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What treatment, by whom, is most effective for this individual 
with that specific problem, under which set of circumstances, 
and how does it come about?

   (Paul, 1969, p. 111)

Researchers have yet to address every interaction suggested in Paul’s question of 
what treatment works for whom, but transtheoretical approaches examine some of 
the permutations: Beutler, Consoli, and Lane (2005) focus on client characteristics, 
while Prochaska and DiClemente (2005) focus on a client’s readiness for therapy. 
Both approaches agree integration should be at the level of intervention principles 
rather than techniques: e.g., Prochaska and DiClemente suggest “that integration 
across a diversity of therapy systems most likely would occur at an intermediate 
level of analysis, between theory and techniques” (p. 148).

Intermediate levels of abstraction avoid incompatible theoretical assumptions 
and may be used with many people in many situations. The transtheoretical ap-
proach integrates research-supported common and specific factors to provide an 
empirically based framework tailored to fit individual client needs. This chapter 
discusses dialectical tensions in common factors and transtheoretical approaches to 
treatment planning, illustrates transtheoretical treatment planning, and concludes 
with a discussion of transtheoretical implications for integrative therapy.

The Dialectics of Transtheoretical Treatment Planning

James Prochaska’s Transtheoretical Model (TTM) and Larry Beutler’s System-
atic Treatment Selection (STS) are empirically based practices developed from lit-
erature reviews and research examining their respective hypotheses. Rosen’s (2000) 
meta-analysis found effect sizes ranging from d  =  0.70–0.80 across 47 studies based 
on TTM principles suggesting it is at least as effective as other approaches. TTM 
focuses more on dynamic processes that affect a client’s readiness for change, while 
STS focuses more on pre-existing client characteristics.
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The Transtheoretical Model (TTM)

TTM identifies four transtheoretical dimensions of change (Prochaska & DiCle-
mente, 1984, 2005; Prochaska & Norcross, 2002, 2007):

1. Processes of Change: These are the overt and covert activities that various 
therapy systems use to initiate change, such as consciousness-raising, catharsis, 
counterconditioning, contingency management, and reevaluation of the self or 
the environment.

2. Stages of Change: Clients make attitudinal, intentional, motivational, and behav-
ioral changes as they move through the precontemplative, contemplative, prepa-
ration, action, and maintenance stages of readiness for change.

3. Pros and Cons of Changing: The relative pros and cons of changing undergo a 
shift as clients move through the stages. Cons outweigh pros in the precontem-
plative stage, become equivalent by the contemplative stage, and lose relevance 
by the action stage. Pros gain strength and motivation increases as clients move 
through the stages.

4. Levels of Change: More intensive intervention is required depending on whether 
problems are conscious or unconscious. Some problems are symptomatic 
responses to a difficult situation, but more complex problems may have nested 
levels: e.g., symptoms may be supported by maladaptive cognitions, which cre-
ate interpersonal conflicts that repeat childhood family conflicts, which were 
internalized in the form of intrapersonal conflicts.

Processes and Stages of Change

Most therapy systems emphasize only two or three of the ten intervention pro-
cesses identified by TTM research; e.g., although most systems use consciousness 
raising (interpretation, confrontation, or feedback), it is the principal psychoana-
lytic intervention. Dramatic relief and catharsis are also important in psychoanaly-
sis, but are central for experiential therapies. Counterconditioning and contingency 
management are behavior therapy’s principal interventions. TTM suggests using 
the full range of change processes as needed for different stages of change rather 
than just two or three processes.

Stages of change that indicate when different intervention principles may be use-
ful have strong empirical support and has had a significant impact on the field. The 
following describes TTM’s recommended change processes for the different stages 
of readiness for change  (DiClemente, 2003; Prochaska & DiClemente, 1984):

1. Precontemplation: The client lacks awareness or has no plans to change. Therapy 
focuses on the relationship, providing dramatic relief from symptoms, and on 
consciousness-raising: (a) educating client about therapy, (b) addressing anxiety 
or shame about seeing a therapist, and (c) gently exploring reasons for treatment. 
Motivational interviewing (Miller & Rollnick, 2002; see Chap. 9) helps treat-
ment-resistant, court-referred, or substance abuse clients move to the contempla-
tion stage by focusing on the long-term consequences of their behavior.
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2. Contemplation: Clients realize problems exist, are considering change, but have 
not yet made a commitment. Reevaluating self, others, and the environment 
helps clients discover patterns in antecedents, consequences, and recurrences of 
problems. They gain hope that change is possible as they understand how prob-
lems develop and are maintained. Psychodynamic or interpersonal therapy may 
be needed for complex, long-term thematic problems.

3. Preparation: Clients realize they can change by learning skills such as counter-
conditioning, contingency management, and relaxation in this transitional stage. 
This self-liberation process helps clients determine goals for the action stage.

4. Action: Clients commit to behavioral, perceptual, or environmental changes and 
make at least one change. Increased self-efficacy lets them implement action-ori-
ented processes such as contingency management, stimulus control, countercon-
ditioning, or experiential exercises. They recognize patterns that signal possible 
relapse and develop prevention strategies.

5. Maintenance: Clients consolidate gains and work to prevent relapse. They 
understand relapse occurs only if they perceive lapses as failure and give up. By 
definition, relapse occurs only if clients exit the change process after a lapse. 
Booster sessions help prevent lapses from becoming relapses. Clients learn that 
progress is an ascending spiral as they lapse and recycle through the stages. 
Clients typically lapse to earlier stages and then move forward once again in a 
“helical” fashion through the stages until the next lapse occurs. New learning 
opportunities occur each cycle until they finally maintain their gains. Long-term 
chronic conditions, such as substance abuse, may cycle several times until the 
maintenance stage becomes progressively longer and lapses no longer occur.

Pros and Cons of Changing

This dimension reflects a dialectic as clients weigh the pain caused by their prob-
lems against fears of the unknown and the social stigmas of not solving one’s own 
problems or being labeled “mentally ill.” Hall and Rossi (2003) evaluated pro-to-
con ratios and found that cons outweigh pros by 0.7 standard deviations during 
precontemplation. Not surprisingly, 40–50% of precontemplative clients terminate 
prematurely, but consciousness raising helps reduce that percentage. Pros and cons 
are equivalent by the contemplation stage, but pros outweigh cons by 0.7 standard 
deviations by the action stage. Clients are more likely to complete therapy if change 
processes are appropriate to their current stage of change (Prochaska et al., 2001).

Levels of Change

This describes problem depth or complexity, ranging from symptoms or prob-
lematic situations to internalized conflicts that are recurring themes throughout the 
client’s life.

The Dialectics of Transtheoretical Treatment Planning
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TTM identifies five increasingly complex levels, each with recommended thera-
peutic approaches:

TTM also suggests that precontemplative clients will benefit from consciousness-
raising approaches; e.g., motivational interviewing, Adlerian, Sullivanian, or psy-
choanalytic therapy are, respectively, helpful for situational, maladaptive cognition, 
interpersonal conflict, or intrapersonal conflict. Strategic family therapy reframes 
family conflicts and does not require precontemplative clients to have insight into 
their problems. Adlerian, Bowenian, or existential therapies respectively help con-
templative clients explore faulty beliefs, family conflicts, or intrapersonal conflicts. 
For clients at the action stage, TTM recommends behavior and exposure therapy for 
symptoms, cognitive therapy for maladaptive cognitions, interpersonal therapy for 
interpersonal conflicts, structural therapy for family conflicts, and Gestalt therapy 
for intrapersonal conflicts (Prochaska & Norcross, 2007).

Treatment Planning

Intervention processes shift in TTM treatment planning as the appropriate level 
of change is discovered and as clients move from one stage to the next.

Three strategies exist for choosing interventions as a function of level of change:

1. Shifting Levels: Initial interventions focus on symptom or situational change. If 
this does not work, therapists progressively shift to deeper levels until the client 
responds.

2. Key Levels: Interventions are targeted for a clearly indicated level; e.g., family 
therapy is needed for parents in conflict over discipline for an out-of-control 
child.

3. Maximum Impact: With the most complex cases, interventions target multiple 
levels; e.g., long-standing interpersonal conflicts that reflect family of origin 
problems and affect most areas of life have probably been internalized as intra-
personal conflicts. Symptoms and situations may be targeted for immediate 
relief and then used to raise awareness about patterns of maladaptive thoughts, 
interpersonal conflicts, or family of origin influences.

Therapists shift their approach to address the increased resistance to change 
that those results when clients discover they need to process problems at deeper 
levels.

1. Symptom /Situational Problems .... Behavior Therapy; Exposure Therapy
2. Maladaptive Cognitions ................... Adlerian Therapy; Cognitive-Behavioral  

       Therapy
3. Current Interpersonal Conflicts .... Sullivanian Therapy; Interpersonal Therapy
4. Family/Systems Conflicts ............ Strategic, Bowenian, and Structural Family 

       Therapy
5. Intrapersonal Conflicts .....................Psychoanalytic, Existential, and Gestalt Therapy

2 Transtheoretical Approaches: Treatment Planning and the Initial Interview
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Systematic Treatment Selection

Systematic Treatment Selection (STS; Beutler, 1983; 2000; Beutler & Clarkin, 
1990; Beutler et al., 2005) is based on literature searches and research about client 
characteristics that interact with different treatment approaches. STS’s Functional 
Impairment and TTM’s Levels of Change dimensions overlap, while STS’s dimen-
sions of Coping Style, Resistance Level, and Distress are distinctly different from 
the other TTM dimensions.

Functional Impairment

Functional Impairment combines two previously separate, but related STS fac-
tors, Chronicity and Problem Complexity, into a single dimension (Beutler et al., 
2005). Complexity is similar to TTM’s Levels dimension. It ranges from short-
term symptomatic responses to difficult situations to long-term thematic or trait-like 
problems. Thematic problems often cause family and friends to withdraw when 
their efforts fail to alleviate a recurring problem, resulting in low levels of social 
support for the client. As problems become chronic, they interfere with many areas 
of life and may involve comorbid, personality disorder diagnoses.

Functional impairment determines treatment frequency, duration, and intensity: 
e.g., out-patient vs. in-patient settings, psychosocial vs. medico-somatic interven-
tion, individual vs. group or family formats. STS prescribes short-term cognitive-
behavioral therapies for acute symptomatic problems and long-term psychodynamic, 
interpersonal, or experiential therapies to uncover and resolve the core interpersonal 
or intrapsychic conflicts of chronic thematic problems (Beutler & Clarkin, 1990).

Global Assessment of Functioning (GAF) scores (American Psychiatric Asso-
ciation, 2000) are one way to evaluate functional impairment. Clients with GAF 
scores of 0–20 are a danger to self or others or are unable to care themselves and 
require hospitalization. Clients with GAF scores of 21–40 need supervised group 
home settings. They have significantly impaired reality testing or social function-
ing and may require pharmacological intervention especially at the lower levels. 
Behavioral or emotional stabilization, reality testing, social skills training, and af-
ter-care to ensure social support and medication compliance are typically needed 
(Hogarty et al., 1991).

GAF scores of 41–60 reflect moderate to severe symptoms or impairment 
in social, occupational, or school functioning; e.g., no friends, unable to keep a 
job, but basic self-care is intact. Clients are closely monitored to see if intensive 
intervention or medication is needed to reduce symptomatic distress. Therapy 
may include ecosystemic or family interventions as well as social skills training. 
Long-term interventions are often needed for associated thematic problems. GAF 
scores of 61–80 suggest mild, transient symptoms. Treatment length hinges on 
the degree to which symptoms are transient and situational (71–80 range) or more 
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thematic and interpersonal (61–70 range). Clients with child or marital issues 
in the 61–80 range benefit from family therapy. GAF scores above 80 are in the 
normal range, but clients may need brief counseling to cope with a particularly 
difficult situation.

Coping Style

This dimension includes internalizing, repressing, externalizing, and cyclic styles 
of coping with problems (Beutler, 2000; Beutler & Clarkin, 1990; Beutler et al., 
2005). Internalizers attribute negative feelings and impulses to factors within their 
control, while idealizing others. The result is timidity, self-blame, and constricted 
emotional experiencing. Experiential therapy can help emotional constriction, anxi-
ety, guilt, or shame, while insight-oriented, dynamic therapies are compatible with 
the internalizer’s tendency toward introversion.

Repressors tend to be introverts who use selective inattention or denial to avoid 
threatening impulses or feelings (Beutler & Clarkin, 1990). Experiential therapies 
help direct attention toward cognitive and affective experiences, while psychody-
namic therapy is useful if repressors are aware of early childhood memories. If not, 
here-and-now experiential therapy may help them gain better awareness of internal-
ized childhood conflicts.

Externalizers rationalize impulsive, angry acting out by blaming others for their 
problems. Clients with paranoid tendencies project threatening impulses onto oth-
ers and then act as if actually threatened. Externalizers need to become emotionally 
aware how they contribute to their problems in order to become less impulsive. 
Because they are not introspective, externalizers respond best to structured, action-
oriented approaches such as cognitive-behavioral therapy.

Cyclic clients alternatively externalize threatening impulses or internalize guilt 
and withdraw if things go wrong. They either idealize or demonize self and others 
and are unable to see self or others as sometimes helpful and sometimes not. This 
coping style needs the structure of cognitive-behavior therapy or dialectical behav-
ior therapy (Linehan, 1993a; see Chap. 14).

Resistance

STS views resistance in terms of Brehm’s (1966) concept of reactance: to oppose 
a directive or restriction of freedom. Resistance is more familiar to clinicians and 
is the preferred term. Compliant clients respond well to directive therapies, but re-
sistant clients require either paradoxical or nondirective interventions. Paradoxical, 
“win-win” interventions advise against “premature change” or encourage resistant 
clients to act symptomatically. Clients either abandon their symptoms or learn they 
can control them consciously.

2 Transtheoretical Approaches: Treatment Planning and the Initial Interview
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If clients resist exploring thematic problems, therapists validate their need for 
autonomy and adopt a more nondirective stance. Once clients become aware of 
their resistance, therapists often can become more directive. In contrast, compliant 
or dependent clients usually respond well to directive cognitive-behavioral methods 
in learning how to be more assertive. Clients’ coping styles and resistance defend 
against internal and external pressures. Coping styles tend to be more thematic or 
trait-like, while resistance can show both state and trait properties; i.e., even com-
pliant individuals sometimes resent being pressured by others. Table 2.1 describes 
how coping styles vary as a function of the client’s resistance.

Motivational Distress

STS invokes Yerkes and Dodson’s Inverted-U Law (1908; see Fig. 2.1), which 
states that performance on a complex task increases up to an optimal point as arous-
al increases and then decreases with continuing arousal. Yerkes-Dodson’s law sug-
gests when to increase or decrease emotional arousal in therapy. Very high arousal 
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Table 2.1   Coping styles in high- and low-resistant clients
Coping style High resistance Low resistance
Internalization Compartmentalization—attends only 

to unavoidable threats; Affect 
Isolation—ignores the emotional 
impact; Rationalization—denies 
seriousness of threat; Intellectual-
ization—isolates emotions from 
insights. Explosive if unable to 
suppress emotions

Ruminates about personal failures; 
Constricted Affect—learns not to 
feel strongly; Undoing—makes 
amends for imagined/real wrong-
doings; Selective Inattention—
ignores uncomfortable impulses or 
situations

Repression Reaction Formation—counters threats 
by focusing on opposite impulse→
naïve, easily distracted or over-
whelmed coping; suicide a risk if 
unable to suppress emotions

Displacement—pays attention to less 
threatening thoughts→diffuse 
worries, as in generalized anxiety 
disorder

Externalization Extrapunitive—harsh, judgmental 
responses to perceived threats; 
Paranoid Projection—requires 
nondirective or paradoxical 
strategy. Somatic symptoms may 
develop if client learns to inhibit 
externalized impulses

Acts Out or Displaces perceived 
threats onto safe targets; Emotional 
Isolation—many friends, few 
intimates; paradoxic directives and 
Socratic methods avoid passive-
aggressive resistance

Cyclic Coping Sensitization—intense focus on per-
ceived threats elevates suicide risk 
as client cycles out of external-
izing; common with histrionic/
cyclothymic/borderline personality 
disorders

Impulsive Acting Out alternates 
cyclically with passive-aggressive-
ness, dysthymia, or somatization; 
Rationalization is common
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is destabilizing because it increases the probability that competing responses will 
interfere with complex task performance. Clients are overwhelmed and unable to 
maintain the focus needed to resolve emotionally arousing problems. 

Arousal-induction uses confrontation or experiential methods to increase the mo-
tivation of clients with low symptom distress. Experiential methods help clients be-
come more aware of their feelings and gain the information or motivation needed to 
act effectively. In contrast, arousal-reduction methods enable high-distress clients 
to concentrate on the therapy process (Beutler, 2000). Relaxation training, medita-
tion, or cognitive-behavioral methods alleviate strong negative emotions such as 
anger, anxiety, or grief that interfere with adaptive functioning.

Despite their differences, both behavioral and experiential techniques help cli-
ents confront negative emotions. Behavioral exposure therapy helps clients con-
front feelings and extinguish maladaptive emotional responses. Similarly, experi-
ential therapy helps clients learn they will not be overwhelmed if they “stay” with 
their negative feelings. This enables them to discover the source of their feelings 
and make an informed choice about how best to respond.

Arousal-inducing procedures, e.g., directed fantasies, interpretation, confronta-
tion, encounter with significant others, two-chair dialog, or silence (which can 
be very uncomfortable), are used with clients referred by the courts, schools, or 
family members whose motivation or symptom distress is typically low (Beutler & 
Clarkin, 1990). Motivational interviewing (Miller & Rollnick, 2002; see Chap. 9) 
may also help them confront the long-term aversive consequences of their actions. 
Substance-abusing clients need to experience the long-term effects and losses with 
a sense of immediacy to counter the short-term reinforcing effects of drugs or 
alcohol.

Arousal-reducing interventions are needed when symptomatic or emotional dis-
tress is so intense it interferes with the client’s ability to focus in therapy. Arousal-
reduction methods include reassurance, empathic reflection, teaching, meditation, 
relaxation, pleasant imagery, and helping clients express feelings. Countercondition-
ing or exposure to feared stimuli may be helpful. Highly resistant clients may para-
doxically become agitated if directed to relax, but may relax if they have a choice of 
different relaxation methods or record relaxation instructions themselves.

2 Transtheoretical Approaches: Treatment Planning and the Initial Interview

Fig. 2.1   Yerkes and Dodson (1908) inverted-U law for complex tasks
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Integrating the Transtheoretical Model and Systematic  
Treatment Selection

The STS model includes client characteristics not present in the TTM model, 
while TTM’s Stages of Change dimension is not part of the STS model, although 
Beutler (2006) is working with John Norcross on this point. Figure 2.2 and Table 2.2 
describe one way to add Stages of Change to STS dimensions for treatment plan-
ning. Figure 2.2 illustrates the combination of Functional Impairment (GAF scores) 
and Stages of Change: the left hand column lists GAF levels; the middle column 
lists mediating variables such as stages of change, danger to self, or lack of social 
support; and the right hand column suggests interventions for various combinations 
of functional impairment and stages of change. The top row of Fig. 2.2 suggests 
clients with substance abuse, suicide risk, or psychotic symptoms, who are a danger 
to self or others, need medication and hospitalization; if not at risk, they are referred 
to less restrictive settings. In the third row, clients with GAF scores between 41 
and 60 who lack adequate social support may need day hospitalization, social skills 
training, or medication; if they have social support, consciousness raising increases 
precontemplative clients’ motivation to change and explore how their problems are 
maintained. If clients are already at the contemplation stage, row five directs treat-
ment planning to the Intervention Selection Table (Table 2.2). Finally, the bottom 

Fig. 2.2   Flow chart relating functional impairment and stages of change to interventions
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row recommends environmental contingency management for clients at the action 
stage and brief counseling or support for those at the maintenance stage.

The Intervention Selection Table (Table 2.2) relates interventions for clients at 
the contemplation stage to their motivational distress, problem complexity (func-
tional impairment), resistance, and coping style. The left side of the table describes 
arousal induction methods for clients with low distress, while the right side de-
scribes arousal reduction methods for high-distress clients. In the table’s second, 
problem complexity level, thematic problem columns combine TTMs interpersonal 
and intrapersonal conflict levels of change, while situational problem columns 
combine symptom-situational and maladaptive cognitions levels. As in TTM, treat-
ment planning also incorporates family therapy when appropriate to the client’s 
presenting problems. The table’s third level reflects low vs. high resistance, while 
the final levels respectively describe interventions for internalizers or externalizers 
as a function of the variables in which they are nested. The following illustrates two 
possible treatment planning scenarios using this model.

Following STS recommendations, a client who shows little interest in the therapy 
process ( low distress), has a history of problematic relationships ( thematic problem), 
repeatedly questions suggestions ( high resistance), and complains of depression 
and anxiety ( internalizer) should respond best to free association or nondirective 
exploration of painful childhood memories. In contrast, the agitated ( high distress) 
client who finds it difficult to concentrate ( situational problem), is cooperative ( low 
resistance), but very angry with her husband ( externalizer) may be helped by self-
instruction that reframes her marital problems as unrealistic expectations based on 
childhood experience: e.g., “I get upset at my husband’s silences because they re-
mind me how my father’s angry silences upset my mother.” The model in Fig. 2.2 
and Table 2.2 is a point of departure for combining specific factors to develop plans 
individualized to particular client traits. As in all treatment planning, the proposed 
techniques may not work for every client. The following section reviews how com-
mon factors are included in treatment planning.

Common Factors in Treatment Planning

In addition to common factors such as a supportive relationship and expectations 
for a positive outcome, managed care requirements focus initial therapeutic con-
tacts on diagnostic interviews and treatment planning. A dialectic exists between the 
spontaneity needed for a positive therapeutic alliance and the structure needed to 
make a diagnosis and treatment plan. Therapists must set aside preconceived ideas 
to respond spontaneously to the client’s immediate concerns, but also need to make 
diagnostic judgments and involve the client in treatment planning.

This tension is especially notable in humanistic therapies that suggest treatment 
planning interferes with the therapist’s spontaneity. Therapists who respond with 
spontaneity and warmth provide clients with the corrective emotional experience 
of being cared for and taken seriously. However, treatment plans ensure a focus on 
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the presenting problem, prevent digressions to side issues, and provide a concrete 
basis for collaboration. If treatment plans anticipate the client’s core issues, then 
therapists can respond both spontaneously and thoughtfully as relevant issues arise 
in therapy; otherwise, the treatment plan may need revision.

Among other common factors, Orlinsky et al.’s (2004) literature review suggests 
outcomes improve if clients see their therapists as assured and expert in a consistent 
theoretical position. However, patient-focused research suggests that therapists need 
to try a new approach if clients fail to improve by the third session. Therapists need 
theoretical expertise, but also need to know when to abandon their approach. Bernstein 
(1992) suggests, “Critiques and affirmations are always tentative, fallible, open to fur-
ther questioning” (p. 319). The need to question practices constantly is reinforced by 
confirmatory bias research demonstrating how people attend selectively to information 
congruent with existing beliefs. Downing (2004) summarizes the situation as follows:

[C]onceptual systems introduce structure into what would otherwise be an overwhelmingly 
complex and chaotic experience. They allow us to manage and navigate an unpredictable 
world successfully. Yet they imbue perceptions, which may later turn out to be mistaken, 
with a sense of ultimate reality, and they invisibly eliminate alternative perceptions that 
may have their own value and usefulness (p. 127).

Treatment plans accordingly need criteria for deciding when a plan should be re-
vised.

Patient-Focused Research

Patient-focused research provides such criteria and confirms the importance of 
monitoring client progress (Howard et al., 1996; Kopta et al., 1994). Clients motiva-
tion is enhanced if they see evidence of progress and therapists can make necessary 
changes if clients are not making expected progress (Lambert et al., 2002). Wells, 
Burlingame, Lambert, and Hoag’s (1996) developed feedback rules by comparing 
predicted vs. actual progress on the 45-item Outcome Questionnaire ( OQ-45):

1. Clients who score in the out-patient range ( OQ-45  =  70–90) are making adequate 
progress after 2–4 sessions as long as no deterioration in their score occurs. If 
scores deteriorate 1–8 points, therapists should consider changing the treatment 
plan. Any greater deterioration in scores indicates a serious risk of premature 
termination or poor outcome. Improvement is clinically significant if scores 
increase by at least 14 points and treatment may be terminated successfully once 
clients’ scores are within the normal range (less than 64).

2. Clients who score in the in-patient range ( OQ-4   >   90) after 2–4 sessions must 
improve at least 7 points since they are in great distress and therapy needs to 
have a significant early impact. With less progress, therapists should consider 
changing the treatment plan. Serious risk of negative outcome or premature ter-
mination is suggested by either deterioration or no change. Therapists should 
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seek consultation about changing the treatment plan. Again, improvement is sig-
nificant if scores increase by 14 points or more and treatment may be terminated 
once clients’ scores are less than 64.

Hawkins et al. (2004) found that feedback improved client retention and reduced 
the number of sessions needed for adequate progress. To avoid discouraging cli-
ents when giving negative feedback, therapists might say, “These scores suggest 
you may not be making the progress you had hoped or may even be considering 
terminating. Let’s discuss such concerns so we can consider other ways to help.” It 
is important to use objective measures of progress, since research has consistently 
shown clinical judgment to be unreliable (Garb, 2005; Meehl, 1954).

Planning and Assessment in Clinical Care: The PACC Approach

The PACC approach (Woody, Detweiler-Bedell, Teachman, & O’Hearn, 2003) 
is based on factors common in all theoretical orientations. While transtheoretical 
and patient-focused methods suggest useful therapeutic processes, PACC uses cli-
ent collaboration to identify critical content. Clients are the experts on the content 
of their feelings and problems. The process/content dialectic suggests outcomes 
improve if clients see therapists as competent and therapy focuses on their core is-
sues (Orlinsky et al., 2004). PACC’s three parts include listing problems, treatment 
plans, and periodic progress reviews. Plans are revised as problems are clarified, 
new issues are discovered, or if no change has occurred.

Problem List

As client stories unfold, therapists make a tentative list of problems and then 
seek client input on its accuracy (see Table 2.3). Once problems are described in 
concrete terms they seem less overwhelming than the abstract, global descriptions 
often used by clients. Also, problems are more easily solved if they are clearly de-
fined, addressed one at a time, and core concerns separated from side issues. Stub-
born, complex problems become less challenging if divided into several phases of 
treatment so that each seems less difficult. Helping clients see that problems can be 
“divided and conquered” facilitates optimism that they can overcome problems that 
previously seemed insurmountable.

Problems that interfere with therapy such as motivation, ambivalence, procrasti-
nation, or time management are included in the list as well as broader ecosystemic, 
cultural, or family problems. Eclectic models, e.g., Lazarus’ (1967) BASIC-ID 
model, can help ensure coverage of all the relevant areas. During the interview’s 
last 10–15 minutes, clients collaborate in a review of the problem list, endorse the 
items they see as most important, and choose their treatment goals.

Common Factors in Treatment Planning
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Treatment Planning

Once problems are listed, they are grouped into categories and priorities are 
set: e.g., Table 2.3 lists related problems (sadness, loneliness, anxiety, and feeling 
worthless) that might benefit from emotional self-regulation, cognitive, or expe-
riential methods in therapy’s initial phase. Collaborative planning balances easily 
attained goals that might enhance self-efficacy feelings with more difficult goals 
that might give greater relief.

Therapy begins with the highest priority problems, postponing the rest until later 
treatment phases. Clients motivation is enhanced as they see the value of working 
on subsets of concrete problems. A formal contract about the goals and approach of 
the initial phase of treatment ensures informed consent and makes a good conclu-
sion to an intake session. Goals for later treatment phases are discussed in subse-
quent meetings if needed. Orlinsky et al. (2004) note that contracts:

1. Ensure informed consent;
2. Provide a guide to treatment that keeps a clear focus on client problems;
3. Help clients understand why a difficult or time-consuming procedure is necessary.

Dividing treatment into phases increases commitment to realistic time frames as 
clients realize that not everything gets better at once. It is important they understand 
the rationale for the suggested time frame to prevent discouragement and premature 

Table 2.3   Problem list for a substance abusing, depressed client
Problem list Endorsed by 

client?
 1. Alcohol and tranquilizer abuse X
 2. Court involvement related to DUII X
 3. Frequent arguments with family X
 4. Not confident of family’s love X
 5. Ambivalence in role as father
 6. No role models for consistent and warm parenting X
 7. Frequent absences from work X
 8. Unstable work history
 9. Few social contacts
10. No exercise X
11. Suicidal ideation X
12. Feeling depressed X
13. Loneliness X
14. Generalized anxiety X
15. Fatigue X
16. Insomnia X
17. Eating too much between meals
18. Weight gain X
19. Feeling worthless X
20. Feeling that life lacks meaning X
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termination. Agreement about therapy’s length is basic to “time-sensitive” therapy. 
Deadlines help both therapist and client work with greater focus and intensity. Deci-
sions whether to terminate, extend the number of sessions, take a new approach, or 
refer to another therapist can be made once deadlines arrive.

Progress Review

As in patient-focused research, each PACC phase requires that a new conceptual-
ization and strategy be developed should the initial approach not work. Each phase 
has its own aims, measures, and strategies:

1. Treatment aims are derived from the problem list and divided into easily achieved 
short-term goals. If sub-goals are achieved, client self-efficacy and motivation 
are enhanced; if not, changes need to be made in the treatment plan.

2. Standardized measures or individualized tests are given at 3–5-week intervals to 
monitor the degree to which sub-goals and overall aims are being achieved. The 
Subjective Units of Distress Scale (SUDS; Derogatis, 1994) may be used to rate 
levels of depression or anxiety experienced during the week. The OQ-45, used 
in patient-focused research, is a validated measure for overall symptom changes. 
Barriers that could interfere with completing tests are discussed as the contract 
is developed. Clients are told that repeated testing shows whether therapy is pro-
gressing or if new procedures may be needed.

3. Intervention strategies are based on a collaboratively developed conceptualiza-
tion of the client’s problems. Collaboration shows that therapists value their cli-
ents’ concerns and input; it ensures informed consent, enhances motivation, and 
strengthens the therapeutic alliance.

 Dialectical Tensions Between Client and Therapist During 
the Initial Interview

The therapeutic alliance is the heart of the client/therapist dialectic (Orlinsky et 
al., 2004). Even before the first session, therapist and client are forming impres-
sions about one another that may prove critical for therapy’s eventual success. Both 
struggle with personal dialectics: therapists must resolve task vs. relationship-ori-
ented tensions, while clients must resolve ambivalence about changing. Change re-
quires clients to choose between problematic but familiar ways of relating to others 
and the unknown risks of new ways of relating with others. The client’s dilemma 
pits hope for a better life against the costs of trusting a stranger, exploring painful 
topics, and making life changes with no guarantee that problems will be solved.

The dilemma for therapists is to build a working alliance based on respect, 
warmth, and trust in an inherently unequal relationship while asking clients to re-
veal intimate details. Therapists balance the risk of alliance strains against the need 

Dialectical Tensions Between Client and Therapist During the Initial Interview



48

to help clients confront painful experiences. The structure vs. spontaneity dialectic 
adds another layer of complexity, since establishing rapport is not easily combined 
with the structured questioning needed for diagnostic and risk assessment.

The following section discusses common factors in therapeutic intake interviews.

Gathering Information While Establishing  
a Collaborative Relationship

Therapists have three goals that are frequently incompatible during an initial 
interview:

1. Establish a collaborative working alliance;
2. Allow clients to tell their story;
3. Gather diagnostic data for treatment planning and institutional requirements.

Listening to the client’s story with genuine warmth and empathy fosters an active, 
collaborative alliance. In contrast, gathering information may require active, intru-
sive questioning that discourages active collaboration. Clients may feel interrogated 
if therapists focus only on gathering information.

Masi, Miller, and Olson (2003) found that 15–17% of potential clients miss the 
first session and another 26–30% drop out after the first or second session. One 
explanation may be that client ambivalence about therapy was not addressed during 
the initial phone contact or intake session. Considerable research suggests that first 
impressions predict outcomes in many areas (Ambady & Rosenthal, 1993; Caplan, 
2005). It may be that first impressions are very accurate or that they bias subsequent 
outcome ratings, but clearly they are important.

Preparing for the Interview

The relationship begins with a phone call about appointment times, costs, insur-
ance, etc. Therapists determine if any risk requires immediate attention and if the 
presenting problem is within their range of competence. They discuss who will be 
at the first session in the case of child, couple, or family problems. Because clients 
are always ambivalent, significant delays between initial phone contacts and the in-
take session increase the chance they will decide against coming. Asking clients to 
complete a personal data questionnaire beforehand will help reduce the questioning 
needed during the intake interview (see Appendix A).

Being on time respects the client and helps reveal any time management problems. 
If therapists begin or end late, it is hard to tell if a client has feelings of entitlement 
or is avoiding anxiety-provoking issues. Time management requires that therapists 
limit chit-chat delaying discussion of difficult issues. Rapport is usually enhanced 
more by professionalism and task-orientation than by chit-chat. One approach is to 
discuss weather or current affairs while escorting clients from the waiting room to the 
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therapy office. The therapist waits for a pause and then sits down to signal the start of 
the session. Exceptions to strict time management may be needed if a life-threatening 
situation develops or for clients from cultures with a relaxed sense of time.

Beginning the Session

Clients are informed about their rights, limits to confidentiality, and the risk that 
problems could become intensified during therapy. Despite potentially threatening 
overtones, clients may appreciate the therapist’s concern for their privacy in such an 
introduction. It is better to feel anxious early than betrayed by later, unexpected dis-
closures. Since therapists may have no idea what is a problem for whom. Benjamin 
(2006) suggests therapy begin with a neutral phrase focusing on motivation, “What 
do you need? What would help?” (p. 37).

The therapist’s active, reflective listening builds rapport and gives clients the 
corrective emotional experience of being heard. Reflecting relevant points in their 
narrative encourages active participation and ensures a focus on significant prob-
lems. Inviting clients to tell their story in their own words with minimal interrup-
tions reveals:

1. The specificity, coherence, and organization of their thoughts ( mental status);
2. Preliminary information on their emotional regulation, typical mood, and coping 

style;
3. What is most salient among their immediate needs and concerns;
4. Whether their concerns are with themselves, with others, or with their environment;
5. Whether they internalize or externalize responsibility for their problems; and
6. Their readiness for change.

Gathering Information

Problems are often revealed in the way clients describe their concerns and re-
late to the therapist. The relationship reveals interpersonal and cognitive problems 
directly even if reports are distorted. Therapists may redirect the client’s narrative 
by being curious about missing or incongruent elements. Asking “Why did you call 
last week instead of last month?” or “If I were a hidden camera, what would I have 
seen happening?” may clarify what precipitated their decision to seek help. How 
clients understand and try to solve their problem may reveal how it is maintained or 
exacerbated. Many problems, such as alcoholism, are often “solutions” that avoid 
negative feelings or other underlying problems.

Discussing times when problems were successfully resolved or avoided may 
suggest ways to solve problems (Miller, Hubble, & Duncan, 1996). Genograms (see 
Chap. 12) clarify important family and generational pressures. Therapists should 
also clarify the ecosystemic variables affecting their client’s life. They might ask, 
“You’ve given me a good picture of what’s happening at home, but I’m not sure 
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about the big picture. Many people have problems with health, schools, the law, 
jobs, prejudice, and so on. Could you tell me how those things have affected you?”

Clients provide diagnostic information as they discuss their problems. Presenting 
problems are often replicated in the therapeutic relationship. Beginning therapists 
sometimes feel they must be a “friend” to establish a working alliance; but rapport 
develops naturally when information is gathered in a friendly, professional way that 
avoids constant questioning or interrogation. Table 2.4 describes ways to respond 
to problems that can occur in an interview. The key is to explore the reasons for the 
client’s words or actions empathically, while maintaining good boundaries.

Although client reports are essential, information not available to the client may 
be obtained from family members, records, or other professionals. Consulting with 
family or other helping professionals also develops the network that clients with 
chronic or ecosystemic problems may need. Consulting with the client’s physician 
is essential if somatic symptoms are present.

Mental Status Examinations

Observation and conversation are often sufficient to assess mental status, neu-
rological, or psychotic signs (see Table 2.5). Specific questions may also be neces-

Table 2.4   Responding to common problems during an initial interview
Problem: client is … Therapeutic responses
Taciturn; shy; withdrawn Empathize with ambivalence and the difficulty of sharing private 

information; use open-ended questions
Over-talkative; rambling Closed questions that reflect the most relevant concerns or 

comments
Court-mandated; 

uncooperative
Discuss confidentiality and limitations; develop common goals: 

e.g., resolving court or parental concerns or shortening the 
length of treatment

Angry; hostile Empathically explore cause and actual target of anger and past 
problems with anger expression; develop common goals: e.g.,  
to be treated more fairly

Asking about credentials Provide relevant information; discuss concerns about therapist’s 
competency

Asking about age or per-
sonal information

Acknowledge request, but first ascertain reason: e.g., concerns re 
experience, discomfort with needing help, or cultural expecta-
tion for more personal relation

Making unreasonable 
requests

Give reason for refusal; empathize with frustration over denial and 
explore underlying needs to discover an acceptable alternative 
response

Threatening Always arrange seating for easy exit; acknowledge client’s feel-
ings; disclose how threats make it difficult to help and explore 
underlying needs

Delusional Test how firmly belief is held: “Is that really happening?” Do not 
challenge belief, but empathize and explore impact of belief, 
“Most people would be unhappy if they felt they were being 
spied on by neighbors.”
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sary: e.g., “Do you ever hear voices of people who are not there?” Since asking 
about hallucinations may alienate some clients, this is usually done only if other 
neurological or psychotic signs are present. It is best to form hypotheses as a client’s 
narrative unfolds. If diagnostic data are insufficient, then short follow-up questions 
can resolve uncertainties. This strategy resolves the spontaneity vs. structure dia-
lectic by minimizing intrusive questions and maximizing opportunities for clients 
to tell their story. Othmer and Othmer (1994) provide a useful guide to diagnostic 
interviewing and mental status examination.

Personal data questionnaires (see Appendix A) gather demographic, occupation-
al, legal, medical, and family information and help reduce feelings of interrogation 
during initial interviews. Questionnaires may yield information that suggests fur-
ther testing, such as a history of seizures, head trauma, high fever, or exposure to 
toxins. Many clients reveal abuse, rape, or fears of “going crazy” in checklists that 
they would conceal in face-to-face interviews. Perceived strengths and weaknesses, 
expectations about therapy, and common problems such as sleep disturbance can 
also be explored this way.

Risk Assessment

Risk assessment is needed if a questionnaire or the interview reveals suicidal 
thoughts or attempts. Clients seldom lie when asked directly about suicidal thoughts 
even if they fail to volunteer this information. They may feel ashamed, but recog-
nize it is a life or death question. Even if the questionnaire does not reveal suicidal 
thoughts, it is still necessary to question the client about thoughts of self-harm. 
Similar considerations apply to assessments of substance abuse. The SLAP mne-
monic is frequently used in preliminary assessment of suicidal risk:

Suicidal ideation: “Have you ever considered taking your own life?” “Recently?”
Lethality of method: “Have you thought about what method you might use?”
Access to method: “Do you actually have the means to do it that way?”
 Plan: “Have you made plans to follow through killing yourself?” “When?” “Any 

preparations?”

Table 2.5   Mental status examination categories and information sources
Observation can evaluate: Conversation can evaluate:
Cooperativeness Concentration and attention
Hygiene and grooming Memory for recent and remote events
State of consciousness ( alert;  

confused; lethargic)
Speech clarity ( pressure of speech; neologisms; parapha-

sia or incoherence)
Psychomotor behavior ( tremors; 

tics; repetitive movements; 
coordination)

Thinking ( concreteness; fragmentation; perseveration; 
rambling; tangentiality—answers miss, but are “near 
by” the mark; circumstantiality—related but irrelevant 
details)

Orientation for time, place, and person
Affect ( elated; depressed; hostile; flat; or exaggerated 

expression)
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Risk is moderate if suicidal ideas are specific and the method is either lethal or 
accessible, but not both, in which case risk is high. If risk is moderate or high, or se-
vere depressive symptoms are present, then more intensive assessment is indicated. 
Rudd and Joiner (1998) recommend the following line of questioning, while being 
sensitive to the client’s emotional state during transitions:

1. Predisposing variables: “Can you tell me about your family, what your childhood 
and adolescent years were like? Were you ever the victim of physical, sexual, or 
emotional abuse, either by your parents, a family member, or anyone else? Was 
there violence of any type in your family? How did your parents discipline you? 
When and how? Have you ever been hospitalized for a psychiatric disturbance? 
When?”

2. Precipitants or stressors: “What triggered this crisis for you?” Look for any sig-
nificant financial or interpersonal losses or problematic relationships at home or 
work. Address health issues by asking, “Have you had any health problems lately 
or any chronic pain?”

3. Symptomatic presentation: Anxiety or mood disorders—vegetative symptoms 
(appetite, sleep, or sexual disturbances). Assess severity, “On a scale from 1 to 
10, with 1 being the best you’ve ever felt and 10 being such severe anxiety or 
depression you were unable to do anything, how would you rate yourself the past 
few days? Weeks? Months? Does anything give you relief?”

4. Hopelessness: “Have you felt hopeless lately … like things wouldn’t get better?” 
“With 1 being optimistic and 10 being utterly hopeless things will ever get better, 
how would you rate yourself?”

5. Nature of suicidal thinking: This is the SLAP assessment discussed above; also 
assess for frequency, intensity, and duration of suicidal thoughts. Ask, “What has 
kept you from committing suicide up to this point?”

6. Prior suicidal behavior; making preparations: Determine frequency, context, 
lethality, and outcomes of prior attempts. “Did you think you would die?” “How 
did you get help—did you go to the hospital?” “Who discovered you?” “Did you 
try to avoid being discovered?” It is important to discover if any preparations are 
being made—rehearsals, letters to loved ones, insurance or will changes, arrang-
ing for pet care, or gathering the means to follow through.

7. Impulsivity and self-control: Assess for substance abuse. Also ask, “On a scale of 
1 to 10 with 1 being in complete control and 10 being totally out of control, how 
would you rate yourself?” “Do you feel you can control your impulses to commit 
suicide?”

8. Protective factors: Social support—“Do you have family or friends available 
you can depend on and talk to? If not, why?” Also ask, “Do you have times 
when you feel more hopeful or optimistic? When? What is happening then?” 
“How have you responded to therapy in the past? Was it helpful? What was not 
helpful?”

If ideas, methods, or plans are vague and abstract, suicidal risk is low but regular 
follow-ups are needed, “I understand this is just a thought now, but may I check 
with you once in a while to see if things have changed?” Also ask “What has kept 
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you from following through on these ideas?” This allows clients to think about 
reasons to stay alive and to identify protective factors. With moderate risk but no 
immediate plan, more intensive assessment is warranted. If this cannot be done im-
mediately, an informal “no-harm” agreement is requested: “We need to discuss this 
further. Will you commit to calling this number if you feel more suicidal?” Risk 
level is severe and immediate intervention is needed if ideation, available method, 
and plan are all present. Table 2.6 summarizes factors affecting suicide risk levels 
and related interventions.

Severe or extreme risk clients should not leave the office until hospitalization is 
arranged or they commit credibly in writing to keep themselves safe and are not just 
avoiding hospitalization. Therapists can say, “I’m concerned to hear how seriously 
you’re considering suicide. Can we make a commitment to keep you safe until 
we’ve had a chance to work on your concerns?” Commitment agreements should 
include the following steps (see Appendix B):

1. Procedure when suicidal impulses are hard to resist—e.g., call friend, hotline, or 
therapist.

2. Phone numbers of significant others to call for support are posted on a 
refrigerator.

3. Ongoing contact with friends or family to strengthen support network.
4. Lethal methods such as guns or drugs are destroyed or given to someone 

trustworthy.
5. Therapists make answering service or call-forwarding arrangements, so their cli-

ent can contact them directly or be directed to an emergency call service.
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Table 2.6   Rudd and Joiner’s (1998) suicide risk factors and suggested interventions
Level Risk factors Recommended interventions
No risk No suicidal ideas None required if ideation not present
Low Ideas; no plan or intent; mild symptoms; 

good self-control; protective factors
Acknowledge hopelessness; client 

makes contact if thoughts become 
more intense; check monthly 
whether suicidal ideation still pres-
ent or client is more optimistic

Moderate Ideas; plan, but no intent; mild to moderate 
symptoms; good self-control; protective 
factors

Weekly appointments; careful moni-
toring; mobilize social support; 
informal agreement not to act on 
suicidal thoughts before discussing 
them in therapy

Severe Ideas; plan and access; no intent; serious 
symptoms; self-control impaired; few 
protective factors

Twice weekly appointments; activate 
social support; restrict access to 
means; formal agreement regarding 
steps to take if suicidal impulses 
become overwhelming

Extreme Same as with severe risk, but with stated 
intent

Hospitalization; also whenever the 
client expresses immediate intent, 
regardless of other factors
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At extreme risk levels with expressed intentions to commit suicide, clients need 
immediate hospitalization. Therapists should lobby hard for voluntary hospitaliza-
tion since the therapeutic alliance is often irreparably harmed by an involuntary 
commitment.

Substance Abuse Assessment

Since untreated substance abuse makes it difficult to work effectively with other 
problems, clients are always asked when they last had a drink or used prescription 
or “street” drugs. Answers about use during the past 24 hours need to be specific 
and concrete to prevent clients from minimizing the frequency or amount of usage. 
The "CAGE" questions are often used to screen drinking problems, but therapists 
should be aware that recent research suggests they are more sensitive to detecting 
alcohol abuse in older women than in other groups (Buhler, 2004). The CAGE 
questions are:

C. Have you ever felt you should Cut down on your drinking (substance use)?
A.  Have people Annoyed you by criticizing your drinking (substance use)?
G.  Have you ever felt Guilty about your drinking (substance use)?
E.  Do you ever start the day with an Eye-opener to get rid of hangovers or steady 

your  nerves?

The “FADES” questions assess diagnostic criteria for substance abuse or depen-
dence and are used if clients endorse more than one CAGE item or show other signs 
of substance abuse:

Frequency of use: Never, 1–2 month, 1–2 week, 3–4 week, 5–6 week, daily?
Amount for each episode of drinks, pills, or “hits”: 1, 2–3, 4–5, 6 or more?
Duration: How many months or years has the client used these drugs?
 Effects of abuse: needed daily to function; inability to cut down; interference with 

occupational or social functioning; co-ordination/judgment impaired; loss of 
memory or control; black-outs; “lost” weekend benders; acting out (driving im-
paired, fights, or self harm)?

 Symptoms of dependence: tolerance (increased use needed to achieve same effect) 
or withdrawal (shakes or malaise when not using)?

Heavy, long-term usage, serious consequences following abuse, or dependence 
symptoms all require that treatment planning consider whether detoxification is 
needed or if abstinence is a reasonable goal. Some clients with minor levels of 
abuse may succeed with “social drinking” as a goal (Humphreys & Klaw, 2001). 
Client motivation is reduced and other problems are exacerbated unless therapy 
addresses substance dependence or abuse. In general, clients are more motivated if 
they actively collaborate in setting goals and developing the therapeutic plan. The 
following case illustrates how an initial interview and transtheoretical treatment 
plan work together.
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 Case Illustration: Integrative Transtheoretical  
Treatment Planning

Background: Edna is a moderately obese, 42-year-old African-American wom-
an, who is married with three children, aged 14–24. She complained of depression, 
chronic fatigue, insomnia, binge-eating, poor concentration, loss of interest in activ-
ities, thoughts of committing suicide, and expressed many physical concerns. She 
admitted occasional, vague thoughts of suicide, and said she often drank heavily to 
“drown my sorrows.” She described a chaotic childhood with an alcoholic, physi-
cally abusive father. Edna became sexually active at age 13 and began drinking 
about the same age.

After a particularly brutal beating by her father, she dropped out of school at age 
16, moved out of the home, and got a job as a waitress. She had a succession of 
stormy relationships, often involving violence by both parties when drinking. Her 
oldest daughter, estranged for 7 years, was born to one of these relationships. At age 
29, she met her husband and they lived together several years before getting mar-
ried. He is a machinist and a good provider, but they frequently argue, especially 
over sex. He also complains that she does not keep the house properly.

Edna admits she often starts arguments because she does not like their neighbor-
hood, but says that he does not realize how ill she is, how hard it is for her to work, 
or how painful sex is for her. She has had repeated visits to the emergency room, 
complaining of abdominal pains, vague heart problems, and migraine headaches. 
She says her “mystery disease” baffles the doctors. She was well-oriented, but tend-
ed to externalize responsibility for her problems.

• Diagnosis: Axis I: Major depression (with somatization; low suicidal risk); Al-
cohol Abuse;

 Axis II: Personality Disorder, NOS (not otherwise specified), with borderline 
features;

 Axis III: Refer for medical examination for somatic complaints;
 Axis IV: Marital arguments; estrangement from daughter; lack of social support; 

Axis V: GAF = 50
• Problem List:

1. Depression: symptoms include chronic fatigue, insomnia, poor concentration, 
little interest in activities, thoughts of committing suicide

2. Variety of physical complaints
3. Binge-eating
4. Alcohol abuse
5. Marital conflict
6. Estrangement from daughter
7. Low levels of social support
8. High crime, poor neighborhood

• Case Conceptualization: Edna’s cyclic coping style reflects her history of abuse 
by her father and adolescent acting out. She impulsively acts out anger and then 

Case Illustration: Integrative Transtheoretical Treatment Planning



56

retreats guiltily into depression with somatic complaints, using alcohol to deaden 
her feelings. Deadening her feelings results in depression with her only relief 
being food and more drinking. Somatic complaints also reflect the chronic stress 
associated with an unsatisfactory life style and with living in a high crime district 
where it is difficult to develop adequate social support.

• Treatment Plan: Phase 1—Edna is at the precontemplative stage and not moti-
vated for psychotherapy. Motivational interviewing will be used since she resists 
any suggestion her problems are not physical. The goal is to reach an agree-
ment that therapy may help her cope with the many stressors in her life until 
the doctors can find a physical cure. Edna will be asked to sign a “Release of 
Information” form to request medical records of her past treatment for somatic 
complaints. Alcohol abuse complicates her cyclic coping with thematic prob-
lems and will be the initial focus of intervention. Relaxation training and posi-
tive imagery will provide an alternative means to self-soothe and regulate her 
sleep. The presence of suicidal ideation will be monitored closely should risk 
levels increase. Medication referral will be considered if her depression deepens 
or suicidal risk increases. Edna will be referred to Alcoholics Anonymous to 
address alcohol abuse and to expand her social support network. Weekly self-
report measures will assess the working alliance. The Beck Depression Inven-
tory (BDI) will be given at the 1st, 3rd, and then each subsequent 5th session. 
These measures will be reviewed with Edna to encourage active collaboration 
and assess whether symptomatic relief is occurring or if alternative interventions 
are necessary. Phase 2—After her drinking is reduced and she is contemplating 
change, dialectical behavior therapy will help Edna (a) learn emotional regula-
tion; (b) provide support during crisis; and (c) address splits in her perceptions 
of herself and others as either all-good or all-bad. If needed, a third phase will 
address family and ecosystemic problems.

 Integrative Implications

Transtheoretical approaches are empirically based practices that suggest inter-
ventions tailored to specific client characteristics, but they lack theoretical explana-
tions why an intervention works in a particular situation. A comprehensive theory 
of personality and psychopathology such as proposed in Chap. 15 is needed to help 
therapists tailor interventions to an individual’s needs. Theory can guide interven-
tions and suggest new treatment approaches, which may be needed since no exist-
ing approach covers the full range of intervention levels. TTM’s Levels of Change 
dimension comes close, lacking only the biomedical or ecosystemic levels of inter-
vention.

The following suggests one way to conceptualize a comprehensive transtheoreti-
cal approach.
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Case Conceptualization with an Integrative  
Transtheoretical Approach

Figure 2.3 follows the organization of chapters in this book and summarizes part 
of the model described in Chap. 15. It combines elements of Prochaska’s TTM and 
Beutler’s STS approaches. The top dimension of Fig. 2.3 incorporates STS’s client 
variables, while the vertical dimension incorporates TTM’s Stages of Change. The 
horizontal, contextual focus dimension resembles TTM’s Levels of Change, but 
emphasizes the breadth of an intervention, rather than the latter’s focus on interven-
tion depth.

The major therapeutic systems are distinguished by a contextual focus, varying in 
breadth from molecular interventions in biomedical microcontexts to molar interven-
tions in environmental or ecosystemic macrocontexts. Historically, therapists devel-
oped methods to work with a specific population; e.g., symptomatic clients respond 
better to the contextual extremes of biomedical or environmental interventions, while 
more functionally impaired, thematic problems respond better to an intermediate, 
holistic focus that explores client problems in as much depth as necessary.

Stages of Change and Client Variables

These two dimensions replicate similar factors in Prochaska’s TTM and Beutler’s 
STS approaches; however, no therapy system works for every stage of change client 
variable. As a result, many contextual focus cells in the model are blank. The model 
organizes treatment plans so that important variables are included: e.g., biomedical 
or cognitive-behavioral approaches are indicated for the most functionally impaired 
clients, who may also require family and ecosystemic interventions. Humanistic, 

Integrative Implications

Fig. 2.3   Integrative transtheoretical case conceptualization model
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experiential, and psychodynamic approaches are ideally suited for precontemplative 
or contemplative clients, while cognitive-behavioral, interpersonal, or family and 
ecosystemic interventions may be useful during action and maintenance stages.

Short-term cognitive-behavioral therapies are most effective in treating symp-
tomatic reactions to current or recent environmental stressors. In contrast, inter-
personal or intrapsychic conflict themes that pervade many areas of the client’s life 
usually require long-term treatment. This involves core interpersonal schemas that 
interfere with a client’s ability to meet basic needs. Psychodynamic, interpersonal, 
experiential, or integrative therapy can help clients untangle the meaning of core 
schemas reflecting past experiences. Family therapy can interrupt interpersonal vi-
cious circles that maintain problems; e.g., families that learned to wait upon a child 
who reacts violently when demands are made. If such parents fail to recognize at-
tempts at independent self-regulation, they may reinforce their child’s dependency.

From Macro to Microcontexts

Macrocontextual, ecosystemic approaches focus on gender, ethnicity, and socio-
economic problems; family therapy focuses on family problems. Intermediate, holistic 
approaches such as existentialism explore life’s goals and meaning. At microcontex-
tual levels, cognitive-behavior therapy focuses on specific thoughts or environmental 
contingencies, while psychiatrists adjust biochemistry. A number of approaches may 
be found at each contextual level of Fig. 2.3; e.g., postmodern narrative therapies 
intervene at cognitive or family levels, while postmodern relational approaches have 
much in common with modern psychodynamic and humanist approaches.

Although the book reverses this order for expositional purposes, treatment plan-
ning moves mostly from macrocontext to microcontext levels. Functional impair-
ment determines whether or not clients require biomedical intervention. Thereafter, 
therapists evaluate ecosystemic, family, or interpersonal contexts, consider the per-
son holistically, and end by analyzing contingencies in the presenting problem’s 
microcontexts. Hypotheses are first developed to address sociocultural processes 
that precipitate or maintain problems. Family members, social workers, or teachers 
may be caught in a vicious circle and contribute to relapse if they fail to recognize 
the client’s attempts to change. An ecosystemic focus also minimizes self-blame 
and invites collaboration by seeking external causes for problems. Clients are less 
likely to feel judged if problems are described as the result of environmental or 
historical family processes. Clients are not held responsible for their problems, but 
are expected to take responsibility for actively collaborating with treatment. In this 
dialectic, therapy externalizes responsibility for past problems, but expects clients 
to take responsibility for changing their current behavior or life situation.

In summary, every therapeutic system must resolve the competing needs of es-
tablishing a collaborative working alliance and meeting managed care requirements 
for diagnosis and treatment plans. Client self-harm and substance abuse risk must 
also be assessed. Current trends toward non-systematic eclecticism are likely to 
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be replaced with systematic eclectic and integrative approaches as therapists rec-
ognize the unifying roles of transtheoretical and common factors. Current treat-
ment approaches vary in focus along a continuum from biomedical to ecosystemic 
levels. One approach to integration is to plan interventions hierarchically from the 
macrocontext of ecosystemic interventions to the microcontext of environmental 
contingencies.

 Chapter Two: Main Points

• A dialectic tension exists between needs both to establish a collaborative rela-
tionship and to collect diagnostic and treatment planning data. It is desirable 
to collect as much personal data as possible with questionnaires to minimize a 
question-and-answer format. Use of open-ended questions encourages client col-
laboration and allows therapists to observe how clients organize their thinking. 
Information about factors precipitating and maintaining problems is needed if 
not already provided.

• Screening for referral appropriateness and preliminary risk assessment is done 
by telephone before the first meeting. Office arrangements and scheduling need 
to maximize privacy and confidentially. Before beginning an initial intake, cli-
ents are informed about confidentiality and the procedures, risks, and advantages 
of treatment.

• Mental status examination evaluates whether serious neurological or psychotic 
problems exist. Semi-structured interviews or questionnaires provide more de-
tailed information, if needed.

• Suicide risk levels determine the least restrictive environment for that client. 
Hospitalization is indicated when there is extreme risk (all risk factors, no pro-
tective factors), and may be necessary, preferably on a voluntary basis, for se-
vere risk. Mild and moderate risk levels are generally managed on an out-patient 
basis, but with close monitoring and plans are made collaboratively in case risk 
levels increase. The SLAP procedure screens for risk of suicide or homicide and 
determines whether more intensive evaluation is needed. SLAP refers to Suicidal 
(homicidal) ideation, Lethal method, Access to method, and having a Plan to 
commit suicide.

• CAGE or FADES procedures assess substance abuse; CAGE refers to Cutting 
down, Annoyance at others’ criticism, Guilt over usage, and Eye-openers to start 
the day.

• Treatment plans begin with a problem list developed collaboratively that groups 
and prioritizes related problems. Related problems are addressed sequentially in 
separate treatment phases. Dividing problems into small groups increases cli-
ents’ confidence that each is doable.

• Outcome is improved by repeated problem measurement to assess client prog-
ress. Feedback by the third session either reinforces client efforts or allows the 
treatment plan to be modified.
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• Flow charts help guide treatment planning. Systematic Treatment Selection di-
mensions include:

1. Functional impairment is a combination of symptomatic severity and discom-
fort. Severity determines the location, length, duration, and mode of treatment; 
discomfort determines whether arousal-induction or reduction is needed.

2. Acute symptoms are best addressed through brief cognitive-behavioral inter-
ventions. Thematic or long-standing interpersonal problems are best addressed 
with long-term approaches, such as psychodynamic, interpersonal, or experi-
ential therapies.

3. Clients who are resistant to suggestions respond better to collaborative, non-
directive interventions, while compliant clients respond better to directive 
interventions.

4. Coping style determines what intervention approach may be most helpful with 
long-term thematic problems. Clients who externalize responsibility or cycle 
between acting out and remorse are best helped by the structure of cognitive-
behavioral approaches. Clients who repress, avoid awareness of threatening 
feelings, or internalize responsibility for problems are helped to explore their 
inner experience with a psychodynamic or experiential approach.

• The Transtheoretical Method Stages of Change dimensions include:

1. Precontemplation stage—consciousness raising and motivational interview-
ing are needed.

2. Contemplation stage—insight/experiential therapies help clients decide to 
change.

3. Preparation stage—clients learn necessary skills to apply in next stage.
4. Action stage—active practice and contingency management of new skills.
5. Maintenance stage—relapse management: e.g., lapses are relapses only if one 

gives up.

• Case conceptualizations focus on environmental, personal, and analytic contexts 
of the client’s problems to decide whether to focus on environmental contingen-
cies or core interpersonal schemas. They also help choose objective or subjective 
measures to assess client progress.
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