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Building a L/ntfling Language for
PsychotheraPy Pradice

No psychotherapy is superior to any other'  although al l

are superior to no treatment. .  This is the concluston
drawn by authoritative reviews , and well-controlled
outcome studies. .  .  .  This rs real ly quite remarkable,
given the claims of unique therapeutic properties made by

iduocates of the various treatments available today '

I i"g palsy-defied medical understanding for more than
a hundred years. lfith the greying of the population, this
brain-based condition bearing the name of the man who pro-

vided the best first description, Parkinson, has become all

too familiar to patients, their families, family physicians' psy-

chiatrists, and neurologists. !7hat is less appreciated are the

singular, almost bizarre, psychological explanations offered

by mental health professionals for the genesis of the disease'

From the earliest accounts., observers noticed that those

afflicted with the disease displayed an "emotional and attitu-

dinal inflexibility, a lack of affect and a predisposition to

depressive illness, which may antedate the development of

motor abnormalities bv several decades" (Todes & Lees'

Joel Weinberg, 1995, P. 45

No theory, just as no profession, can claim preeminence

for long if it cannot firmly establish that its adherents
agree on the use of i ts basic organizing concepts.

Stuart A. Kirk and Herb Kutchins, 1992' p. 31

HE PATHOLOGICAL basis of paralysis agitans-the shak-
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1985,  p .97) . In  1 .875,  the  famous French neuro log is t  Char -
cot considered that emotions in combination with hereditary
factors were instrumental in bringing on the condition. Over
the years, the notion that a patient's affects were the culprits
in Parkinson's disease has kindled highly specuJative but
nonetheless influential explanations.

To illustrate, in the late 1940s Booth hypothesized that
the pre-Parkinson patient lived in a tenuous balance between
striving for independence and freedom from aurhority whiie
conforming to social expectations and standards. He further
believed that these patients were inculcated from their child-
hood with the idea that they should abide by social norms at
the expense of their feelings. According to Booth, this re-
sulted in the development of a social mask to cover or screen
hosdle and sadistic impulses. The disease emerged when the
equilibrium of a patient's psychological economy-the social
mask-was upset through frustration, loss of independence,
or eruption of aggression. Although this description fits zosr
people growing up and living in American sociery, nor jusr
patients with Parkinson's disease, Booth believed that the
factors he had identified were causally linked ro rhe onset of
the disease (Booth, 1948).

Looking back, the purpose of this kind of wild character
analysis was to establish a psychogenic or funcrional cause
(read: explanation) for Parkinson's disease. Using suppos-
edly "hard" data, such as Rorschach responses, clinical expe-
rience, and professional observation, to support their hypoth-
eses, professionals confidently promoted their etiological
hunches-mainly in the vocabulary of psychodynamics.
!7hat is troubling is that this edifice of psychological conjec-
ture stood largely unchallenged until researchers established
that the depletion of the neurotransmitter dopamine in the
substantia nigra (part of the midbrain) accounred for the
debiiitating motor disorder (Hubble & Koller, L995).

;
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Sadly, the story of Parkinson's disease highlights a recur-
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ring theme in the mental health professions. Intoxicated by
models and a penchant for complex but mostly vacuous psy-
chological theories, clinicians often accord their beliefs the
status of clinical reality. Throughout the history of the field,
virtually every school of therapy has forcefully championed
its own explanation of problem formation, treatment goals,
and unique methods for resolving or mitigating clienrs'com-
plaints. With an immodesty approaching outright hubris, the
proponents of each school have insisted that the explanations
and outcomes of their paradigm are fat superior to other
treatment models. As clear as this pattern may be, however,
the field seems doomed ro repeat it. It is as though there is no
end to the impulse to exaggerate the explanarory power and
therapeutic effectiveness of psychotherapy models.

Consider, for instance, a recent article in The Family Ther-
apy Networker (the magazine with more readers than any
other professional publication in the field) on one of the
latest trends to sweep the therapy model marketplace: narra-
tive therapy. One writer claimed that the new approach not
only has "an immediate impact on troubled people's lives"
but, through "its ability to put ideology into action," could
also end racism, sexism, and any other political "ism" to
wh ich  i t  was  app l ied  (O 'Han lon ,  1995,  p .  24) .Or ,  how
about a nationally circulated ad for a rherapy called, "NLP

Eye Movement Integration." The ad asks the would-be con-
sumer, "'V7ould you like to learn a method that is faster,
simpler, safer, and more effectiue?" \X/e11, what provider
wouldn't? In this era of managed care, survival increasingly
depends on how well and how quickly clinicians can ger
results-a consideration not lost on advertisers. Lastlv. how
about the latest book by Albert  El l is (  1,995),  enr i t led'Better,
Deeper, and More Enduring Brief Tberapy, in which readers
are promised to learn methods:

. not only useful with less severely disturbed clients, but
also with difficult clients such as those afflicted with Dersonal-
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ity disorders, psycbotic states, orgdnicitlt, and mental defi-
c iency.  (Brunner/Mazel  Bul let in ,  I995,  p.  5,  emphasis
added)

Yet. when Ellis's claims are contrasted with available re-
search on the outcome of brief therapy, the rhetoric simply
does not add up to reality. In reviewing the brief therapy
literature for their chapter in the latest edition of the Hand-
book of Psychotherapy and Behauior Change, Koss and Shi-
ang (L994) found the following:

IThere is] compelling empirical evidence that brief psycho-
therapy is effective with specific populations. . . . brief ther-
apy has been found to be /ess effectiue with more seuere dis-
orders, such as tbose of personality, substance abuse, and
psycbosis.  (p.  681,  emphasis added)

What can the practicing clinician conclude regarding most

of the claims made by the developers of treatment models?
Given the very real difference between their rhetoric and em-
pirical reality, it is safe to assume that while creating a great

deal of heat they throw very litt le l ight on the subject at hand.

THE VOCABULARY OF
A UNIFYING LANGUAGE

is the famil iar -,h at usually eludes us in l i fe. What is be-
re our nose is what we see last.

<  - i " + - .  t  '  . l  
'

lang[aEe', on the=c_ontrary, as was polnted out ln tne prevlous
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William Barrett

\i l ith almost forty years of research findings in hand, we
can sav witl confidence that the various manifestations of

_**.?r..-.?_*'_i.|'' 7+-#

ttlreiapv are moie7trEe6fr-&ff6ent. T'lterapies work not
-*lte-c-au:sc- b f "their ti n i q ue' exp I an a tory sChCni e s dr sp e ci al i ze d

;
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-ctrapter;-ihEii su99_9_qs-_!q Laregty based on what they have
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in common. In this regard, veteran psychotherapy outcome
researcher Michael Lambert (1994, personal corrununica-
t ion) has observed:

\When you watch good therapy being done, you know it and
it has a lot of commonalities . . . IG]ood cognitive therapists
and good behavior therapists, psychodynamic therapists act
an awful lot alike.

It is the very commonalities noted by Lambert that form
the basis of a unifying language for psychotherapy practice.
Fortunately, adopting such a language does not mean that
therapists must learn an entirely new or even different lan-
guage of psychotherapy practice. In fact, the words and con-
cepts of the unifying language will already be familiar to most
clinicians, based as they are on what all therapists already do
that contributes to successful clinical work. For those weary
of keeping up with the endless number of new treatment
models, the unifying language will certainly be welcomed.

Therapists will also find that their clients are atruned to
the commonalities linking all good therapy. Indeed, most
speak the language with ease and require no special training.
In this regard, when researchers ask clie4ts_4fuq1gbg_!slpful
aspects ol tn.rr io"
sEEEifiEl-rnLoiieT-diiuen lnterventions or techniques. Instead
they corisGTently identify the same variable_s as th_erapeutic-

@ _o_f-'5ei.ng reqpgc,t.ed, b_qqg _gn-

Z J

dEisiood and bein g ggry{lo- tllf--ambert, per son al communi-
eetfrfl|'Ir{TfTfiis ;;-- body of research shows that clients
also expect their therapists not to be bound to any one brand
or language of treatment. Consider, for example, a study
conducted by Kuehl,  Newfield,  and Joanning (1990),  which
found that clients who viewed their therapist as not rigidly
adhering to a particular point of view were more likely to be
satisfied with their exDerience in treatmenr.
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THE ELEMENTS OF
A UNIFYING LANGUAGE

Four common curative elements' each central to all forms

of therapy despite theoret ical  or ientat ion'  mode ( i 'e ' ,  indi-

vidual,  [ .oup, family,  etc.) ,  or dosage (frequency and num-

ber of sessions), constitute the unifying language' These four

elements, in order of their relarive contribution to change in

therapy, are: (1) extratherapeut ic factorsl  (2) therapy rela-

t ionship factors; (3) model and technique factors; and (4)

expect;ncy, hope, and placebo factors (Lambert, 1'992)'

Extratherapeutic factors : Clients and

their  enuironment

Everything is luck and t iming. Abi l i t ,v counts' but abi l i t f  is

alrvays third.

Dona ld  Lamber t i ,  1995

In the clinical literature, clients have long been portrayed

as the "unactualized," message bearers of family dysfunction,

manufacturers of resistance., and in most theraPeutic tradi-

tions, targets for the presumably all-important technical in-

terventio;. Indeed, it seems that once people decide to enter

treatment they suddenly become something less than they

were before. They cease knowing their o\ /n mind' are dis-

connected from their feelings, certainly have "something"

wrong with them that requires fixing, and, of course' will do

their Jevilish best ro resisr the therapisr's efforts to help them.

It is curious that the very profession that makes helping a

virtue has also made a cult out of client incompetence' A

testament to the success of this cult of incompetence is the

significant degree to which the pathology- and deficit-based

lu"ngu"g. of the recovery movement and the Diagnostic and

.:

t
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Statistical Manual of Mental Disorders (APA, 1.994) have
been embraced by American popular culture (Kaminer,
1.992).

In the same way that clients are assumed to be fragile or
ineffective in some way, therapists are considered the masters
and heroes of the therapeuric encounrer. There are hundreds
of books about great therapists but few, if any, books about
great clients.

Nowhere is this tendency more obvious than in profes-
sional workshops and conferences where some woebegone
individual, couple, or family is recruited for a live demonstra-
tion conducted by some recognized expert in the field. Espe-
cially desirable for these productions are those clients thought
to be at an "impasse" with their current therapist. Before an
audience of perhaps hundreds of mental health professionals,
clients bare their dilemmas and ill fortune to the "master,"

who invokes reportedly innovative concepts and techniques
to transform the clienr-at least that is what the audience is
paying to see. Underscoring the point, videotapes of these
demonstrations can be rented or purchased by practitioners
through a proprietary operation called, what else, The Mas-
ter Therapisls (trademarked by AAMFT).

As these examples illustrate, much of the writing and
thinking about psychotherapy practice places the therapist at
center stage in the drama known as Tberapy. Rarely is the
client cast in the role of the chief agent of change. Never-
theless, the research literature makes clear that the client is
actually the single, most potent contributor to outcome in
psychotherapy. The quality of clients parlicipatiqn, their
perception of the thbraprst an L1!8'
dEte?min-C wheiher any trearment wi]-l wq1L-ln faq!,-the_total
matrix of who they are - their 9-qgqgthlg-{ff egq{g*e_sr_ lhe
durarion the cir-
curnstarrces in which th rs thar
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weave in and out of their lives-matters more than anything

therapists might do4Clients, the research makes abundantly

cleat, are the true m@ycfoTfertt/; ttey

a?defwals-m o re p o Wer ful th an tlie ii iheiapi it s'.
*[n 

,Fa.tsea]chlii&ature., t5e client's contribution to out-

come is part of a category of common therapeutic elements

called "extratherapeutic factors." These factors are estimated

to account for the major portion of improvement that occurs

in any treatment, a whopping 40"/". They refer to any and all

aspecrs of the client and his or her environment rhat facilitate

recovery, regardless of formal participation in therapy (Lam-

bert, 1.992). As such, extratherapeutic factors are the corner-

stone of the unifying language for psychotherapy practlce'

All therapies benefit from the operation of extratherapeu-

tic factors, whether or not they are a part of the formal

language or technique. By making these factors a part of the

everyday lexicon of psychotherapy practice, therapists can

enhance their contribution to psychotherapy outcome' In

Chapter 3., detailed information and suggestions will be given

for both recognizing these factors and including them more

deliberately in the treatment process.

The tberapy relationshiP :
Client and theraPist together

believe in just ordering people to do things. You
sort of grab an oar and rou'u' i th them.

H't,old Cencut

.  _ l  l :  !  1  |  I

T h e t h er apeu tic re I att on s h t p t s t_[e-.]]_egt-9p gl 19 u g n .w n rc n
-;;:;fitr;;;;i. ""lFtEt "d exnerienced. While thevi-s Enailed and experjqp-ced...While thel

h;y;. d'fi...., *o.dt ,"d;";;;p;;; -.;-thii"piits ^"d

*

f-i aon'..
!_hru.,o

j--

-seg{:.E-.tEeJ3p-vEino-wlddgglle-t-Tqortanceof 
thethera-

le-uill ?elati onsh i p in produci n g ben e Fici al outcomes.
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Over the last forty years, the influence of the therapeutic

relationship has been tracked across an array of treatments
(e.g., behavioral and cognitive, psychodynamic, experien-

tial, eclectic, group, and pharmacotherapy fHenry et al.'

1.9941). In all these approaches, a correlation has been found

between the therapeutic relationship and psychotherapy

6utcome..&eqeal*9rl9str31._!9l",t*,Tggll-eq-3-Q-%r"9.f lh.
variance in psJilofierapy outeome is due to so-called "rela-

t io n il r pT##' : A"-k-; g-tl e - s e c o n d i n i r" p q ira q qe "-!"" L*
ffi(Llmbert, 1,992).In fact, the evidence
iJso strong that veteran psychotherapy researcher Hans

Srrupp recently wrote, "the quality of the interpersonal con'

textis the sine qua non in all forms of psychotherapy" (1'995,

p .70 ;  emphas is  in  o r ig ina l ) .
Studies further show that the quality of the client's partici-

pation in the therapeutic relationship is the single most im-
portant determinant of outcome (Orlinsky, Grawe' & Parks,

1.994). Clients who are motivated, engaged, and join in the

work with the therapist benefit the most from the experience.
Of course, the qualiry of clients' participation in treatment is
greatly affected by the bond or alliance they form with the
helping professional. In contrast to what one might expect'
the research does not show that the strength of this therapeu-
tic alliance or bond is a function of the length of time a
client has been in therapy (Horvath & Luborsky, 1'993)-
Therapists who worry that managed care-with its unrelent-
ing emphasis on cost-effective and time-sensitive therapy-
may make having helpful therapeutic relationships impossi-
ble can rest a little easier.

H-9.:j3pgltant to the formation o-f .3-g1o-,4g qhcraperr-
t rc at l rance, the resea?cl-- t l ,o*tr  r t .  ;h;h;; ;nis i ic-psycho-, .
Th-er-a p r sT-c a iT-Ro ge rs c o; sia;;.a .t [ 1 9o t. .-o "-J iti o n{' o f \F
' df ectivrp s fchb-tfi 

-eTe p f =:neslhy-.. t pb.t, " "i e. ! gu e n i t s
(f f iW:1'993). The latest research and
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thinking indicate that strong alliances are formed when cii-
ents perceive the therapist as warm, trustworthy, nonjudg-
mental, and empathic. Therapists' evaluarions of their suc-
cess in providing this kind of therapeutic environment for the
client are not enough. The core conditions must actually be
felt by the client, and each client may experience rhe core

t condit ions di f ferent ly (Bachelor,  1988).  In this regard, a

1 growing number of studies has found that clients'ratings of

\ the therapeut ic al l iance, rather than therapists '  perceprions,

lare more highly correlated wirh outcome (Horvath & Lubor-
!sky, 1993; Orl inksy er aI. , ,  1994).  For this reason, rhe most

l.,t*!_:lli"lces a1q likely ts-d gysleq yl'gub9-!lr91api st e s-
tabhshes a therapeuric relationship rhat matches the client's
Aeffi iii o; 

-;a 
.-t;tt, ;;""i;anes;, ;;d .espi-i (b.,.,.u.,,

Scfio*vEy, & RnsF, t99r-.-
As r,l 'as true of extratherapeutic factors., all therapies bene-

fit from the operation of relationship factors, whether or nor
such factors are an explicit part of a particular model's theory
or technique. Adding relationship facrors to rhe unifying lan-
guage for psychorherapy practice builds on what most trear-
ment professionals already know about successful clinical
work and will enable therapists to further enhance the contri-
bution of these important factors to psychotherapy ourcome.
Recognizing and empowering relationship factors is the topic
of Chapter 4.

Therapeutic technique: Tbe doings of therapy

Techniques are r i tual ized methods of human relatedness
and communication. .  .  .  Techniques and the personal
meanings thev invoke are alvvays embedded in iuman rela-
nonsn lps .

Micbael Mahonel '

Another element in the unifying language encompasses the
category of therapeutic technique. All therapists make use of
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technical procedures. In any given session, for example, one
may see a therapist asking particular questions, listening and
reflecting, dispensing reassurance, confronting, providing in-
formation, offering special explanations (reframes, interpre-
rations), making suggestions, self-disclosing, or assigning
tasks to be done both within and outside the therapy session.
There are also technical considerations informing where the
therapist and client should sit, when the session should begin
and end, who is seen, and even whether or not the client
should be offered tissues.

The content of the talk or questions is different depending
on rhe therapist's theoretical orientation and technique. In-
deed, as was illustrated in Chapter 1., differences in technique
and the language used to describe those techniques are often
convenient markers for telling therapists apart and engaging
in heated professional debate. Whatever model is employed,
however, most therapeutic procedures have the common
quality of preparing clients to take some action to help them-
selves. Across all models, therapists expect their clients to
do something different-to develop new understandings, feel
different emotions, face fears, take risks, or alter old patterns
of behavior.

In spite of the field's interest and investment in technical
factors, however, their actual percentage-wise contribution
to outcome pales in comparison to extratherapeutic and rela-
tionship factors. In his widely cited review of psychotherapy
outcome research, Lambert (1992) _estlmates that the the-ra-
pist'smodelal4_ry_clr11qggc,at!,rr-b,ute--o-nlp15.%.-to+heover-
alf rrnpacl-oFpsycEothe.apy. Though this finding may be
trouEfiilg*io' a;hooli o adia;;-ty th at h ave prided themselves
on their unique conceptualization of therapeutic process or
innovations in intervention methods (e.g., primal screaming,
genograms, miracle questions, EMDR, letter writing, etc.),

29

the data are clear: clients are largely ulggp3g!_sj4_yth {_:lt-
tneraplsts technlques.  As Lambert  put  l t :
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fP]atients don't appreciate these techniques and rhey don't
regard these techniques as necessary. They hardly ever men-
tion, ever, a specif ic technical intervention the therapist
made. I 'd encourage therapists to realize their phenomenolog-
ical world about the experience of therapy is quite different
than their patients'. The nontechnicll aspec-ts 4!e the ones

.patients mention. Also-, *E?n o6fectivel"!fles iisten to tapes-of-tn.rlpy. 
the nontechnical aspecrs are the ones rhar corre-'late 

wlih outbmE morb tF?n any rechnical intervenrion. (per-
sonal communication, December 9, 1993)

When the practice of psychotherapy is guided by a unify-
ing language, therapeutic technique srops being a reflection
of a particular theoretical doctrine or school of therapy and
instead becomes the vehicle for enhancing the effects of the
other common factors. The immediate result is that thera-
pists spe.nd l_e-s_: d-nu;rr+pg6 ffir@ntion
", tp..:-.-qe t!& th e;:igh t b 14 g$*o*f :.!e r a p y a n d s p e n d" m o r ei t i m e
doing what rhey do best: undersianZlng. l istening, bui lding
f ela ti o-n"ili ipa ;;ia ?na o u ih-gin g 

-.41 
i b ri i s t o 

"fi 
n d :w a y $" t o h e I p

' _i' --*_-"-----*

themselves.
*.-.F-- '"

Expectancy, hope, and placebo:
Tbe unsung triad

Contr ibut ing the same percentage-wise amounr ro out-
come as therapeutic technique are the final words in the vo-
cabulary of the unifying language-expecrancy, hope, and
placebo (Lambert, 1.992). These facors are responsible for
that portion of improvemenr that clients experience simply
by making their way ro therapy. Research shows that merely
expecting therapy to help goes a long way toward counteract-
ing demoralization, mobilizing hope, and advancing im-
provement ( Frank k F r anI;rJ99FL----.-.--__"-'

S t: ". Aelq-.+prgrff c_qg_a ti o n o f s u c h h "p-"ltr :!tglg! y
influenced by the therapisr's artitude towaid the clGnt ciuritig



difficult, long-term nature of change are likely to minimize
or curtail the effect of these factors.3lt the same time, an
emphasis on possibilities and a belief thait*FEiqpyt@-wor.k
*ifiii[A-v *"{F t"EstilI hopi i"a i positi'e e"p!!f"iion fo.
i--pi"u.-."t.li th""fa be ,toted, however, tha-ttibating this

-hopefnfihEipeutic atmosphere is not the same as adopting a
pollyannish, "everv cloud has a silver 1ining," attitude toward
cl ient dif f icult ies. Rather. hopefulness results from ackno*l-/ tu
e d g i n g b_o=t h t h e . r i.'Ft" niE'.'' t -i'-rr[ 411;; i4., !t''.. y ;si' U i t I -
\. -7"--'-'i'.

t les tor a DeTter tuture.
*ThE r#aich-literature shows that hope and expectancy

. a.=...-._-...-*.- ___r --.--.r 
ta?

give people a @e ln _many areas ot  l l fe -  tn
s - " :
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y. Pessimistic attitudes con-
l.e.v?a to the client by an emphasis on psychopathology or the

- - - .  |  .  . r r  I  I  t '
academrc achlevement.  managtng major  l l lness,  ano oeal lng
wiTh-aiffiAlt job situations (Goleman,7991, ). In the psycho-
theiapy-Trterature, studGs further show that fostering a posi-
tive expectation for change may actually be a prerequisite for
successful  t reatment (Snyder et al . ,  1 '991' ;  Snyder,  I rv ing, &
Anderson, 199I). In Chapter 5, detailed information and
suggestions will be given for making these factors an active
part of the treatment process.

CONCLUSION

To generations of therapists reared on the proposition that
ingenious and intellectually stimulating treatment models
and their associated techniques make the real difference in
therapy, the four common factors that really count may seem
pallid and anticlimactic. Therapists have been subjected to
the most intense forms of marketing. Books, continuing edu-
cation seminars, and graduate school training most often
portray the process of producing change as a complicated,
technical. and often dramatic business. Faced with the ardors

I

I

I

:
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of day-to-day clinical work, many therapists may feel that
the four factors of the unifying language are simply roo inert,
offering little help in addressing the complex problems mod-
ern clients bring to the consulting room.

The fact of the matter is, however, that while therapists'
formulation of problems and experience of the therapeutic
process may be complex, the factors that contribute to
successful psychotherapy arc not. The data indicate that suc-
cessful psychotherapy would be best understood as a rarher
simple, straightforward, and oftentimes boring business, dis-
tinguishable from other helpful experiences in life only by the
explicit, socially sanctioned contract to be helpful that exists
between a therapist and client. No doubt, the practice of
psychotherapy is not always as easy one. Easy and simple
are, however, two very different matters. Clinical work may
frequently be trying, but that does not mean rhat the factors
contributing to successful psychotherapy are necessarily com-
pl icated.

The best u'ay for therapists to begin speaking a more uni-
fying language is for them to set aside their chosen model or
theory and look for and identify the four common factors
currently operating in their own clinical work. For instance,
because research has established that the quality of a client's
participation in treatment is the single best predictor of psy-
chotherapy outcome, clinicians might begin by closely exam-
ining what they already do in order to engage the client in the
therapeutic process. Given the magnitude of the contribution
made by extratherapeutic factors, therapists would also do
well to look at what they presently do to utilize clients'
strengths and resources in the achievement of trearment ob-
jectives. Additionally, therapists can examine what they do
to engender hope and a positive expecration for change in
their clients.

Before reading the suggestions and recommendations con-
tained in the following chapters, therapists might look for
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evidence of the operation of the common factors that consti-

trt. th. unifying language currently operating in their clinical

work. Like Dorothy in Tbe 
'Wizard 

of Oz, therapists have

always had the means to get back to Kansas' No guru or

master therapist, no complex theory of human behavior or
.,advanced workshop" is necessary. Neither is allegiance to

any one model or combination of models, methods, or doc-

trines. In effective therapy the common factors operate re-

gardless of the model or technique being employed' True,

ih. l"rrgrr"ge may lack the technical precision or theoretical

elegance that makes some existing treatment models so com-

p.il"l.rg. Yet it has the advantage of forty years of empirical

iuppo.,. More important' perhaps, it has the potential to

uruiy clinicians from disparate traditions in their common

interest to help those in need of treatment.

J J


