapy process. 

As expressed, this impression is wrong in some respects, and misleading in others. 

Virtually all client-centered therapists would agree that each of the mentioned qualities or dimensions of therapist response, when properly understood, is of basic importance. On the other hand, no colleague whose thought I know well would accept that the statement as presented summarizes everything that is vitally important. It omits what many of us believeto be the most fundamental aspect of all, namely, that it is the client's experience or perception of the therapist's empathy, regard and so forth that influences him or her directly. The therapist could appear to an outside judge/observer to be very highly empathic and regardfully accepting and authentic, but if the client does not see and feel these qualities, or deeply mistrusts impressions along these lines that arise at some moments, the therapist's accepting and regardful understanding is to no avail. Several elements need to occur together, for example: actual empathic resonation or understanding on the therapist's part, effective communication of this responsive understanding, and the client's capacity to take it in this response and to believe that it is real, that it can be truly what it seems. 

Another mistaken feature of the statement arises from the fact that further 'necessary conditions' are involved. Rogers originally postulated that the client needs to be vulnerable or anxious for the other conditions to produce change. This has not received much attention in the literature, even in Rogers' own later writing, but has never been lost sight of by the more careful exponents of this viewpoint. It follows, as I see it, that a very highly 'defended' person who is not overtly anxious, and whose vulnerability is deeply buried, would not be expected to respond to client-centered therapy. A person who is already unusually well-functioning, relatively 'fully-functioning' in Rogers' terms, probably would not seek therapy but in any case would not, in theoretical expectation, find it a means to basic self change. 

There is one further condition, still, which Rogers sensed was necessary for the sake of completion, although I believe he didn't foresee the application I will mention. He proposed that therapist and client need to be in psychological contact, implying some actual awareness of each other and sense of engagement. The extremely 'decompensated' psychotic individual may for the time being have nearly lost the capacity for such contact. I believe that people rarely lose it entirely, but if the individual's experience is powerfully dominated by felt beliefs, perceptions and other signals arising internally, then their capacity for contact can be slim indeed and this would also mitigate against the other conditions actually existing in practice. 

I have already indicated that the assertion statement is wrong in that it leaves out some of the vital concepts in client-centered accounts of the therapy relationship and process. I want to add just a little more. If one looks into the literature at all deeply it is soon evident that concepts beyond those already mentioned are important. First, there are principles of motivation (the actualizing tendency, for example), and other tenets of self-theory, that become very relevant if we are seeking to broadly explain recovery and development in therapy. Second, even if we simply want to describe the therapy process, the conditions model alone simply doesn't address the issue of therapy viewed as an unfolding or developmental sequence. This sequence can be seen to have a characteristic beginning, one which then unfolds into an early working process also with distinctive elements, this in turn evolving further and, finally, culminating in an ending process that differs again.[2] 

Client/person-centered therapists believe that people are essentially good, trustworthy, growthful or ready to be self-actualized; full of constructive potentials which have only to be released for the individual to head strongly in a positive direction of development. 

This impression contains elements of truth but is misleading in its over-simplification. 

Some part of the responsibility for undue simplification can be laid at Rogers' door. He frequently said and implied that human nature is essentially constructive, that in his view people are basically good and trustworthy and forward-moving in their development, and that it is only necessary to have certain basic psycho-social nutrients present for all these qualities to show themselves and come to fruition. His most systematic writing, however, goes further and deeper than this. It carefully articulates the view, held by most others associated with this viewpoint, that an actualizing tendency or growth principle is the primary motivating force in human life and, for that matter, using the even wider concept of 'formative tendency', in life generally and perhaps in all of nature (Rogers, 1963 and 1978). 

Some exponents of this viewpoint, however, believe that an actualizing tendency is not the sole motivational principle to take seriously into account. In my perspective, it exists side by side with another principle: a tendency toward homeostasis, balance and conservation. Life and behaviour, it seems to me, hinge on both growth and preservation forces. Specific motives or needs can be viewed as varied expressions of the impetus to grow or develop, learn, expand, transcend or, the disposition to release tensions, to maintain or restore equilibrium, to heal or recover from damage, to preserve the organism or self intact. 

I find it persuasive to regard flagrantly self-destructive and deliberately other-destructive patterns as being acquired, not inborn. In some sense, however, the potential for them is inborn; and the problem of evil, or of how cruelty or other extreme destructiveness arises, it not easily disposed of. I think that at base the matter has fairly close parallels, for example, with the case of integration. Most would agree that an integrative tendency, an inbuilt push to function all of one piece, is a general property of the human organism (and of other life forms), even though we find instances of extreme dissociation and many more cases where individuals are painfully divided or 'out of sync' with themselves. Similarly, a tendency to growth and actualisation could be universal but, also, vulnerable to being undercut by the intricate complexity and modifiability of our being. 

The person-centered approach had its origin in counselling unhappy, mildly neurotic clients actively seeking help. It is of no demonstrable value with schizophrenic or other severely disturbed patients in whom (for example) delusional features, or hallucinatory episodes, are prominent. 

The first part of this assertion is misleading in its slanting. The second, main element is inconsistent with experience over the last quarter century. It does contain an issue that challenges any psychotherapeutic system. 

Client-centered therapy had its origins not in the setting in which it first came into prominence but in the extensive prior clinical experience of its founder, and in the existing psychotherapy approaches he was exposed to. Most influential among these was the 'relationship therapy' innovation of Otto Rank and associated workers (see Taft, 1933; Rank, 1936/1945; and references in Rogers, 1939). During the formative development of his approach through World War 2, Rogers was as much involved in programmes for servicemen and veterans as he was in student counselling (Rogers & Wallen, 1946). And, his university-based work involved therapy with a diverse range of community as well as student clients. By no means was practice confined to unhappy or 'mildly disturbed' people, in the early years of client-centered therapy, and certainly this has not been true since. Perhaps more than other major therapy systems, the approach grew from a broad spectrum of experience and clientele. 

Client-centered therapy with persons in a very disturbed or disabled state came strongly into view in the mid to late 1950s. It appears to me that the approach has had most success in achieving beneficial results in a moderate period, in the early 'acute' stages of psychotic disorder. (This may be true of depth psychotherapies generally, as well as other treatments.) There is also evidence that client-centered therapy can be valuable in resourceful, long-term application with 'chronic' patients. There are several sources for these conclusions, which illustrate the application in practice: 

1. The earliest case which came to wide attention was the psychotherapeutic treatment of a mute schizophrenic woman by Dr. Louis Cholden. Interviews were superbly filmed for use in an educational TV documentary in the mid-1950s, titled "Out of Darkness". Cholden was a young psychiatrist who had recently spent a year studying and training with Carl Rogers and colleagues in the University of Chicago Counselling Centre. The film includes, for example, a remarkable sequence in which the client was finally able to borrow and use the therapist's comb. Also filmed was the occasion soon afterward in which she finally broke the "darkness" of her silence during an interview, and began to speak again. [3] 

2. In the late fifties, another pioneering and still-important paper appeared. The author, John M Shlien, also trained at the University of Chicago Counselling Centre. His report "A Client-centered approach to schizophrenia: First approximation", was subsequently published in the volume Psychotherapy of the psychoses (Burton, 1961). Shlien first discussed the nature of psychosis from a client-centered perspective: 

That which we call "a psychosis" is not a disease. It is a learned behaviour, exaggerated to a point of no return....Because this exaggeration is so overwhelming, so much beyond our ordinary capacity to assimilate, it appears to us that we are no longer dealing with, for instance, ordinary suspicion, but something quite different--"paranoia". Then it appears that psychosis is not of the same order, not on the same continuum, as "normal" or "neurotic" behaviour....[The maladjustment is] so much greater in quantity that it seems different in quality too. There is one sense, unfortunately, in which it is different. A boulder balanced on the edge of a precipice can be pressed ounce by measured ounce toward rolling off. Each ounce is just like the last, but when the quantity of pressure totals to the "breaking point", the quality of the consequences changes radically. No longer will the relief or counter-pressure of one ounce recover the balance. Even if the boulder is not smashed in the fall, an enormous effort is required to restore the original position. It is because of this effort (which so few can make, and so many need) that it is necessary to prevent the "psychotic situation" in life. The "psychotic situation" is a precondition to the psychotic state, which may or may not follow (Shlien, 1961, pp. 288-289). 

In a word, the psychotic situation is that of "having an impossible life to live", one in which intolerable inner conflict is generated. If, out of the psychotic situation and stress psychotic breakdown occurs, the resulting therapy follows the same essential principles as with non-psychotic individuals. The principles presented by Shlien draw on self-theory and on conditions theory, with passages from Carl Rogers' own first paper explicitly on psychotherapy with schizophrenics, presented in 1958 (Rogers, 1961). 

Case illustration in Shlien's paper is from the author's work with a hospitalised Korean war veteran. Three stages in client and therapy progress are carefully described. That the client improved and was discharged is a matter of record. The account given speaks not only to this (outcome) aspect, but points to rather clear steps and vicissitudes in the unfolding of the client-therapist relationship. There is no suggestion of complete healing, although afterwards the client was managing his life at home, and working again. Nor is the therapy itself seen as optimal: after all, it was an early case of its kind for the therapist and the approach. Few would read the case and doubt that it involved pioneering advance and learning. 

3. In the late 1950s Carl Rogers moved from Chicago to the University of Wisconsin, as professor jointly in the departments of psychology and psychiatry; with opportunity to spearhead psychotherapy training and research in both fields. A major research programme on client-centered therapy with psychotic patients was soon under way. A early paper out of this context focused on initiating psychotherapy with 'unmotivated patients' (Gendlin, 1961). It reports an experimental treatment approach,to one side of the main research programme,in which the participating therapists worked with 24 patients in a state mental hospital. The patients were selected by two criteria only: (i) no evidence of brain damage or mental defect, and (ii) no expectation by their ward physician of discharge of transfer "in the foreseeable future". 

Therapy interview meetings in this work came about through invitation not by requirement or demand, and in most cases grew out of rapport-building contact on the ward. Only two of the 24 came immediately for consultations. For the rest, the therapists made sensitive effort to become present and known to them, within the ward milieu, to engage patiently and without imposition, and to offer private office therapy meetings. Over a five-month period, 22 of the patients came to the office for at least two consultations. Of these, 16 came six or more times. Three patients opted for over 40 sessions. The described situation at the end was that "with all but a few patients the project has reached the stage where lack of motivation as the chief problem has given way to lack of time" (Gendlin, 1961, p. 5), that is, to accommodate the patient demand for personal therapy. 

4. In a 1962 article concerned with lessons from the work with schizophrenic patients, Rogers outlines a number of learnings. For example: 

We have come to realize that almost none of the individuals with whom we have been working have ever affirmed themselves. They have never, in any meaningful way, said "I feel", "I live", "I have a right to be". They have instead been passive receivers of life's hurts, blows and events. It takes, in my experience, great patience to wait for the germination and budding of the will to say "I am, I deserve to be". Yet the phenomenon of growth is in some respects all the more exciting because it has been so long dormant (Rogers, 1962; p. 15). 

Of course, there is no implication that the therapist is literally and only 'waiting'. To be inert would be to leave things as they were. The therapist's quality of listening and presence is like a radiation some of which passes through whatever wall of embattled, fearful confusion surrounds and grips the client. That which does penetrate not only reaches the suffering and divided self within but begins to soften its desperate and isolating shield. Unsurprisingly in rear view, another conclusion in Rogers' work is as follows: 

The simplest way of stating our present attitude is to say that we have learned how relatively unimportant is psychotic material. This could easily be misunderstood. The hallucination, the delusion, the bizarre language or posture has of course its significance in the psychological dynamics of the schizophrenic individual. But in the therapeutic relationship it simply forms a more difficult language of communication (Rogers, 1962; p. 15). 

The language posed a special challenge but did not suggest or call for any new and different therapeutic principles. Further, the language itself tended to normalise as client stress diminished through the therapist's way of relating--as vividly seen, for example, in the case of 'Loretta'. Loretta was the code name of a hospitalized patient interviewed in situ and in turn by three prominent therapists quite unknown to her beforehand: Carl Rogers, Albert Ellis and Richard Felder. With Rogers, Loretta soon was rather freely self disclosing and exploratory, delusional and other symptoms receded, and her meanings were generally clear. Not so with the other two therapists, each quite different in approach.[4] 

5. The Wisconsin programme of research on psychotherapy with schizophrenic patients finally was reported as a whole (Rogers et al, 1967). Some fourteen author-investigators and several distinguished outside commentators, contributed to the weighty volume, reporting the first major project of its kind. The study overall was ambitious and complex, the majority of patients were in 'chronic' stages of schizophrenic disorder, and the findings do not fall into any simple pattern. Various indications suggest that for the sample as a whole the therapy had beneficial but modest impact, with very wide individual variation. 

The volume includes a chapter closely illustrating the therapy itself, written by Carl Rogers and regarding a case in which he was therapist. His report (Rogers, 1967; pp. 401-416) is aptly titled "A silent young man". The transcript of two interviews, held nearly a year after therapy began, is given in full: The patient's words in total fill the equivalent of less than two printed pages! (Duration of the silences is noted.) A striking feature is the unwavering constancy of the therapist's receptivity and attention to the client's experiencing. Gentle, direct expressions of responsive interest, empathic guessing where clues are minimal, and sensitive, accurate unfolding and drawing out of the client's meaning where there is overt expression, all reveal an active reaching out quality on the therapist's part - quite opposite to the stereotype of purely reactive and neutral reflection. 

Near the end of the two interviews, the dam of the client's restrained agony finally bursts. There still are not many words but his convulsive sobbing and other expression vividly suggest that a corner has been turned, that there has been a shift or 'moment of change' as Rogers puts it, and that the future cannot simply be a replication of the past. However, there was still a long recovery path ahead. The therapy continued for more than another year. 'Mr. Brown' left the hospital in stages, resumed a course of technical or tertiary studies, found a suitable living situation, made new friends and became re-involved in the community. A quoted letter from him gives vivid example of his outlook and engagement. "As of this writing [Rogers concludes his report] he is completely on his own, functioning well, with friends of both sexes, entirely out of touch with the personnel of the hospital or the research group" (Rogers, 1967, p. 416). At the time therapy began, Mr Brown had been hospitalized for 19 months, without visible prospect of recovery. 

Before the Wisconsin report was published, Rogers had moved to California and was busy with new applications of the client-centered approach. Gendlin was again at the University of Chicago, as a professorial faculty member. Shlien was soon to develop a new Ph.D. programme, joining clinical-counselling and social dimensions, at Harvard University. Other exponents of the approach were expanding the range of practice and contributing to refinement of theory. The examples given here of work with psychotic patients are pioneering ones, from a time when this application was a new, closely studied focus. Although such application is now much more taken for granted, it is a sphere in which particular exponents (see Prouty & Pietrzak, 1988) continue to break new ground. 

This introduction to the client/person-centered approach has spanned a range of issues concerned with development, process and applications, especially in therapy. Misunderstandings easily arise around new ideas and practice, and I hope that this presentation helps to reduce some stubborn examples. Expressed positively, if the reader feels informed by the paper, or stimulated to reflect and inquire further, then its best aim will have been achieved. In character with the personal introduction, I will risk ending with a poem of my own. This connects with several of threads in my main discussion, and might draw them into further relief. I hope that my poem-picture of 'the person' evokes a sense of recognition, whether you think of yourself, someone close to you, a moderately troubled person, or one labelled psychotic. Poetry is a relatively new 'voice' for me, and it's a good feeling to find added language. That is partly why I like the poem, and share it now.

         A Person

One alone and many in one,

A community of I's in a Me made one

By thought, habit, a body familiar, law,

And consciousness of Other;  of you distinct

From me, each of us a singular multiplicity.

Cannot I, the person that I call me, myself,

My name -  and writing now - does not this host

Of me have many tongues, voices that argue

Back and forth not listening, opposed desires?

Do I (and you) not have a hall of mirrored selves

Inhabited or remembered within, thus still with life

And varied/repeating presence?  Are we not

As many as the seasons and settings of our lives

An abundance answering to one name,

Multiple, uncounted but counting as one?

Is it any wonder if we neglect, deny members of this company,

Leave blind a hunger, disown some voice inside or acted self;

Else risk and work, perhaps with helper, to become a one

That is not only some, not part, but all of us - befriended.

 Behavior Enactment Methods 
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how people act in organizations 

History and Orientation
Weick (1988) describes the term enactment as representing the notion that when people act they bring structures and events into existence and set them in action. Weick uses this term in the context of ‘sensemaking’ by managers or employees. He also describes how they can enact ‘limitations’ upon the system to avoid issues or experiences. It is also seen as a form of social construction. To date enactment is related to organizations and their environment and strategic management. 

Core Assumptions and Statements
Enactment theory deals with life in general and organizations. Individuals and organizations are constantly in the process of self-formation (Deetz, 1982). Employees form themselves in organizations. According to Eisenberg (1986) this formation occurs in two different ways. Firstly, they achieve stability through enactment of interaction cycles. Secondly through the development of rules for appropriate behavior. Enactment theory can be seen as a process whereby people achieve continuity and coordination. This process requires rules and roles, so that people can coordinate their activities with another. Enactment theory gives a rationale for distinguishing strategic and routine behavior. Much enactment is scripted. People employ routine communication plans when they can; when they cannot, their ability to devise new plans is crucial to their success as company members (Heath, 1994). In practice, a lot of what occurs on behalf of the company is routine, scripted, and random rather than strategic. 

According to Weick (1979) organizations are in the process of organizing, it undergoes constant change. Enactment results because people are conscious of relationships. Enactment theory is related to organizations. Members of an organization cannot separate themselves as an individual or a member of the organization about how they think about the meaning they impose on themselves, other actors, and the environment. Working in an organization reflects a person’s products, services and activities. 

Statement: “The external environment literally bends around the enactments of people, and much of the activity of sense-making involves an effort to separate the externality from the action” Weick, 1988, p. 130). Weick formulates it in a way that people engage each other, their organizations and their environment. 

Conceptual Model
Weick, K. E. (1995). Sensemaking in organizations. Thousand Oaks, CA: Sage.

Favorite Methods
Qualitative methods, such as dialogue and discourse analysis are used. Dialogue strives for a balance between individual autonomy and organizational constraint through incorporating diverse voices (see f.e. Eisenberg).Discourse refers to language, grammars, and discursive acts that form the foundation of both performance and voice. 

Analysis of consultation between management groups is another method that can be used. With storytelling the impact (in focus groups) can be measured. 

Scope and Application
Enactment can help identifying the structure of an organization. Relevant for research are interpersonal, groups and organizations. The communication structure of organizations can be studied. The communication structure is the most important predictor of informal networks. The predictor can be used in relation of the duration of networks and the strength/ weakness they have. 

Example
See Eisenberg. 
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Cognitive Restructuring Methods

Cognitive restructuring 

COGNITIVE RESTRUCTURING 

http://www.mind-body-medicine.com/cognitive.htm
Self-defeating thoughts, negative self-talk, and irrational beliefs are the cause of much of the stress in our lives.  Most people are not aware of their stress-producing thinking.  Through a technique known as cognitive restructuring, we can learn to recognize and change unhealthy thoughts and attitudes so that we can reduce stress and the physical symptoms related to it.

Unhealthy thinking often produces negative emotions, such as anxiety, fear, sadness, frustration, anger, or guilt.  These negative emotions can in turn result in physical problems, such as headaches or fatigue, or behavior problems, such as irritability with friends or addictions.  With cognitive restructuring, you first learn to identify your own cycle of thoughts, emotions, physical symptoms, and behavior.  Then you learn to change your thinking, which can reduce stress, improve your relationships, and benefit your health.  
At the Center, psychologists experienced in mind-body medicine are ready to help you learn and use cognitive restructuring skills.   You may choose either individual training or a class setting.  

In our workshops on specific illnesses, e.g. cardiovascular disease or depression, we teach cognitive restructuring techniques tailored for dealing with common thought patterns for the illness.   Taking a holistic approach, we combine cognitive restructuring with other techniques, such as relaxation response therapy, healthy diet and exercise, breathing exercises, meditation, visual imagery, and yoga.   
http://www.mind-body-medicine.com/cognitive.htm
Cognitive Restructuring is a process of changing subconscious throughts through bringing a person to a conscious awareness of incorrect programming.
· Each person has two minds; the conscious and the subconscious. The conscious mind belongs to your, but your subconscious belongs to your early environment and those who raised you.
· Much of who you are hasn't much to do with you. Negative programming is the major cause of low self esteem, distorted thinking and self defeating thoughts and behaviors.
· The negative circumstances in your life are not all your fault. You are responsible for your actions, but others must take responsibility for some of your bad programming.
· You may not have control over your subconscious mind, but you do your conscious mind. Each accountable person knows right from wrong. Not everyone who comes from a dysfunctional home becomes a criminal. To become a criminal is a conscious choice.
· Life isn't fair. You didn't get to choose your parents or early environment. You didn't have control over your beginnings, but you do your endings. There is no wrong you can do that is worth the price you have to pay for it.
· If you keep on doing what you have been doing, you will keep on getting what you have been getting. If you want to stop what your are getting, you will have to stop what you are doing. If you don't stop what you are doing, life will get harder and harder.
· Much of life is based on perception or belief and not necessarily the truth. You are not your bad memories or what other people say you are. The truth is you are many times better than you think you are. The more you find the truth about yourself the happier you will be.
· You can change who you are by changing what you are doing. You can change from doing wrong to right as soon as you want to. Excuses are only reasons why you don't want to change. You can change regardless of your circumstances. Life is what you make of it. If you are not successful and happy in this life, it is your fault. 

Gleitman (1991:304-307) provides a cognitive theory of humor which he calls ``cognitive restructuring''. According to Gleitman's theory, an expectation is built up, and then fails to be fulfilled, but the surprising outcome makes sense anyway. In other words one view of the situation is developed in the setup of certain kinds of humor, while the punchline reveals a simultaneous and consistent view of the situation which is violates the expectation. Gleitman's description of cognitive restructuring can be seen as a partial description of the phenomenon represented in the present theory, in that the two views, N and V, must be of the same situation, which is to say they are ways of making sense of the situation. It follows that ``the outcome makes sense anyway''. The ``expectation'' and its ``lack of fulfillment'' correspond simply to the two views, N and V (in either order). 

To reiterate more precisely, Gleitman's theory is composed of at least four elements: 

1. the expectation 
2. its lack of fulfillment (in some other view of the situation) 
3. implicitly, the fact that the expectation makes sense of the situation 
4. explicitly, the fact that the violation of the expectation also makes sense of it. 

These can be mapped onto the N and V views in a simple way. 1 and 2 correspond to the N and V views (either one can be N, the other is V). The fact that N and V are ``views of the situation'' according to the present theory is sufficient to give 3 and 4 as well. 

What is lacking in the cognitive restructuring view, is, of course, the affective element, that in one of the views the situation is normal - whether neutral, unthreatening and safe, or positively valued, desirable, good - and the other view is a violation of something about which the perceiver cares that things ought to be a certain way. The affective picture of the present theory includes the cognitive picture developed by Gleitman. 

More generally, it's important to understand that mere cognitive expectation is not necessary or sufficient in humor. We certainly expect the sun to come up in the morning, but if that were to be violated, it would not be funny, unless we had some emotional commitment to that expectation, and more. So a violated expectation is insufficient for humor. Things can be funny even after they are expected (e.g., socially inappropriate behavior patterns - a professor who spits when he talks - or episodes in Road Runner cartoons, which have an expected but still funny outcome), so violated expectations are not necessary either. 

http://www.tomveatch.com/else/humor/paper/node19.html
STEPS TO COGNITIVE RESTRUCTURING--Follow these steps to change your own thinking.
1. Identify FEELINGS/EMOTIONS and other CONSEQUENCES/OUTCOMES.
> Identify both positive (reinforcing) and negative outcomes
> Identify both internal (emotional/feedback) and external outcomes.
2. Identify SITUATIONS & STIMULI/CUES initiating the sequence of events. Also, identify similar situations where you use similar unproductive ways of dealing with events. See what these situations have in common and identify how they are different (a la Kelly)_ from situations where you use more productive means of dealing with them.
3.. Identify UNPRODUCTIVE BEHAVIORS (eg. Avoidance, aggression, defensiveness, addictive behaviors, etc)
4. Identify THOUGHTS that preceded the unproductive behaviors and feelings. Also, search for UNDERLYING BELIEFS or COGNITIVE BIASES which are generating the unproductive thoughts.
5. Question the "rationality", productiveness, and consistency with your newer "higher self" belief system.
6. Develop NEW, more constructive UNDERLYING BELIEFS and SPECIFIC THOUGHTS that can be used in that or similar situations.
MORE POSITIVE STRATEGIES:
> FOCUS ON MY THOUGHTS AND ACTIONS. I realize that I can only control my thoughts and actions--I have no control or responsibility for what others or the world does. I will learn to focus on my thoughts and actions and "let go" of the effects of my actions.
> All humans make lots of mistakes--I am only human. 
> An overall goal is my personal growth and learning. In order to learn I must risk and make mistakes. I can learn from even the worst of events. 
> I am experimenting with new approaches and will learn through trial and error--errors are important.
7. PRACTICE using these new beliefs and thoughts. Keep repeating this process until the new beliefs and thoughts become completely automatic responses to these types of situations/cues.
http://front.csulb.edu/tstevens/Cognitive%20Therapy.htm
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