	III./3. Common  factors in diverse methods of  psychotherapy
Introduction
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	Based on the empirical research of psychotherapies it has been found that the effectiveness of psychotherapies reach the effect size of 0.85. This means that clients participating in psychotherapy show significant improvement compared to the ones who are not administered this form of treatment. A relatively small difference has been revealed between the effectiveness of different methods of psychotherapy. Several researchers have posed the question of whether there are and what are the common effect factors of psychotherapies.

The clustering of common factors has been based on the following variables

· Therapist variables: some therapists are more effective than others. 
· Client variables: some clients are more suitable for psychotherapy than others. 

· Relationship variables: some relationships are more effective than others.

· Strategic variables: each psychotherapeutic modality has an aetiological model on which the therapeutic model of change is based. 
· Tactical variables: the therapeutic session has a place, framework, pattern of management

· Technical variables: the therapist has a clear idea about what must be done and what cannot be done during a therapeutic session.

III./3.1. Client variables

	[image: image2.jpg]



Summarise the client variables enhancing the effectiveness of therapy!
	The new trend of comprehending common factors is a method which is both directed by the patient and is oriented towards the therapeutic outcome. It considers the client the active participant of the interventions and puts emphasis on the empowerment of the patient as an agent. 
It disaffiliates itself from the therapy-centric approach where the therapist performs an intervention, and the client reacts as a mere passive recipient of the treatment. 
The client variables are responsible for 10% of the efficiency of the treatment. The course of therapy/therapeutic progress is influenced significantly by the factors dormant in the patient and by the external ones defining the patient’s life:

· the client’s internal variables:
· toughness,

· open-mindedness,

· hope,

· optimism,

· stamina/perseverance,

· ability to be discerning
· the external environmental factors of the client’s life:
· social support ,

· change in the environment,

· new partner,

· new workplace, etc.

The client’s theory about his/her own change: every client has a particular idea about his/her problem and about  a way of solving it that he/she prioritises 
· The effectiveness of therapy is enhanced in such a pace in which the therapist is able to accommodate himself/herself to the client’s ideas formed about change. 
· The therapy is more effective if it provides interventions which are adjusted to the 
· client’s desired client-therapist relationship, 
· the client’s goals, 
· psychotherapeutic activities that the client also feels useful. 
III./3.2. Therapist Variables
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List the therapist variables enhancing the effectiveness of therapy!
	It has been revealed by empirical examinations of the effectiveness of psychotherapies that there are more effective and less effective therapists. The meta-anlysis of Sparks, Duncan and Miller (2008) identified the following common characteristics of the more efficacious therapists: 
· are able to relate to the healthy part of the client; are able to identify and point out the client’s talents and abilities, and are able to activate the client’s own resources to a maximum 

· believe that the client knows what is the best for him/her

· are able to develop a therapeutic working alliance with the client 
· are able to organise the therapy around the client’s goals and expectations
· are able to relate to the client naturally, and are able to be attentive and express their approval, gratification and understanding.

· optimism
· are willing to act with responsibility when cooperating with the service providing organisations
III./3.3. The Therapeutic Relationship
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Summarise both the proved effective and harmful relationship variables!
	The quality of the therapeutic relationship is responsible for 30% of the effectiveness of therapy. In this chapter, we are going to present those factors in therapeutic relationships which have proved to be effective.The most important psychotherapeutic techniques are the development and maintenance of a working alliance and repairing alliance rupture(s) occurring during therapy. 
 

Effective

Harmful

Effective (evidence-based)

Therapeutic working allience

Low level of working allience

Empathy

Lack of empathy

Eliciting feedback

Does not elicit feedback, does not care about it

Most likely effective

Agreement in the therapeutic goals

Does not consult the patient about the therapeutic goals 

Collaboration

Disturbance in collaboration

Positive attitude

Lack of positive attitude

Promising but there are not enough research results  for making a judgment
Congruence/authenticity

Unauthentic behaviour

Repairing allience ruptures

Does not take into consideration the deterioration of the working allience

Management of countertransference

Does not pay attention to his/her own countertransference

 

 

Confrontation

 

 

Negative attitude

 

 

Presuppositions

 

 

Therapy centred around the therapist

 

 

Rigidity

 

 

Procrustean bed

Fig. 1. The efficacious elements of the therapeutic relationship 
III./3.3.1. Working Alliance
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Name the three components of the working alliance!


Observe in the video how does the therapist clarify  the elements of the working alliance!
	We are going to apply a more general definition of the therapeutic working alliance independent from the ones expressed by different therapeutic schools. (Bordin, 1994).

Three factors facilitate the establishment and maintenance of the working alliance:
· agreement in the therapeutic goals (strategy),

· agreement in the therapeutic tasks (tactic and technique),

· the quality of the bond between the client and the therapist.

Video nr 1:[image: image6.png]



III./3.3.1.1. Agreement  in the Therapeutic Goals
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	The therapist is obliged to crosscheck with the client the goal of therapy continuously from the beginning of the therapeutic process. Among the most common goals of therapy are to terminate the symptoms and to develop sound self-understanding. Many times this leads to the termination of therapy if the patient arrived with a therapeutic goal different from the one the therapist is insisting on. Some patients would want to free themselves of their well defined symptoms (e.g. agoraphobia, panic attack, social phobia) while the therapist thinks that this can only be permanently achieved after restructuring the entire personality, therefore, it would be necessary to explore the origin of symptoms rooted in the past. The patient is disturbed when the therapist is not concerned enough with his/her symptoms, but repeatedly enquires about his/her childhood. Other patients would be eager to get to know themselves better and freely meditate about their lives, but the therapist sets a goal of changing the symptoms. After he/she has identified the patient’s dysfunctional behaviours, and gives homework to facilitate behaviour change, the patient gives up the therapy because he/she thinks the therapist has not understood his/her genuine needs. 
The most important task of the period between the first interview and the development of working alliance is that the therapist and the client devise the therapeutic goals. One of the best predictors for the effectiveness of psychotherapies is when both the therapist and the client agree on the goals of therapy. The process of their agreement is enhanced if the therapist explains the nature of the therapy in a way that the client is able to comprehend , then they debate the therapeutic goals and both agree on the origin of the patient’s problem and on the role of the therapy in solving them. 
III./ 3.3.1.2. Agreement  in the Therapeutic Tasks
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	It is very important from the commencement of therapy to continuously clarify the tasks. The therapist must make clear what will be his/her own and the client’s task during therapy. The tasks must be attached to the goal of therapy in a way that the client is clear about it. For instance, the aim of the patient suffering from social phobia is to eliminate his/her symptoms, to be able to go to a public place to talk, to eat and give a speech there. The therapist recommends to him/her cognitive behavioural therapy. The therapist explains what is going to do and why, how will that effect the symptoms. Additionally, they will discuss what kind of tasks the patient will have to do and by performing them how  that will lead to the approach of his/her therapeutic goals. The therapist notes that he/she is going to explain the model of the development and maintenance of the social phobia in order to inform the patient what  he/she thinks about  the patient’s problem. Consequently, the patient will have the opportunity to adjust the model to his/her own particular case. The task of the patient during this phase of psychoeducation is to ask questions and provide feedback. 
· Later the therapist will explain the cognitive model to the patient and will teach him/her the method of identifying negative automatic thoughts, will assign homework, while the patient’s task will be to collect negative automatic thoughts activated in social situations. This will help the patient to become more aware of the processes during the development of his/her phobic symptoms. This step contributes to the therapeutic goal since the skill of identifying negative automatic thoughts is a presupposition of questioning the negative thoughts which will in turn lead to the reduction of the gravity of the symptoms. So the therapist informs and negotiates the therapeutic goals with the patient continuously, and explains how the tasks facilitate the completion of the therapeutic goal. 
III./3.3.1.3. The Quality of the Therapeutic Bond
The therapeutic bond is the third influencing factor of the therapeutic working alliance. Apart from the common goals and clear tasks it is important that the client feels that the therapist accepts and likes him/her, and the patient finds the therapist sympathetic, too. The importance of the appropriate therapeutic bond can be comprehended through the attachment theory. When humans as social creatures experience some threat then they try to get closer to their kind. In the presence of other humans they become somewhat calmer and they try to fend off the danger together. The therapist has this kind of function as an attachment figure in therapy. When the patient appears at the therapist’s with his/her problem, the mere accepting, attentive and resolute presence of the therapist assures the patient since he/she activates the client’s attachment system. In this safe environment the patient will become able to think about resolving his/her problems and rehearsing new solutions. 
III./3.3.1.4. Research Results of the Therapeutic Bond 
Horvath et al (2011) revealed in their meta-analysis that the quality of the therapeutic alliance has an impact on the efficiency of therapies in different therapeutic orientations. Its effect size is r = 0.275 which makes the therapeutic alliance one of the best predictors of efficiency of psychotherapies. The condition for the therapeutic success is “the good enough alliance” established right at the beginning of the therapy. The development of an appropriate working alliance prevents the patient’s premature termination of therapy. 
III./3.3.1.5. Interventions Influencing the Therapeutic Alliance 
Forming and strengthening the therapeutic alliance is not a therapeutic technique but rather an indicator which expresses the therapist’s and client’s ability of good collaboration. In the early stage of therapy it is essential to harmonise the methods (e.g. homework assignments) of therapy with the client’s specific needs since it has a significant effect on strengthening the working alliance. One of the most important tasks of the therapist is to match his/her own ideas about the most appropriate interventions with the patient’s personal resources and expectations. The feeling of collaboration allows the patient to approach his/her problems from a new perspective in the presence of the therapist. 
The opinions of the client and the therapist about the freshly formed working alliance do not necessarily coincide with each other especially in the early stages of therapy. The interventions will be less effective if the therapist incorrectly considers the therapeutic alliance experienced by the patient good. It is essential for the therapist to continuously monitor any alteration in the therapeutic alliance during therapy and above all he/she must have faith in the alliance experienced by the patient.  The degree of the therapeutic alliance may change within one session on the influence of factors such as misunderstandings, feelings of transference or if the patient is challenged by the  therapist. If these very frequent difficulties are appropriately solved within the session than it has a positive effect on the outcome of the therapy. 
The essential condition for the maintenance of a good working alliance is that the therapist does not react in a defensive manner on to the patient’s negative or hostile behaviour. It is disadvantageous either to interiorise the patient’s criticisms or to completely ignore them. A number of studies have revealed that the therapist’s behaviour has a significant influence on the quality of the working alliance. Therapists who are good at forming strong working alliances are able to establish a good alliance with most of their patients. The opposite is true too: some therapists are unable to form an appropriate working alliance with their patients.  These research results confirm that forming a working alliance is a skill or ability. Therefore, during the training of psychotherapists a great deal of emphasis must be put on teaching the skills of building a working alliance. 
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Summarize how can be the therapeutic alliance improved!
	We have summarised the techniques facilitating the therapeutic working alliance in the following figure:
Interventions enhancing the quality of the working alliance  (Safran et al, 2002)

You must investigate the extent to which you agree with the patient in the goals of the treatment and in the tasks leading to the accomplishment of these goals!

If necessary, you should reformulate and place the goals of therapy into a new framework!

You should be supportive and understand the patient’s resistance!

Explain the importance of techniques, methods and behaviours in therapy!

The therapist must discuss the here-and-now therapeutic relationship with the patient!

The therapist must both elicit and provide feedback about the therapeutic relationship!

Spend more time with the exploration of the patient’s experiences!

Be alert to minor signs which may indicate the anomalies of the working alliance!

Give an opportunity to the patient to express his/her negative emotions attached to the therapeutic relationship!

Recognise your own responsibility in the deterioration of the working alliance! 

Support the patient in identifying his/her fears impeding the expression of negative feelings induced by the therapeutic relationship! 

Give more positive feedback!

Work on the transference and your own counter transference!

Talk to the patient about the extent to which the therapeutic method and your style are matched to the patient!

Discuss the experiences you have had together!



Fig. 2. Therapeutic interventions enhancing the therapeutic working alliance 
III./3.3.2. Working Alliance Rupture and its Recovery
A rupture in the therapeutic working alliance is a common phenomenon occurring during therapy. Eliciting systematic feedback from the patient facilitates the early perception of the working alliance rupture. Recovering the working alliance rupture prevents the patient leaving the therapy prematurely. A working alliance rupture is defined as anomalies in some of the components of the working alliance. 
The following are forms of rupture in the working alliance.: 
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Summarise the most common causes of working alliance ruptures!
	· Disagreeing about  the goals of therapy:

For instance, the patient commences therapy in order to eliminate his/her panic attacks, while the view of the therapist is that the patient should gain insight into the problems lying in the background of his/her symptoms instead of pursuing merely the reduction of symptoms. 
· Disagreeing about the therapeutic tasks.

· For instance, the patient would like to delve deeper into his/her past in order to comprehend more soundly the correlations in his/her life story. However, the therapist concentrates on the present and gives behavioural tasks for solving the patient’s actual problems.

· Rupture of the bond between the therapist and patient.

· The patient perception is that the therapist treats him/her as a child or is cold and distant or does not understand him/her. 
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Watch the video and identify the causes of the working alliance rupture! 
	These three forms of working alliance rupture mostly influence each other. Clients whose therapist is not prepared to discuss the goals and tasks of the therapy may feel that their therapist misunderstands them or does not have any regard to them, so the therapeutic bond gets interrupted. Or vice versa, patients who do not trust their therapist often do not agree with their therapist on the therapeutic goals and their tasks in therapy.

 (Video nr 2:[image: image12.png]


).
The alliance can be re-established after exploring the causes of the rupture of therapeutic alliance.

The most typical interventions re-establishing the alliance rupture are the following:
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Summarise how can the therapeutic alliance be repaired!
	· Repeating the principles of the therapy
For instance, if the alliance rupture has been caused by the feedback on the therapeutic relationship then it would help re-establishing the alliance if the therapist discusses with the patient that one of the important goals of the therapy is to identify and modify the recurring patterns in relationships. 

· Altering the goals and tasks if there is no consensus about them
For instance, the patient is disturbed by the fact that the therapist is concerned with exploring his/her emotions instead of giving him/her more direct advice for solving his/her problems. As a response, the therapist switches to a more collaborative technique.

· Clearing up misunderstandings
For example, the therapist perceives that the client has become withdrawn, so therefore asks the patient to share his/her actual feelings with him/her. The patient reports that he/she has felt that the therapist criticised him/her. The therapist - instead of positioning himself/herself into a defensive standpoint – considers the client’s experience valid, expresses his/her compassion and endeavours to comprehend the reasons why the patient may have taken the therapist’s sentences as a criticism. 

· Exploring the relational causes/anomalies lying in the background of the alliance rupture 
For instance, the patient may find the therapist’s interest in his/her feelings intrusive and disturbing since the therapist reminds him/her of his/her own father who after he had weeded out the patient feelings disclosed them to others in a humiliating manner.  
For example, the client does not do the homework in cognitive therapy because he/she finds it difficult to be controlled or dominated. 

· Connecting the alliance rupture with the client’s recurring relational patterns
For instance, the therapist connects the client’s struggle for control within therapy with similar phenomenon often recurring in the patient’s relationships outside therapy. Thus, significant progress can be made in therapy by identifying the problem causing the alliance rupture, and they will be able to start working on the problem of struggling for control.  

· Providing a new relational experience
For example, in some therapeutic situations, after careful consideration the therapist may decide to give the patient a new relational experience without disclosing the underlying meaning of that particular interaction at that particular moment.  These kinds of interactions are important mainly with such clients who are not at the level in which a discussion about their working could take place. 
·     For instance, the therapist decides to fulfil the client’s request for direct advice because he/she judges the situation appropriate for providing a corrective experience to the client who had experienced from his/her neglecting and later abandoning mother that his/her requests had no effect and his/her mother always rejected him/her. The trust in relationships develops in the patient as a consequence of similar new relational experiences.
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Watch the video and identify the methods of repairing the therapeutic alliance!

	(Video nr 3:[image: image15.png]


)
III./3.3.3. Empathy
Generally the collaborative work in psychotherapy and medical practice is based on the understanding of the other individual. This comprehending process has several elements. We will understand empathy better if we discuss its individual components. 
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List the components of empathy!
	There are five separate components of the empathic skill:
· The ability of getting something into perspective is the cognitive aspect of empathy; it is the ability of being able to see things from the other individual’s perspective.

· Empathic ability is an imaginative skill for identifying with the patient and experiencing his/her feelings. 
· The ability of empathic concern is the susceptibility for compassion, concern and condolence when the other person is going through a negative experience.
· The ability of empathic suffering is the susceptibility for experiencing personal distress and discomfort when perceiving the other person’s negative experience.
· Emotional contagion is a phenomenon when the emotions of another person are transmitted to us and our feelings are identical. For instance, as a result of the pain of the other person we twich or feel disgust as a consequence of his/her disgust.

The empathic suffering is when we feel the suffering induced by the other person’s anguish.  This must be distinguished from the emotional contagion when the other person’s suffering is transmitted to us. The empathic suffering may often  impede the empathic concern during the medical and psychotherapeutic interventions. The other person’s anguish may act as an aversive stimulus towards the doctor. The therapist tries to defend himself/herself by avoiding the suffering individual or changes the subject when the patient is attempting to talk about the topic which causes suffering for him/her. Thus, the client himself/herself or the avoidance of the embarrassing topic gets in the way of the empathic concern. The experience of empathic concern is one of the most important influential factors of psychotherapeutic work.
An essential component of the doctor’s professional development is to become able to regulate his/her own empathic suffering induced by the other individual’s suffering. Skilled therapists and other helping professionals reported that during their professional development their empathic suffering has diminished and has been replaced with the empathic concern. The empathic concern differs from the empathic suffering in that respect that the other individual’s suffering does not induce suffering in the doctor. By contrast, the doctor will provide help and if he/she is successful then this is experienced as a positve emotion. This is the case especially if the doctor feels competent and is aware of the fact that it is an enormous help in itself if a suffering person has the opportunity to share his/her complaints with an attentive and actively listening professional. 

III./3.3.3.1. The role of the doctor’s empathic behaviour in the effectiveness of psychotherapy
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Summarise the advantages of the empathic behaviour!
	The empathy experienced by the patient is a medium level predictor of the effectiveness of therapy. 

Empathic behaviour can be expected from the therapist, irrespective of his/her therapeutic orientation, the type of treatment and  the gravity of the patient’s illness. The therapist must make an effort to understand his/her patient and to tell the patient what he/she has comprehended. The prime goal of an empathic therapist is to comprehend primarily the client’s experiences not only the client’s words. He/she should not only echo the patient’s words, should not only reflect on the meanings of the words but he/she should comprehend the patient’s goals and experiences changing from one moment to another. 
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Watch the video!
	On the one hand, an empathic intervention expresses precisely what the the patient has conveyed and deepens the meaning of the matters communicated by the patient on the other.  

Video nr 6:[image: image19.png]


).
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Watch the video! Observe the unexpressed feelings which are verbalised by the therapist and the way the patient reacts on verbalisations!
	Verbalisation is the act when empathic therapists facilitate patients to get their experiences symbolised in words, and follow their patients’ emotional responses. Patients’ experiences get deeper when they are able to observe their own feelings through verbalisation and through their therapist’s mirroring. During an empathic intervention the therapist pays attention not only to the issues in focus but also to the unuttered content or the ones which are on the periphery of the patient’s consciousness. (Video nr 4:[image: image21.png]


).
Empathy includes also the specific treatment of the patient’s particular problems. For instance, some fragile patients might feel the conventional expression of empathy too intrusive, while the empathy seems too directive to hostile patients, yet the empathic attention directed on feelings is too foreign for others. Therapists must know when is appropriate to react empathically in an explicit manner and when is not. When the client is disturbed by the therapist’s explicit empathy, the truly empathic therapist is able to apply his/her skill of changing perspectives and finds the appropriate therapeutic distance which does not hurt the patient’s boundaries. 
Therapists must accept the fact that they are unable to read other individual’s mind. It is not certain that their feeling of understanding the patient coincides with the patient’s feeling of being understood. They must offer the patient their interventions which they considered empathic ready for modification and correction.  Research results confirm that empathy is inseparable from other features of the relationship; therefore, therapists must express their empathy in a positive and accepting context. Empathy will not be effective if it is not based on the authentic care of the patient. 

III./3.3.4. Eliciting Feedback 
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Watch the video! Observe whether the new information appears during feedback or not. Eliciting feedback models a new connecting method in which the patient’s opinion matters! 
	Effectiveness studies of therapies revealed that the condition of 5-14 % of the patients deteriorates; however, therapists treating them do not notice that they are going down the wrong path. (Video nr 5:[image: image23.png]


).
Systems of feedback have been devised for therapists which both measure the changes of the patient’s conditions regularly and provide feedback about them to the therapist. If the patient’s condition deteriorates, they identify the potential causes and suggest problem solving strategies in order to eliminate the factors lying in the background of the deterioration of the patient’s condition.  We are going to present the feedback system developed by Michael J. Lambert et al. (2008) which has been researched the most. It provides a good example for demonstrating the aspects which a clinician must take into consideration during his/her work. 
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	One of the most important aiding instruments is the continuous monitoring of the patient’s symptoms, social functioning and performance achieved in his/her social roles. Since measuring these functions requires a great deal of time, therapists do not waste the time available for therapy on recurrent survey of the patient’s condition. In order to gain time, they use instead short questionnaires which are filled in by the patients before the therapeutic sessions and can be easily evaluated. The results of the questionnares reveal the changes of the patient’s condition from the commencement of therapy. If stagnation is persistent, or a continuous decline can be identified, then it has to be detected what may lie in the background of the negative therapeutic response.  We are going to present the five most prevalent causes of the negative therapeutic response as following:
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	· Most often the disturbance of the therapeutic working alliance presented in the previous chapter is in the background of the negative therapeutic response. If the patient does not agree with either the goals of the therapy or with his/her tasks or those of the therapist, or the therapeutic relationship is not appropriate then the therapist’s main responsibility is to repair the therapeutic alliance rupture. 

· The second common problem is that the patient’s motivation is not sufficient. Some patients ‘lacking motivation’ are still  in the phase preceding consideration (weighing the pros and cons of a therapy) and they are ambivalent about any modification or change. The patient’s real motives and internal impediments for change can be explored during a motivational interview. 
· The third most common problem is the lack of social support. The gravity of the course of mental problems is eased by close, loving relationships and by an appropriate social network. Psychotherapeutic interventions are more effective in the case of patients having an appropriate social network. Social support and the severity of mental disorders have a mutual impact on each other. The more severe a mental illness, the more difficult it is for the patient to acquire help and to participate in social interactions and relationships. If  inappropriate social support lies in the background of an obstructed therapy, then the focus of therapy must be shifted to the interventions targeting the improvement of social relationships. 

· The fourth common problem causing the halt of therapy is a life event causing severe distress. It can occur that the life events intensify stress and the patient’s condition deteriorates during therapy partly for this reason. When estimating the significance of life events the specific way the patient interprets a particular life event always has to be taken into consideration. In some occasions the reassessment of the event itself may relieve the stress induced by a life event; in other cases the development of adaptive coping strategies must be facilitated. 
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Summarise the five most common causes of the negative therapeutic response! 
	· The fifth cause of the therapeutic obstruction is an inappropriate diagnosis and psychotherapeutic case conceptualisation or the administration of an inappropriate treatment.  In this case the patient’s problem must be reconsidered and a new suitable therapeutic method must be found. This can be a different psychotherapeutic technique or in some cases pharmaceutical treatment must be taken into consideration, too.
Collectingfeedback from the patient, monitoring regularly their stagnating or deteriorating condition, identifying problems on time, exploring the causes of the obstructed therapy and managing the problems are the evidence-based effective components of the psychotherapeutic relationship. The regular requests for feedback, the discernment of problems obstructing therapy and their effective management must become part of the psychotherapeutic work. 
1. Does the patient have problems with the therapeutic alliance?

Yes.

Apply the techniques improving the therapeutic alliance!

No. 

2.Is there a motivational problem:

Yes.  
Give  a motivational interview and work with the techniques appropriate to the patient’s motivational level! 

No.

3.Is the level of social support low?

Yes.  
Focus on the interventions targeting to improve the patient’s social support!

No.

4.Has an important stressful life event occurred?

Yes. 
Improve the skills coping with the life event!

No.

6. Reassess the patient’s diagnosis and the case conceptualisation. Is there an effective therapeutic intervention that you have not tried yet?

Yes. 
Find the appropriate therapeutic method and change the therapeutic plan!

No.


Is administering medication an appropriate treating plan?

Yes.
Psychiatric consultation and administering medication 

Fig 3. Exploration and management of the causes of therapeutic obstruction
III./3.3.5. Collaboration
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	Patients without psychotherapeutic experience position themselves in the role designated in the traditional doctor-patient relationship model and they list their symptoms in a relatively passive and submissive manner, then wait for the treatment. They are socialised in a way that compliance is restricted to following the doctor’s instructions.
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	Psychotherapy requires an active participation from the beginning to end of therapy. The therapist cannot perform therapy alone. The patient brings his complaints and they formulate both the goals and tasks together in order to reach the set goals. Although the therapist often reformulates the patient’s problems and provides technical proposals to the implementation of the therapeutic tasks these are always based on the feedback given by the patient. The patient actively participates in the therapeutic process by providing information to the therapist, gains insights into his/her own matters, self-reflects, explores and elaborates important topics in himself/herself, makes active use of the therapist’s interventions, does homework. Patients do not always recognise the significance of their own contribution and the importance of their collaborative role. In fact patients incline to overestimate the importance of the therapist’s activity and mitigate their own personal contribution to therapy. The central problem of many patients is that they have lost their faith in their own effectiveness, thus they do not acknowledge for themselves the magnitude of their contribution to the success of therapy. 
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Summarise the interventions facilitating cooperation!
	Collaboration can be facilitated with the following methods:
· We should start working on the patient’s problems only after we have agreed about the therapeutic goals and  the methods of reaching these goals together.
· We must not force through our ideas. We should listen to the patient and plan the interventions with their consent and agreement. 
· We must continuously encourage our patient to provide feedback and we should regularly report to them their progress.
· We must emphasize the importance of their cooperative contribution to therapy.
· We must often check that we really understand each other and we are struggling together for reaching common goals. 

· Considering the patient’s feedback we should modify the method of treatment and the relational attitude if that is acceptable by the professional and ethical protocol. 
III./3.3.6. Positive Regard, Acceptance
The therapist’s ability to approach the patient with positive regard influences the success of therapy. Based on the meta-analysis of the results of therapeutic effectiveness studies, the effect size of positive regard is moderate, that is, its effect is significant but it is not sufficient in itself for successful therapy. 
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	The therapist’s positive regard is an important component for the launch of therapy and represents the relational grounds for interventions bringing about change. In some cases it is sufficient in itself to induce positive changes. None of the research in the subject was able to prove that  positive regard impeded the success of therapy.  Positive regard enhances the patient’s agency feeling, self-esteem and consolidates his/her faith in being able to participate in a relationship effectively. From the perspective of the psychology of learning, the manifestations of  positive regard act as positive reinforcements of the therapeutic interventions; i.e. they gratify the patient’s endeavours, for example, self-exploration of embarrassing topics. According to the humanistic approach, the therapist’s positive regard facilitates the patient to evolve his/her abilities in his/her own natural pace of development. The respect towards the patient is considered important in every psychotherapeutic modality.  Positive regard is especially essential when a therapist belonging to a majority group works together with a patient belonging to a minority group. The positve regard optimally manifests itself in the therapist’s caring, respectful, positive behaviour which reinforces the patient’s feeling of being valuable. In the case of many patients the belief of being cared for (i.e. his/her doctor really cares for him/her) is a critical factor for progress in therapy. Although it is the therapist’s duty to approach the patient with positive regard, some patient attributes may ease or impede him/her in performing this task. It is much easier to turn to patients with positive regard who are warm, empathic, self-exploring, than to ones who are demanding, resistant or angry. According to the reports given by the therapist’s working with patients exhibiting narcissistic, antisocial and some borderline characteristics, it is much more difficult to maintain their positive regard towards the patient when such characteristics become dominant in some of the sessions. A doctor becomes increasingly more able during his/her professional development to turn to patients with all kinds of personality with positive regard. 
III./3.3.7. Congruence, Authenticity
In most psychotherapeutic modalities some form of congruence is expected from therapists. Carl Rogers defined it as one of the therapist’s variables. 
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Summarise the characteristics of congruence!
	Rogers differentiated two aspects of congruence:
· The first one is when the therapist is able to be deeply and freely be himself/herself and is able to make himself/herself aware of how he/she is experiencing the relationship; in other words he is genuine and authentic.  

· The second is the psychotherapists’ skill of communicating his/her experiences with the patient. However, he/she must proceed with caution and wisdom and must avoid indiscriminative self-disclosure and imparting/sharing his/her feelings without discrimination. Neither empathy nor respect can be exercised without congruence. 

A similar phenomenon has been described in the psychoanalytic literature by the real relationship. The real relationship is characterised by authenticity and the undistorted perception of the other. (Gelso, Carter, 1994, p. 297). The psychotherapeutic work must be primarily about the patient. So, the congruence and authenticity must not be mistaken with the improper conduct when the doctor intrudes into the therapeutic relationship and burdens the patient with his feelings, opinions, and pieces of advice and his life story. Patients monitor their doctor’s feelings, thoughts and style continuously. In most cases a very accurate picture is drawn in them about their therapist. They precisely perceive the extent to which the doctor’s manifestations are congruent. The doctor’s incongruent interventions are not effective since patients consider them unauthentic. 

III./3.3.8. Managing Countertransference
Freud was the first who observed and described the phenomenon of countertransference. Countertransference is the psychotherapist’s reaction induced by the patient’s verbal or non-verbal behaviour by activating a problem deeply affecting the psychotherapist’s personality, consequently, this problem influences his/her therapeutic behaviour. Lately a great deal of emphasis has been put on the phenomenon of counter-transference in almost all of psychotherapeutic schools. The skill of recognising and managing their own counter-transference has been integrated as an important requirement into the training of psycho-therapists or that of any other professionals providing help. In part, the recognition of the counter-transference phenomenon influencing therapy led to the decision that the development of the therapist’s self-understanding  has become a mandatory part of all psychotherapist training courses. 
Countertransference means the therapist’s holistic reaction given on the patient, i.e. the sum of his /her conscious or unconscious, emotional and cognitive, intra-psychic and behavioural reactions. Similarly, the patient’s behaviour provides a glance into his/her own recurring interpersonal patterns, associative thoughts, emotions and motives (see transference), while the therapist’s reactions exhibit those schemas which the patient activates – consciously or unconsciously – in others. These can be emotions which the patient only admits with great difficulty; furthermore, the patient may get the therapist involved into such transactions which reflect his/her enduring expectations of human relationships. Based on the concept of cyclic psychodynamics the patient’s fears, desires, expectancies and behaviour often act as a self fulfilling prophecy. For instance, depressed people are apt to provoke criticism from people important in their lives which harmonises with their own self-criticism.

Some studies define countertransference as a reaction based on the therapist’s unresolved problems and  involves evading forms of behaviour(e.g. being aloof, being silent, ignoring, labelling, shifting topics) (Bethan et al, 2005).

We are going to present four definitions of the countertransference phenomenon (Gelso and Hayes, 2007).
· The classical approach (Freud, 1910): countertransference is a reaction driven by the reactivation of the therapist’s unconscious conflict which has been activated by the patient’s behaviour. The therapist’s unresolved conflicts from childhood are activated by the patient and influence the therapist’s behaviour during the session. According to the classical approach, countertransference is a noxious phenomenon. 

· Totalistic approach (Little, 1951): the therapist’s total sum of reactions is considered countertransference. Each reaction of the therapist is important, and must be understood since it reveals the therapist’s inner world. According to this approach countertransference may be a useful means for the therapist to understand himself/herself and as a consequence it may facilitate the understating of the patient as well.

· Concordant-complementary approach (Racker, 1957): the therapist’s countertransferent reaction is a complement to the patient’s mode of relating to others.
· In the case of concordant countertransference the therapist identifies with the patient. For instance, he/she is angry with the patient’s relative who had treated the patient badly. 
·  In the case complementary countertransference the therapist identifies with the individuals present in the patient’s life. For instance, the therapist empathises with one of the patient’s relatives and feels angry with the patient because of his/her behaviour.The relational pattern of humiliating-humiliated gets activated in narcissistic patients which may induce similar relational patterns in the therapist. i.e. he/she enters either into the role of a humiliater (complementary countertransference) or into the humiliated one (concordant countertransference), or enters into a skirmish with the patient in which they alternate these roles during their debate without being aware of this pattern and pondering about alternative ways of relating to each other. A well-functionning therapist does not participate in such a “tit for tat” struggle, although this is the typical one, and is the reaction expected by the patient which he/she in fact regularly induces in others. Ideally, the therapist resists the urge of “humiliating“ activated by the patient and continues to comprehend what had had induced this urge in him/her. After he had appeased him/herself he/she is able to help the patient recognise in him/herself this relational pattern. 
· Relational approach (Mitchel, 1993): does not only consider countertrasference as a phenomenon induced merely by the patient in the therapist but as a mutual construction creatated by the interface between the therapist’s and patient’s needs, unresolved conflicts and behaviour.
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Watch the video! Notice what kind of countertransference reactions are exhibited by the doctor!


	Becoming aquainted with the countertransference phenomenon is important because during medical practice and psychotherapy some of the interventions may be misapplied due to the doctor’s vulnerability, deficient self-understanding or ability for self-regulation.   (Video nr 7:[image: image33.png]


).
The most common types of countertransference reactions are
Overwhelmed countertransference  it indicates  susceptibility to avoiding and fleeing from strong negative emotions such as terror, repulse, and anguish. This indicates a countertransference emerging when working with patients exhibiting dramatic personality traits (e.g. narcissistic and borderline). 
The therapist’s characteristic emotions and behaviour:
· His/her strong emotions are overwhelming. 
· He/she frightens me.
· He/she inundates me with his/her needs. 

· I think I was dragged into things more often with him/her which I realised only after the session.

· I talk about him/her with my colleagues or with my supervisor more often than about other patients.
Helpless/inadequate countertransference: the patient’s behaviour activates in the therapist the feeling of incompetence, hopelessness, anxiety.

· I often get confused during our sessions. 

· I feel frustrated during our sessions. 
· I feel anxious when I work with him/her. 
· I feel I cannot provide him/her with help, or I am afraid of not being able to help him/her.

· I feel I am not suitable or competent as a therapist for him/her. 

· I find working with him/her is without prospect.
· I think he/she would get further with another therapist in another type of therapy. 

· I feel that my hands are tied. I have got into an impossible situation. 

· I feel that I am able to help him/her less than my other patients. 
Positive countertransference is characterised by positive working alliance and close relationship with the patient. 

· I am optimistic about his/her results gained during therapy. 

· It is exciting working with him/her. 
· If he/she had not been my patient I could imagine becoming friends. 

· I am looking forward to our therapeutic sessions. 
· I do have a good opinion about myself as a therapist/doctor because of  his/her influence
· I feel satisfaction during our sessions.

· He/she is one of my favourite patients. 
· I love him/her very much. 
Countertranseference with excessive overinvolvement  it relates to the therapist’s feeling that that particular patient is more special than others. It refers to the signs of subtle nuances of emotions such as guilt, responsibility, and of the problem of excessive involvement and keeping boundaries (see self-disclosure, ending sessions). It often occurs in the therapy of borderline patients.
· Our sessions are often longer than the ones with my other patients. 

· I do things for him/her that I would not do for other patients.

· I show my feelings to him/her more than to my other patients.

· I disclose my personal life to him/her more than to my other patients. 

· I talk about him/her more often to my wife/husband or other important individuals than about my other patients. 
Sexualised countertransference refers to the presence of the therapist’s sexual feelings or sexual tension attached to the patient. It is more characteristic when there are problems. or even crisis in the therapist’s personal relationship and in the cases of patients with personality disorders. It is prohibited for psychotherapists to behave seductively or to initiate a relationship or sexual relationship with their patients. This is a rule valid during the period of terminating therapy as well. 
· I find him/her sexually attractive. 
· I feel uncomfortable and feel anxious because of his/her sexual feelings oriented towards me.

· I am going to tell him/her that I love him/her.

· I sense sexual tension in the room. 
· I flirt with him/her from time to time. 
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Identify the the doctor’s countertransferent reaction in the previous video. 
	Disengaged countertransference the therapist does not concentrate, does not get involved, is annoyed or is bored during the sessions. It is characteristic most often in the cases of narcissistic personality disorders. 
· I feel I cannot get involved entirely during our sessions. 

· I am bored during our sessions. 
· My attention often drifts away from the matters he/she is talking about. 
· I look at my watch more often than when I am with other patients. 

Parental/protective countertransference – the therapist has an incentive to protect and ‘nurture’ his/her patient like a parent in a proportion exceeding the limits of normal positive emotions directed towards the patient. Patients with personality disorders are the ones enlisted into the cluster of anxiety disorders induce this form of countertransference more often than others. 
· There a number of people in the patient’s life whom I am angry with. 

· I wish I could give him/her what he/she has never got from others.

· I feel I want to defend him/her. 
· I nurture warm, almost parental emotions towards him/her. 

· I am sad during our sessions. 

· I feel I have to take care of him/her. 
Criticised/mistreated countertransference: the therapist has a feeling that the patient treats him with contempt, devalues and rejects him/her. This induces a feeling of helplessness in him/her which triggers reactions of fury and rejection. It is characteristic of working with patients with eccentric or paranoid and narcissistic personality traits. 

· Sometimes I do not like him/her. 
· I wish I had refused to be his/her therapist. 
· I feel devalued and rejected. 
· I am often nervous during our sessions. 
· I feel he/she criticises me. 

· I am afraid of our therapeutic sessions. 
· I am angry with him/her. 

· He/she stirs strong emotions in me. 
· I feel he/she uses or manipulates me. 
· I feel as if I were ’dancing on a razor’s edge’: I am afraid of saying something bad and then he/she may explode, fall apart or walk out. 
· I will tell him/her that I am angry with him/her. 
· I feel that I am cruel and evil to him/her. 
· I feel that he/she treats me badly and mistreats me. 

· I feel the incentive to set strong boundaries against him/her. 

· I feel that he/she does not respect and appreciate me. (Bethan et al., 2005).
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Summarise what kind of skills are necessary for the management of countertransference!


	It is worth developing the following skills of mananging countertransferent reactions:

· The doctor’s awareness of his/her own inner processes: This refers to the extent to which the doctor is aware of and comprehends his/her own emotions, attitudes, intentions, motivation and personality. 

· The level of integration refers to the level of integration of doctor’s personality structure; namely, to what extent  the doctor is able to make himself/herself aware of his/her own good and bad attributes, his/her own ambivalent intentions, emotions, passions, and tempers simultaneously. 

The level of stress and tension tolerance and skills in managing stress, anxiety and tension.
· The therapist’s ability to bear and control the tension and angst  in him/her irrespective of his/her therapeutic decisions. 
· Empathy: the therapist’s ability to imagine himself/herself in the patient’s shoes and that of concentrating on the patient’s needs even if he/she is worn down by his/her countertransferent reactions activated by the patient. 
· Concentration capacity: the therapist’s ability to express what is happening within the framework of the psychotherapeutic theory applied by him/her on the one hand, and that of understanding his/her own and the patient’s role in the therapeutic relationship on the other, finally implementing interventions in harmony with his/her therapeutic orientation (Hayes, Gelso and Hummel, 2011).

According to the meta-analysis of the effectiveness studies of psychotherapy it is noxious to turn the countertransferent reaction into action. By contrast, if countertransferent reactions are kept under control that enhances the effectiveness of psychotherapies. One can develop a great deal by recognising and managing countertransferent reactions. Personal therapy in training and supervisory sessions all serve this purpose. One of the goals of psychotherapeutic supervision is for the therapists to think over what has happened during the therapeutic session, what kind emotions he has experienced and what kind of interventions he has administered. The supervisor may draw attention to phenomena that the therapist had not even noticed. 
III./3.3.9. Relational Factors Impeding the Effectiveness of Therapy

Psychotherapeutic effectiveness studies have managed to identify such relational factors which impede the effectiveness of therapies to a varied degree. We are going to briefly outline below the attributes of the evidence-based noxious interventions.
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List the relational factors impeding the effectiveness of therapy!


	· Confrontation: controlled studies conducted especially in the area of treating addictions have found the confrontational style ineffective. By contrast, the techniques of the motivating interview proved to be effective. 
· Negative processes: Both patient reports and research results unanimously warn therapists to avoid the hostile, devaluing, critical, dismissive or accusing remarks. If therapists intend to act against the patient’s dysfunctional thoughts or relational patterns they must clearly distinguish between the person and the questionable behaviour. They should only react negatively against the questionable behaviour.  The negative evaluation of the entire person must always be avoided.

· Presuppositions: If therapists rely primarily on their own presuppositions concerning the patient’s level of satisfaction with the therapeutic relationship and the success of the therapy then they are more often mistaken. By contrast, therapists who make efforts to elicit the patient’s opinion enhance the working alliance. In addition, when therapists consider their own presuppositions as a mere working hypothesis which may be altered by the patient they stand a higher chance of preventing the premature termination of therapy. 

· Focus on the therapist’s views: In research monitoring the outcome and procedure of therapy it has often been found that the best predictor of effectiveness is eliciting information concerning the therapeutic relationship from the patient. Effectiveness is not predicted by the psychotherapeutic work which is primarily based on the therapist’s observations. Consequently, the patient’s experience must be the first  priority.  
· Rigidity: It reduces empathy and the precise perception of the patient’s individual way of experiencing therapy if the therapist is rigid and the treatment is highly structured. It is an attribute of the rigid therapists that they do not notice the anomalies of the therapeutic relationship and mistakenly attribute the disturbance ocurring in the relationship entirely to the patient. The therapeutic effectiveness is weakened when the therapist dogmatically clings to a relational style characteristic of a particular therapeutic modality in spite of the fact that it does not suit the patient.  
· Procrustean bed: Being aware of the current sophisticated and prolific psychotherapeutic methodology, it is inadequate and in some particular cases even unethical to use the same relational style and therapeutic modality with every single patient. The application and effectiveness of the psychotherapeutic treatment can be enhanced by adjusting the interventions to the patient’s individual expectations and needs. Procrustes, who adjusted each of his visitor to the size of his bed must be avoided: that is, he cut off the leg of the taller ones and streched the ones who were shorter to fit them to length of the bed. The therapeutic relationship should be optimised by applying what works and avoiding what does not. 
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