Stepping off the Throne

By Barry Duncan, Mark Hubble, & Scott Miller, 

Ten years ago, when we were on the faculty of the Dayton Institute for Family Therapy, Mark Hubble and I asked almost every therapist we knew to send us their "impossible cases": people labeled borderline or delusional; people at high risk of suicide, abuse or vi​olence; people who shuttled in and out of psychiatric hospitals or were bounced from therapist to therapist for decades without getting appreciably better. We were deeply and narrowly enamored at the time with brief, strategic and family therapies, especially the work of John Weakland and the Mental Research Institute (MRI) of Palo Alto; Steve de Shazer and the Brief Family Therapy Center of Milwaukee; and Milton Erickson. We were adept with miracle questions, para​doxical injunctions, embedded commands and re‑frames. We wanted to show that these techniques could work not only with transient problems, but in tough cases where psychodynamic therapists, with their pathologizing labels and endless treatments, had failed.

Mainly out of revenge, a psychoanalyti​cally trained psychiatrist at a local psychiatric hospital‑who did not hide his contempt for us‑referred us Richard and Eileen. We thought we were about to teach that referring psychiatrist quite a lesson. Instead, Richard and Eileen taught us a lesson we, thankfully, never forgot.

Over the next three months, Richard and Eileen rubbed our noses in our blind obeisance to theory, technique and our presumed one‑up status as therapeutic experts. Our total failure with them forced us to realize that we were far more dependent on our clients than they were on us. Richard and Eileen taught us what outcome re​search confirms: positive change is only modestly correlated with technical wiz​ardry and not at all correlated with any particular therapeutic school. It is far more heavily influenced by what clients bring into the room and the re​lationship that is created there.

Richard and Eileen did not look like "nightmare clients" when they first walked in the door. Eileen was a pho​tographer in her thirties, impeccably groomed and dressed. Richard, a semi​retired entrepreneur and philanthropist, was in his fifties, with kindly, worried eyes and a well‑trimmed beard flecked with gray. They had come in for marital therapy. Not long after their marriage six years earlier, they told me, Eileen had descended into heavy drinking, self​-loathing and repeated attempts at sui​cide. She had been diagnosed as bipolar, hospitalized, treated with lithi​um and then rediagnosed with Borderline Personality Disorder, alco​holism and what Richard called "com​pulsive tendencies." She spent a year in a private psychiatric hospital 100 miles from home, where a therapist told Richard that Eileen's was the worst case of Borderline Personality Disorder she had ever seen. Eileen spent the next year in an apartment near the hospital while attending six group and individual therapy sessions a week.

Now she was home, and she and Richard were trying to get to know each other again in an atmosphere of exhaust​ed care-taking, self‑harming, domestic vio​lence and continued therapy. Richard did the laundry, cooked the meals and tried to make sure that Eileen ate *enough. Eileen still commuted 100 miles twice a week to individual and group therapy sessions. When she was home and got angry, she would slash at her arms and legs with a kitchen knife. When Richard tried to take the knife away, they often ended up on the kitchen floor hitting each other, and Eileen had twice come close to stabbing him.

In our first meeting, each talked mainly to me, rather than to each other. "She's very suicidal. She's so insecure and there's such anger at times," Richard said. He ran down Eileen's psy chiatric history and said he was "burned‑out" on therapy, but terrified that Eileen would kill herself. Eileen spoke in self‑analyzing terms. "I have a hard time seeing things as other people do, or else I am just one very egocen​tric person," she said. She then added a comment that became important only in retrospect: "With the trauma we've both been through, we're shell​shocked‑it's like I'm walking through a minefield.... I don't want to subject anybody, including myself, to more ther​apy." Referring to the fact that the two of them had come for marital counseling, she added, "I'm glad to have this opportunity to be treated like a person in a relationship, rather than a patient. On the surface, I responded to what she'd said. "This is an opportunity to put the patient role behind you and focus on making your relationship better, I said. "I will treat you as a person, not as the diagnosis!

But her words had little impact on what we then did. I'm not sure why. Perhaps the couple's expressed wish ​to be rid of therapy‑was lost in our haste to fix them and our theoretical arrogance that we knew what was best for them. Perhaps I. was too preoccu​pied with my own role to really notice who Richard and Eileen were, what they wanted, and how they thought they might change.

Effectively ignoring Eileen's desire to "put the patient role behind her," I drew on the cape of the therapeutic Superman. In consultation with my coI​leagues in the impossible‑case project, I pulled technique after technique out of our cache of interventions. First I re​framed the fights and self‑harming as ways of trying to achieve intimacy. The problems continued. Then I taught Richard and Eileen communication skills and directly mediated discussions of their conflicts. That didn't work, ei​ther. Growing anxious, I prescribed structured fights. When that didn't work, I floated a paradoxical discussion of the dangers of change.

During each session, we thought we were trying a different, ever more innov​ative, approach. But on the metalevel, all of our tactics were variations on "thera​pizing": we were doing a treatment on Eileen and Richard (to say nothing of do​ing more of what wasn't working). We tried almost everything‑with the ex​ception of paying attention to our own anxious overdoing and to the couple's own resources and wishes. I felt increas​ingly stuck, alarmed and impotent. Eileen came into their sixth session with a bandaged arm and leg. In the middle of an argument with Richard, she had jumped out of their moving car. Her primary therapist was on the phone with her daily and was consider​ing rehospitalizing her. Afterward, I met with Mark and others from the project. We were dumbfounded. This was not exactly the flashy strategic success we had planned to report to the referring psychiatrist. I felt terribly guilty.

The next week, I told Richard and Eileen that I had consulted with my team, we didn't know what to do next, we thought we were making things worse, and I was worried. I said I thought therapy‑all therapy‑had be​come part of, if not the problem. And I apologized to Eileen for treating her as a patient after she had expressly asked me not to. This could be seen as a clas​sic intervention from the strategic tradi​tion: "a declaration of impotence in order to mobilize the resources of the client." But my words were not an at​tempt to manipulate Richard and Eileen into health; they were the honest con​fession of a therapist who had not lis​tened to his clients, wasn't helping, was sorry and was hitting bottom. I felt gen​uinely helpless: there was no hidden, knowing smile behind my declaration.

We agreed to meet again in two weeks, and when Richard and Eileen returned they told me they had had no violent arguments and Eileen had not cut herself "That's fantastic!" I said. "I must admit I'm relieved. How do you account for the change?" "We were both pretty shaken by what you said to us last time," Richard responded. "After all, you are the rela​tionship experts. We talked a lot about that and decided to take more control of our lives."

Eileen had also decided to drop out of group therapy. "We agreed that ther​apy has become a problem," she said. "We have to get our lives together." Three weeks later, Eileen and Richard returned and again reported no re​newed violence or self‑harming. They were no longer describing themselves as a "burnout" and a semiprofessional patient. Now they often talked directly, kindly and insightfully to each other, rather than to me. Eileen said she was no longer resorting to dramatic gestures when she was angry. "I was able to re​alize that it just makes me pay because I look like a ranting lunatic," she said.

A month later, they returned again for their 10th and last session, to look back on what they'd accomplished and think about the future. "In my heart of hearts, I thought I was marrying some​body to take care of me‑hook, line and sinker," Eileen told Richard. "I think it's safe to say that you, Richard, are a caretaking‑type person and somehow we got together. As we both know in​tellectually," she went on, "things haven't worked out and emotionally we've experienced the pain of its not working out. I think I have withdrawn some of that caretaking within the last month or two." Richard replied. "I don't feel the need, or responsibility or feel guilty about not fixing you food every night." “I know," said Eileen. "It's great! You went from feeling like you had to, to refusing to, to doing it just when you felt like it." "Now that I have fewer therapy com​mitments, I want to make our home a more stable place;' she added a little later on. "Less energy is being spent battling each other and being hysteri​cal, and I just want to spend that ener​gy nurturing our home, and us, so that some of the things that haven't been done for six years start to get done." 

I supported their desire to stop therapy rather than invent something new to focus on, and they quit with the provi​so that they could return anytime they wanted. When we checked in with them six months later, there had been no renewed fights or self‑harming. Once again, we were stunned. What had happened seemed like magic, but we didn't believe in magic. We later pored over tapes of the sessions, look​ing for the miraculous intervention that had produced the magical change. All we could come up with was that after I'd admitted my powerlessness, Richard and Eileen had taken over finding ways to change their lives. We had inadver​tently accommodated the couple's ex​pressed desire to be rid of therapy I had served mostly as a witness and a very minor participant who helped keep the conversation going and con​gratulated them on changes. 

In one suc​cessful session, I did not speak more than 15 sentences in the entire hour. My role was often limited to saying things like, "How do you account for that?" and "What would you like to do?" and "Some things have really changed between you two.' I also contributed observations like, "You have taken con​trol of your lives, not the therapists or the therapy." I summed up what had gone on, emphasized their accomplish​ments, reflected back what they had said and conversationally underlined that they were taking control of their lives and that I thought that was great. I honored their resources, implied that they were capable of running their own lives and validated their desire to quit therapy. But I used no genograms, mari​tal contracting, head tapping, guided im​agery, miracle questions, finger waving, trance suggestions, enigmatic Erick​sonian prescriptions, lies, manipulations or gurulike pronouncements.

When we dethroned ourselves, a space was created for the couple to be​come their own relationship experts. As I talked less, listened more and invited more participation, an entirely different process had emerged. Eileen and Richard's strengths, skills and ideas about changing their own circumstances unfolded like the petals of a flower. I had not abandoned what I'd learned over the years and become a wallflower. But instead of intervening, I listened for a change. I highlighted the productive, egalitarian and supportive exchanges between them and attributed them to their own growing mastery and control. I resisted the temptation to assign them tasks (no mean accom​plishment!) and stayed out of the way. Technique took the back seat: it was the servant rather than the master of a process whose goals and approaches were determined by Richard and Eileen themselves. This fit the couple’s sense of what they wanted far better than our expert frenzy to fix them.

The approach that I stumbled on--listening and inviting client participation‑turns out to dovetail neat​ly with the findings of both outcome research and common sense: research demonstrates that positive change is correlated with how much clients‑but not therapists‑say. University of Chicago researcher David Orlinsky and his colleague's 1994 analysis of more than 1,000 process‑outcome studies, contributed to the fourth edition of the Handbook of Psychotherapy and Behavior Change, concludes that "The quality of the patient's participation in therapy stands out as the most impor​tant determinant of outcome' "

Given the history of psychotherapy's last few decades and the constant hyp​ing of the method‑of‑the‑month, there's a temptation to turn Richard and Eileen's case into one more invariant therapeutic prescription: Kick back! Fire yourself! Say, "I'm powerless;' ask what they'd like to do and watch the mira​cles roll out the office door! This is not what we're saying. Our work with Richard and Eileen evolved out of lis​tening to them and engaging their par​ticipation. What worked for them is not a surefire cure for so‑called borderlines or couples involved in escalating pat​terns of caretaking and self‑harming.

The approach used with Richard and Eileen would have been disastrous with Jay, an intensely emotional man with the same diagnosis who described mul​tiple rejections by parents, siblings, teachers, girlfriends, coworkers and pro​fessional helpers. Jay stood up during his first session with our impossible ​case project and began crying as he beseeched me to "do something!" to help him. Therapist after therapist, he said, had given him "the big brush‑off," referring him out, suggesting Prozac or implying there really wasn't much wrong with him. "No one wants to mess with me, to take the time to fig​ure out what's really going on;' he said. "I want to find the root cause and not just treat the symptoms' " Six sessions with a talented solution‑focused thera​pist who had tried to validate his strengths had made no headway.

Jay wanted me to recognize the grav​ity of his situation‑not kick back. I told him we would stick with him until things were resolved, no matter how long it took. "We would like to take a deliberate approach and give this issue the time and attention it deserves;' I said after consulting with my team and summarizing his life story of rejection. I added some nuance to his search for a root cause, adding that his was a "com​plex situation," that these were "not black and white matters" and "we didn't want to make any hasty judgments." At the end of the session, we asked him to notice and write down the times that he felt there was something wrong with him, so that we could begin to discover the "root cause." Over time, Jay's view of his problems and their so​lutions evolved beyond a single root cause. But if I'd started by simplistically telling him that he had the answers and resources within him or that he was wrong to look for a root cause, I would have joined a long line of people who had not listened. Listening to Jay and enlisting his participation required entirely different therapist responses than those for Richard and Eileen.

These two cases point out how difficult it is to write about our approach. At one extreme, we can sound like we're hawking a new improved cookie cutter while condemning cookie‑cutter solution At the other extreme, we run the risk offering vague camp‑counselor platitude about the importance of a good attitude as though good therapy were nothing more than Rogerian reflective listening and phrases like Clinton's "I feel your pain." We are advocating neither extreme. Rapport alone is no guarantee of good results. Skill alone is nearly hopeless in the absence of rapport. Technical skill merged with a good therapeutic alliance together make for effective therapy.

The impossible‑case project, which now includes therapist Scott Miller, was thinking independently along much of the same lines, has now seen more than 500 clients and produced two books. The work led us in two apparently divergent directions‑into a hard‑boiled examination of outcome literature and into a rereading of Carl Rogers. Thanks mostly to our clients, we have now reevaluated our position on magic. We do believe in magic. But it is not magic of the sweeping, dramatic gesture or an isolated technique like the "miracle question," "externalization," lateral eye movement or any other novelty. It is an ordinary magic that grows naturally out of listening to clients, discovering and respecting their frames of reference, validating their strengths and, to put it bluntly, courting them. 

Some reviewers of our books, Psychotherapy With Impossible Cases and Escape From Babel, have called this approach naive and overly simplis​tic. One was "embarrassed" by our" complete induction into our clients' views," offended by our "joining with clients as if they were unquestionably telling the absolute truth" and critical of us because we "fell in love with our clients." Yet those who have viewed the videotapes in workshops did not expe​rience the incredulity of those review​ers‑a hint at how much of what goes on between people is conveyed non-verbally. In any case, we plead guilty as charged on all three counts, except we see these criticisms as major strengths, the real magic of our work.

The impossible-case project has led us to places we had no idea we’d go. As its beginning, we thought that "therapy vet​erans" would prove the superiority of our chosen theories. Richard and Eileen disabused us of that. Later, we hoped our impossible cases would illuminate where our favorite theories fell short so that we could refine them. Our clients went far beyond that. They became our best teachers. In essence, they taught us to reverse figure and ground. We came to understand that neither we the ther​apists nor our carefully acquired theo​retical orientations were the defining factor in our work. Clients, we learned, are the main characters, the heroes and heroines of the drama of therapy We therapists are merely the supporting cast, at times only extras who bear wit​ness to an unfolding story.

This view is congruent with decades of therapeutic outcome research. Since the early 1970s, analyses by psychology researchers like Allen Bergin, Michael Lambert, David Orlinsky and others have repeatedly shown that no particu​lar therapeutic school or technique can claim superior efficacy‑not psychody​namic or cognitive‑behavioral; solution ​focused or narrative; family therapy or individual; short‑ or long‑term; pharma​cotherapy or group therapy. Despite the fortunes we therapists spend on week​end workshops touting the latest mira​cle, the competition among the more than 250 therapeutic schools amounts to little more than the competition among aspirin, Advil and Tylenol. All of them relieve pain and work better than no treatment at all. None stands head and shoulders above the rest. In fact, senior outcome researcher Michael Lambert of Brigham Young University concluded in his 1992 review of 40 years of research that specific ap​proaches and their techniques are re​sponsible for no more than 15 percent of clients' improvement‑roughly the same proportion ascribable to hope or to the placebo effect.

Far more statistically significant to suc​cessful outcomes are what researchers label "extratherapeutic factors"‑what clients bring into the therapy room and what influences their fives outside of it. These factors might include persistence, openness, faith, optimism, a supportive grandmother, membership in a religious community or sense of personal respon​sibility: all factors operative in a client's life before he or she enters therapy. They also include interactions between such inner strengths, happenstance or luck as a new job, a marriage, a change in the weather, a crisis successfully negotiated that brings a husband and wife together. Lambert's 1992 analysis ascribes 40 per​cent of improvement during psychother​apy to such client‑factors. They are more significant than we therapists would of​ten like to admit: people with anxiety and depression, for example, get as good results from joining self‑help groups as they do from seeing therapists.

The next most significant factor cuts across all schools and techniques and is one of the few that therapists can di​rectly influence: the relationship be​tween client and therapist. Outcome studies suggest that even supposedly protocol‑driven behavior therapy works better in the hands of therapists who are well liked and have good rapport with clients. A successful therapeutic al​liance, defined as broad agreement on goals and approaches established early in therapy, is more predictive of success than technique or diagnosis. Lambert as​cribes 30 percent of improvement dur​ing psychotherapy to the therapeutic alliance. Since this factor is so impor​tant, it makes sense for us to "court" our clients and even "fall in love with them."

This is realism, not sentimentalism: outcome research shows that it's what the client thinks about the relationship that counts‑not how warm, respectful or responsive the tberapist thinks he or she is being. Orlinsky's 1986 analysis examined 40 studies conducted be​tween 1962 and 1980 assessing thera​pist empathy. Empathy as perceived by the client significantly predicted a pos​itive outcome in 22 out of 31 studies. Therapist empathy as perceived by the therapist predicted a successful out​come in only 2 out of 17 studies. Likewise, clients' ratings of their thera pists as validating, warm and accepting were far more predictive of improve​ment than therapists' self‑ratings of these qualities. "The most decisive as​pect of the therapeutic process," Orlinsky writes, "seems to be the pa​tient's experience of it." Eleven years of alliance research since Orlinsky's conclusion has further substantiated the importance to successful therapy out​come of the client's perceptions. We are at the mercy of our clients' percep​tions; our influence, paradoxically, lies in recognizing this and doing our best to make that perception positive.

This research suggests that when faced with a seeming choice between technique and relationship, a therapist is often better off focusing on relationship. We learned this partly from Fred, who was so agoraphobic that he left the house only for our therapy sessions and then only when accompanied by his wife, who stayed in the waiting room. When he was a long‑haired, 19‑year‑old college student, Fred had been arrested in an auto‑wreck​ing yard in rural Texas, trying to steal parts for his broken‑down Toyota. In the local county jail, he was multiply raped and beaten, setting in motion a chain of events that led to a term in state prison and a stay in a state psychiatric hospital. He'd been deeply agoraphobic ever since and was the veteran of numerous unsuc​cessful psychiatric treatments.

In our first session, Fred made only a few brief references to this history. Most of our conversation was devoted to shooting the breeze about basketball‑we were in the closing days of the NCAA finals and both of us were fans. Fred became very animated as we discussed the various teams, coaches, players, and I enjoyed his perceptions and his company.

In each session, we spent more and more time talking about basketball and less and less about agoraphobia. By the end of the third session, I was wonder​ing whether we were ever going to talk about anything else. But Fred made it clear that he enjoyed coming, and I told myself that as long as things were moving positively from his point of view, we were okay even if it didn't look much like therapy.

Halfway through session four, partly because I thought we ought to be do​ing something, I asked Fred to write down some goals, ranking them from the most difficult to the least difficult. After about three minutes, he gave me his list. His three most difficult con​templated actions were: going to the bank, going to the dentist and going to the mall. At the beginning of the fifth session, he opened the list, handed it to me and told me he'd accomplished all three. I was tremendously excited, but Fred wanted to return to talking about the NCAA finals. So in the interstices of our basketball conversation, I asked him what the achievement of these goals meant to him, where he thought these changes might lead and what might keep them going.

In the following weeks, we kept talk​ing mainly about things we both en​joyed‑basketball, antiques, camping and the wilderness. On the margins of these talks, Fred told me he wanted to exercise and started thinking aloud about sports he might take up. He also wanted to contribute financially to his family, which depended on his wife's modest income as a laboratory techni​cian while he took care of their young daughter. Such discussion took no more than 10 minutes of every session. By the eighth session, Fred had begun a successful jewelry business in his garage, regularly ran errands in town and had taken up mountain biking.

In Fred's last session, his 10th, he looked back and talked to me about all the times we'd shot the breeze. He didn't even mention the "desensitiza​tion hierarchy" I'd used when I had him write down his goals in order of difficulty. He told me that I was the therapist who had really understood him. The others, he said, has cut off his attempts at conversation to focus on his problems.

Fred taught us that it was the client's evaluation of the relationship that counted, and our potential influence on this evaluation was one of the magic techniques we'd always dreamed of finding. Again, this doesn't mean en​shrining "shooting the breeze" as the newest Holy Grail‑not all clients want to spend their sessions talking about basketball and antiques. It does mean listening to what clients want and treat​ing them at least as courteously as we'd treat a neighbor, an aunt or someone we'd met at a party. Previously, we'd thought of this sort of wooing as a pre​cursor to the real business of therapy- much as the 1950s defined "foreplay" as something separate from the real stuff of sex. Now, we realized that the relationship was, in fact, the therapy.

For many of our "impossible" clients, simple courtesy was new. They told us they had felt disbelieved or disliked by previous clinicians, rarely appreciated for their insights or capa​bilities and even less frequently courted for favorable impressions of the process. Their reports made us think that the psychotherapy field needs to learn that the usual rules of courtesy are not suspended at the office door. Fritz Perls and other charismatic but imperious gurus are long gone, and they are not models for how to be​have. It was Carl Rogers who brought this point home to us in a way that dry outcome research could not. In the 1950s, Rogers wrote eloquently about the importance of empathy, warmth, genuineness, acceptance, understanding and mutual affirmation. Outcome re​search conducted by his students and others suggests that clients are far more likely to consider these "core variables" responsible for their improvement than theories and flashy technique.

We began to think of our first session as as a first date, when our motive was to woo the client's favorable impression of therapy. In the process, we sometimes did things that other therapists would consider risky. Consider Maria. A gas furnace explosion when she was 6 had killed both her father and sister. Her mother had collapsed emotionally after the accident and spent most of her days in bed. Maria had effectively grown up without a parent, and partly as a result, had been sexually abused by two older neighbors and an uncle.

By the time she was referred to our project,. she was 39 and had been in therapy for most of her adult life. She held a highly responsible but unsatisfying job in a biotechnology company. She had tried to kill herself five times, leading to five psychiatric 'stays. She called her latest therapist eight or nine times a day, leaving agonized messages with the answering service, demanding to be called back. The literature on "borderlines" frequently admonishes therapists not to respond to their "manipulative" attempts to extort attention, and not to reward their "infantile neediness." So Maria's demands were rarely, if ever, met by her therapists, which provoked Maria into escalating levels of distress and self‑harming. She was diag​nosed borderline and was on Prozac when her discouraged, resentful and burned‑out therapist referred her, with a sense of relief, to us.

We decided to encourage Maria's calls and nurture rather than limit our relationship. I worked hard to court Maria's favor during our first four ses​sions, and it wasn't easy. She embodied hostility intertwined with spoken and unspoken demand. She sat in my office tight‑lipped, twisting a handkerchief in her hands. She told me from the first that she wanted her phone calls re​turned, because she only called when she was in really bad shape.

I returned her calls when I had spare time during the workday and again in the evenings after my last client, talking each time for about 15 minutes. In doing so, I was following her lead‑giving her the direct opposite of what Richard and Eileen wanted when they asked for less therapeutic involvement. Perhaps because I reliably called her back, she rarely called more than once or twice a day. Once, when in distress, she left a message for me at night without leaving her number. I went back to my office to get her number and call her. In our sessions, she seemed to get softer and softer.

Then, after our fourth session, I went on a backpacking trip. After setting up camp the first night with my son, I felt inexplicably worried about Maria. So I hiked four miles back to my truck in the darkness and drove to a pay phone in a nearby town to see how she was getting along. She was okay.

That call proved to be a turning point. Afterward, Maria became proactive in therapy and outside it. She started going to church regularly, got involved in a singles group and signed up for additional technical training that would allow her to change jobs. In short, she mobilized what outcome re​searchers oddly define as extratherapeutic factors. Her thoughts of suicide stopped and she stopped taking antidepressants. In sessions, at her direction, we talked less about how lousy she felt and more about how she could change her life. Over the next six months, she left her unrewarding job, where everyone knew her as a psychi​atric casualty, and joined a medical mis​sionary project in Asia. Six months later, she wrote to let me know that things were going pretty well for her in northern Thailand. "I picture myself in your office, just telling you stuff and you listening," her letter said. "Every time I called you, you called me back. It didn't always help, but you were there. And I realized that is just what a little girt would want from her daddy, what I had been missing all my life and wanting so badly.

Finally, when I was 39 years old, someone gave it to me. I sure am glad I got to know what it feels like to have someone care about me in that way. It was a beautiful gift you gave me. You also made me realize how much God loves. me. When you called me that weekend you went backpack​ing, I thought to myself, 'If a human can do that for me, then I believe what the Bible says about us all the time.' So thanks for loving me‑because that's what you did."

Maria's letter taught us to honor the client's theory of change: she be​lieved‑or knew‑that she needed a certain sort of contact to heal, and we gave it to her. That was not all we did, but it was the affectionate container for our conversations that included discussions of what she wanted to change and careful attention to assessing her progress. Within the limits of what we can ethically and personally manage, we always provide as much‑affection as possible. We have faith that clients' cir​cumstances will evolve over time and that once we have developed a rela​tionship, other opportunities for change are bound to present themselves. In early sessions with new clients, we ask them questions designed to elicit their frames of reference. We might ask, "What did you hope would be different as a result of coming for treatment?" or "What did you want to change about your life?" or "People often have a pret​ty good hunch not only about what is causing a problem, but also what will resolve it. Do you have a theory of how change is going to happen here?"

The client's theory may change during the course of treatment, but it gives us a starting place, builds rapport and keeps us from getting off on the wrong foot. Impossibility, we de​cided, is at least partly a function of leaving clients out of the process, of not listening or of dismissing the im​portance of their perspective. When clients then fail to respond to thera​pists' magical but unilateral prescrip​tions, they are often punitively labeled "untreatable;' "chronic," "borderline" or described in another way that blames them‑rather than a beloved therapeu​tic theory‑for failure. The symptoms that justify these punitive labels can sometimes be an artifact of therapy it​self. Our clients' frames of reference, their worldviews, are now the deter​mining "theory" for our work. Within that theory, we can suggest any tech​nique or approach that might serve​active, solution‑focused questions, a search for insight, rating scales, desen​sitization, Rogerian reflective listening or shooting the breeze.

The client's theory is like any other in psychology‑it explains the problem from etiology to treatment. It in​cludes clients' thoughts, attitudes and feelings about their problems and about how therapy can best achieve their goals. Every client has a theory of change waiting for discovery that can become a framework for therapy, which is far more likely to be effective than a framework imposed unilaterally by a therapist.

This might seem like a drifting raft on which to build a therapy practice. But outcome research suggests that nothing is more effective than treating a client within his or her own frame of reference. In 1990, behavioral psychologists Reid Hester, William Miller and colleagues compared the efficacy of traditional Alcoholics Anonymous style alcohol treatment (which views problem drinking as a disease) with a learning‑based approach (which views problem drinking as a bad habit).Their study, like many others, found both treatments equally effective in the short term. But six months later, they found a significant difference in outcome linked to the client's theory of change. Those who entered therapy believing that their alcohol problems were caused by a disease, and were given traditional treatment congruent with that belief, were much more likely to be sober six months later. Those who started out believing that alcohol problems were a bad habit were much better off if they'd gone through the learning‑based approach. As the French philosopher and mathematician Blaise Pascal once wrote, "People are generally better persuaded by reasons that they have themselves discovered than by those that have come into the 'minds of others!

The.ordinary magic of therapy grows naturally 0 heir frames of reference validat
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HONORING THE CLIENT'S THEORY of change does not mean a cir​cumscribed devotion to static goals: sometimes we wind up in places that neither we nor our clients predicted. It does mean that we must adopt their views on their terms with a very strong bias in their favor. Natalie, for instance" told us she'd been a multiple personality since childhood. She didn't want to become integrated into a single self, but rather wanted "co-consciousness," in which alters are aware of each other's experience without losing their sepa​rate identities. She was worried when she started therapy because she had lost access to some of her most intu​itive subselves. As she put it, "Some people that I'm used to talking to are not there' '

I didn't have any idea of how to help Natalie recontact her missing alters or promote co-consciousness. But I was willing not to know, to find out how her system worked, to validate it and to accept her theory of change. I sincerely told Natalie‑an extremely intuitive woman, or collection of women‑that I thought she had a "wonderful system," and suggested she think of all the ways she had gained access to her alters be​fore. Over the next few sessions, Natalie and various alters explained to me that her alters lived in various rooms in a vi​sualized house. Some were practical, others intuitive and others tough as nails. She would visualize the pathway to the alters' rooms in order to access them; whoever had the best skills then emerged to deal with whatever life dished out. Except for now, when some of them had mysteriously gone missing.

Natalie said she thought the alters were hiding because her boyfriend, Joe, was embroiled in violent, ongoing arguments with a brother and sister over the impending sale of their grandparents' farm. He exploded at them on the phone and had even waved a hunting rifle at his brother during an angry night of arguments around the kitchen table. Natalie had repeatedly and reasonably tried to let Joe know how much this frightened her, without success: Joe acted as though he hadn't even heard her. Once Joe became less unpredictably volatile, Natalie thought, access to her missing alters would return. Honoring her theory of change, I suggested something I'd learned from the Mental Research Institute: "constructive pay​back," or taking humorous, harmless, unacknowledged practical revenge on a partner when beseeching fails. "Rather than directly confronting him, you pay him back without taking own​ership for it," I said. "It may allow you to deflect his anger in a positive way that, hopefully, will result in your feel​ing less frightened 

Natalie loved the idea. She vacuumed under Joe's nose when he was on the phone, turned down the volume con​trol on the answering machine and dumped his half‑empty tea glasses in the sink‑all the while acting oblivious or ascribing her actions to absentmind​edness. At the end of the first day, Joe sat down with her and asked, "What gives?" Finally, he was prepared to hear her. By the end of the conversation, Natalie was no longer afraid that Joe would go off the deep end, harm his siblings or endanger her and himself. Over the next several days, several alters "came home' '

Then something happened that neither of us expected. With the crisis with Joe re​solved, a wise, spiritually centered, martial‑artist alter named "Nora" showed up for the sixth session. I filled "Nora" in: Natalie had wanted to do something about her infection with Epstein‑Barr, a virus that can be a precursor to Chronic Fatigue Syndrome. Since she was already adept at visualization, we in the impossible‑case project had planned to Suggest to Natalie that she use it to improve her physical condi​tion. I suggested this to "Nora" instead. "You have all the skills necessary be​cause you already know how to focus and relax," I said. "It would be great if you teach the others." Nora later "called a meeting" in a visualized library to communicate to the alters what she had learned about Epstein‑Barr. It was the first time they had all been in the ‑same room" together. Natalie reported later that each alter had come forward, naming her special gifts to the overall system. After praying together, each alter had said, "I belong."

Then Natalie told me, "Now I'm a 'me,' and I'm different. Everybody's there. And if they want, they could still come out, but I'm a me. This me is finding out a lot of things. I'm articu​late. I have movement. I definitely have a temper, and I can express it. It's like I'm looking through a pair of new eyes that have never been touched or scarred." She had gone beyond "co-​consciousness" to a form of integration that she welcomed.

In the last 10 years of the im​possible‑case project, we have let go of many traditions, shedding layers of psychotherapy convention. When we train and supervise others, we encour​age them, above all, to listen and to notice the effect of their words on their clients. We have no desire to create yet another therapeutic school to join the more than 250 flavors already on the market. Instead, we emphasize the factors that are common to all good therapy. In one recent training session, I had half of the class behind the one-way mirror tracking the client's response for the entire session. "When did she seem to come alive the most?" I asked. "When did she look away, even though she was saying politely, 'Yeah, I can see how that fits?"' We direct students to discover what the client thinks is relevant, rather than emphasizing diagnosis or technique. It's not that we denigrate technique. Technique offers novelty and structure, and those are important ingredients in successful therapy. But we don't emphasize them and we don't attribute success to them rather than to factors that are more invisible, more powerful and more ordinary We teach our students to stop, look and listen: to watch responses and to calibrate what they do next on that basis. If the client comes alive, we encourage our students to go with it. if the client isn't interested, we drop it.

Any success we have had in freeing clients from impossibility has come from placing them first. We have thoroughly enjoyed being freed from the constraints of "needing to know the right way to practice." There is an old story about two apprentice Zen monks who are discussing their respective masters while cleaning their temple. The first novice proudly tells his companion about the many miracles that he has seen his famous master perform. "I have watched," the young novice says, "as my master has turned an entire village to the Buddha, has made rain fall from the sky and has moved a mountain so that he could pass. "

The other novice listens attentively and then demonstrates his deeper understanding by responding, "My master also does many miraculous things. When he is hungry, he eats. When he is thirsty, he drinks. When he is tired, he sleeps.”

Long ago, our clients taught us that, like the first monk, we had become too enamored of "miracles" touted by the masters. Now we honor more simple but enduring acts: validating our clients' resources, courting their posi​tive experience of therapy and honoring their theory of change. These simple but magical acts, we found, are the eating, drinking and sleeping of effective therapy.
